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Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  combat  gram- 
negative pathogens  involving  enteric  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  effec- 
tiveness with  which  CHLOROMYCETIN  suppresses  highly 
invasive  staphylococci^'^  extends  to  persistently  patho- 
genic coliforms.®’!^'!^  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  “...shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli . . 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 
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COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS^ 
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ANTIBIOTIC  D 20% 


ANTIBIOTIC  E 10% 


•This  graph  is  adapted  from  Waisbren  and  Strelitzer.^  It  represents  in  vitro  data  obtained  with  clinical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivity. 
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Q a new  liigli  in  anti-inflammatory  effects  with  lower  dosage 
(averages  less  than  prednisone) 

Q a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

()  No  interference  with  psychic  equilibrium 
Q Lower  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of 


with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 

Sodium  and  water 

ARisTocoRT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.'"*  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.*-®  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®>^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.*  Potassium 
balance  studies  in  humans^-''*  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. I lypokalcmia,  hyperkalemia  or  hypochlo- 
rcmia  did  not  <kcut,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.*’-’ 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals*  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies''*  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.^  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration."*''* 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristcxjort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 
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Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet' 
and  cottonball®  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 


Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.'®  Clinical  studies"  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 


Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known.'-  The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  on  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 
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The  Promise  of 

in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARiSTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
below  compared  to  the  reported  incidence  of 
those  from  prednisone  and  prednisolone. 

Peptic  Ulcer 

The  most  recent  study  available  on  the  inci- 
dence of  peptic  ulceration  in  patients  with 
rheumatoid  arthritis  on  long-term  prednisone 
therapy  rejx)rtcd  12  ulcers  in  49  cases  (24  per 
cent).'  Lowest  incidence  of  6.5  per  cent  has 
been  recorded  in  a group  of  patients  on  this 
drug  for  six  to  nine  months.^  Four  of  six 
ulcers,  in  another  scries  of  39  patients  on  pred- 
nisone,''* appeared  in  less  than  three  months 
of  therapy. 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 


analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 

Osteoporosis  and 
Compression  Fractures 

The  incidence  of  compressed  fractures  of 
vertebrae— and  to  a lesser  extent  in  other  bones 
—is  high  in  patients  on  prolonged  therapy 
with  all  previous  corticosteroids. ‘*  One  group 
of  49  patients'  on  long-term  prednisone  treat- 
ment experienced  nine  vertebral  fractures  (18 
per  cent);  another  scries  of  39  developed  eight 
fractures  (20  per  cent),"  four  to  15  months 
after  the  beginning  of  steroid  administration. 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
( 1 case").  Although  these  results  are  encour- 
aging,  determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,"*  and  toxic  syndromes  producing  even 
convulsions  and  death." 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,^ the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention— Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  AiusTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema.** 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.®-'* 

The  interrelation  between  blotxl  and  brxly 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.'®-"  Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 
with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.® These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocor.t. 
I lowever,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one-third  to  one-half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,'” 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),**  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent). ' ^ 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted  in 
a lower  incidence  of  the  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  I lowever,  since  it  is 
a highly  jxitent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  {xitassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
aristocort.  The  amount  of  the  drug  used 
shoidd  he  carefully  titrated  to  find  the  smallest 
'possible  dose  which  will  suppress  symptoms. 
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The  Promise  of 


in  Rheumatoid  Arthritis 


Q ARiSTOCORT  thera-pj  has  heen  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

I 

Results  of  treatment 

Freyberg  and  associates'  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  1 80  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

I lartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  I le  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  “excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

TTie  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  15  mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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ATAMX 

in  any 

hyperemotive 

state 

for  childhood  behavior  disorders 

10  mg.  tablets-3-6  years,  one  tab- 
let t.i.d.;  over  6 years,  two  tablets 
t.i.d.  Syrup— 3-6  years,  one  tsp. 
t.i.d.;  over  6 years,  two  tsp.  t.i.d. 
for  adult  tension  and  anxiety 

25  mg.  tablets  — one  tablet  q.i.d. 
Syrup— one  tbsp.  q.i.d. 

for  severe  emotional  disturbances 

100  mg.  tablets— one  tablet  t.i.d. 

for  adult  psychiatric  and  emotional 
emergencies 

Parenteral  Solution— 25-50  mg. 
(1-2  cc.)  intramuscularly,  3-4 
times  daily,  at  4-hour  intervals. 
Dosage  for  children  under  12  not 
established. 

Supplied:  Tablets,  bottles  of  1(X).  Syrup, 
pint  bottles.  Parenteral  Solution,  10  cc. 
multiple-dose  vials. 


Reviews  of  ataraxic  therapy  commonly  divide  the  available  tranquilizers  into  three 
main  categories:  the  rauwolfia  derivatives;  the  phenothiazine  compounds;  and  a 
smaller  group  of  agents  which  are  lumped  together  for  the  sake  of  convenience 
rather  than  because  of  any  common  characteristic. 

As  a result,  one  significant  fact  is  often  overlooked:  ATARAX  (hydroxyzine)  does 
not  fit  into  any  of  these  three  categories.  Indeed,  by  any  logical  criterion,  it 
belongs  in  a class  by  itself. 

1.  ATARAX  is  chemically  unique.  It  differs  from  any  other  tranquilizer  now  avail- 
able, not  in  minor  molecular  rearrangements  but  in  basic  structure. 

2.  ATARAX  is  therapeutically  different.  ATARAX  is  characterized  by  unique  cerebral 
specificity.  On  ATARAX,  the  patient  retains  full  consciousness  of  incoming  stimuli 
—their  nature  and  their  intensity— but  his  reactions  are  those  of  a well-adjusted 
person.  He  is  neither  depressed  nor  torpid,  and  his  reflexes  remain  normal,  as  does 
cortical  function.  Thus  ATARAX  induces  a calming  peace-of-mind  effect  without 
disturbing  mental  alertness. 

3.  ATARAX  is,  perhaps,  the  safest  ataraxic  known.  It  is  outstandingly  well  tolerated. 
Every  clinical  report  confirms  this  fact.*  After  more  than  150  million  doses,  there 
has  not  been  a single  report  of  toxicity,  blood  dyscrasia,  parkinsonian  effect,  liver 
damage,  or  habituation. 

4.  ATARAX  is  unusually  flexible.  This  lack  of  toxicity  makes  it  possible  to  adjust 
ATARAX  dosage  to  virtually  any  patient  need.  In  the  lowest  range,  children  respond 
well  to  10  mg.  or  one  teaspoonful  of  syrup  t.i.d.,  while  anxious  adults  usually  are 
treated  with  25  mg.  q.i.d.  Yet,  if  needed,  the  dosage  can  safely  be  raised:  in  more 
severe  disturbances,  dosages  up  to  1,000  mg.  daily  have  been  administered  without 
adverse  reactions. 

In  reviewing  your  own  experience  with  tranquilizers,  remember  that  ATARAX  is  in 
a class  by  itself;  that  you  cannot  judge  it  by  your  results  with  any  other  drug.  To  get 
to  know  ATARAX  at  first  hand,  prescribe  it  for  the  next  four  weeks  whenever  a 
tranquilizer  is  indicated.  See  for  yourself  how  it  compares. 
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(SftANO  or  MTDROXYZINC) 


Medical  Director 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


Significant 


esearch  discovery: 


ANEW  SKELETAL 
MUSCLE  RELAXANT 


Robaxin  — synthesized  in  the  Robins  Research  Laboratories,  and 
intensively  studied  for  five  years— introduces  to  the  physician  an 
entirely  new  agent  for  effective  and  well-tolerated  skeletal  muscle 
relaxation.  Robaxin  is  an  entirely  new  chemical  formulation,  with 
outstanding  clinical  properties: 

• Highly  potent  and  long  acting.^'^ 

• Relatively  free  of  adverse  side  effects.’'^'^'**'^ 

• Does  not  reduce  normal  muscle  strength  or  reflex  activity 
in  ordinary  dosage.^ 

• Beneficial  in  94.4%  of  cases  with  acute  back  pain 
due  to  muscle  spasm.’'^'^  ^'^ 


DISEASE  ENTITY 


Acute  bock  pain  due 

(a)  Muscle  spasm  secoi 
to  sprain 


Miscellaneous  (bursiti 
torticollis,  etc.) 


(b)  Muscle  spasm  due 
trauma 


(c)  Muscle  spasm  due 
nerve  irritation 


(d)  Muscle  spasm  seco 
to  discogenic  diseo 
and  postoperative 
orthopedic  procedi 


TOTA 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


Highly  specific  action 

Robaxin  is  highly  specific  in  its  action  on  the 
intemuncial  neurons  of  the  spinal  cord  — with 
inherently  sustained  repression  of  multisyn- 
aptic  reflexes,  but  with  no  demonstrable  effect 
on  monosynaptic  reflexes.  It  thus  is  useful  in 
the  control  of  skeletal  muscle  spasm,  tremor  and 
other  manifestations  of  hyperactivity,  as  well 
as  the  pain  incident  to  spasm,  without  impair- 
ing strength  or  normal  neuromuscular  function. 


Beneficial  in  94.4%  of  cases  tested 

When  tested  in  72  patients  with  acute  back 
pain  involving  muscle  spasm,  Robaxin  in- 
duced marked  relief  in  59,  moderate  relief  in 
6,  and  slight  relief  in  3 — or  an  over-all  bene- 
ficial effect  in  94.4%.^’®’^-®’'^  No  side  effects 
occurred  in  64  of  the  patients,  and  only  slight 
side  effects  in  8.  In  studies  of  129  patients, 
moderate  or  negligible  side  effects  occurred 
in  only 


ROBAXIN  IN  ACUTE  BACK  PAIN’  3 -•  « ? 


DURATION 

OF 

TREATMENT 

DOSE  PER  DAY  (divided) 

RESPONSE 
marked  mod.  slight 

neg. 

SIDE  EFFECTS 

2-42  days 

3*6  Gm. 

17 

1 

0 

0 

None,  16 
Dizziness,  1 
Slight  nausea,  1 

1-42  days 

2-6  Gm. 

8 

1 

3 

1 

None,  12 
Nervousness,  1 

4-240  days 

2.25-6  Gm. 

4 

1 

0 

0 

None,  5 

2-28  days 

1.5-9  Gm. 

24 

3 

0 

3 

None,  25 
Dizziness,  1 
Lightheaded- 
ness, 2 
Nausea,  2 * 

3-60  days 

4-8  Gm. 

6 

0 

0 

0 

None,  6 

59 

6 

3 

4 

*^Relieved  on 
reduction 
of  dose 

References:  l.  Carpenter,  E.  B,:  Publication  pending.  2.  Carter, 
C.  H.:  Personal  communication.  3.  Forsyth,  H.  F.:  Publication 
pending.  4.  Freund,  J.:  Personal  communication.  5.  Morgan, 
A.  M.,  Truitt,  E.  B.,  Jr.,  and  Little,  J.  M.:  .American  Pharm.  Assn. 
46;374,  1957.  6.  Nachman,  H.  M.:  Personal  communication. 
; 7.  O’Doherty,  D.:  Publication  pending.  8.  Truitt,  E.  B.,  Jr.,  and 


Indications  — Acute  back  pain  associ- 
ated with:  (a)  muscle  spasm  secondary  to 
sprain;  (b)  muscle  spasm  due  to  trauma; 

(c)  muscle  spasm  due  to  nerve  irritation; 

(d)  muscle  spasm  secondary  to  discogenic 
disease  and  postoperative  orthopedic 
procedures;  and  miscellaneous  conditions, 
such  as  bursitis,  fibrositis,  torticollis,  etc. 

Dosage  — Adults:  Two  tablets  4 times 
daily  to  3 tablets  every  4 hours.  Total  daily 
dosage ; 4 to  9 Gm.  in  divided  doses. 

Precautions  — There  are  no  specific  con- 
traindications to  Robaxin  and  untoward 
reactions  are  not  to  be  emticipated.  Minor 
side  effects  such  as  lightheadedness,  dizzi- 
ness, nausea  may  occur  rarely  in  patients 
with  unusual  sensitivity  to  drugs,  but  dis- 
appear on  reduction  of  dosage.  When  ther- 
apy is  prolonged  routine  white  blood  cell 
counts  should  be  made  since  some  decrease 
was  noted  in  3 patients  out  of  a group  of 
72  who  had  received  the  drug  for  periods 
of  30  days  or  longer. 

Supply  — Robaxin  Tablets,  0.5  Gm.,  in 
bottles  of  50. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 
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Baynard  Optical 

e maintain 

Company 

prompt  city-wide 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 

delivery  service 
for  prescriptions. 

Prescriptions 

CAPPEAU’S,  INC. 

PHARMACISTS 

Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 

5TH  AND  MARKET  STS. 

Ferris  Rd.  & 

Delaware  Ave.  W.  Gilpin  Drive 

WILMINGTON,  DELAWARE 

& Dupont  St.  Willow  Run 

Dial  OL  6-8537  WY  4-3701 

when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON*  Lederle 


Combines  Meprobamate  { fOO  ///g.)  rnost  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . xvil/i  PATHILON  (25  wg-)  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


*Tf«dem*fL  ® Registered  Tredemerk  for  Tridiheiethyl  Iodide  Led^He 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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espiratory  congestion 


relief  in  minutes ..  lasts  for 


orally 

hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  P.:  Arch.  Otolaryng.  69:48-53  (Jan.)  1954. 

Each  double-dose  “timed-release"  TRIAMINIC 

Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  double-dose  “timed-releas^’ 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours  — 
provides  “around-the-clodd* 
freedom  from  congestion  on 
just  three  tablets  a day 


disintegrates  to  give  3 to  4 
more  hours  of  relief 


Also  available:Triamimc  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


Triaminic 


'‘timed-release" 

tablets 


SMITH-DORSEY  . 


running  noses. 


and  open  stuffed  noses  orallu 


a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


both- 


orally  for 


NEW 
ISUPREL 


dependable  prophylaxis- 
sublingually  for 
fast  relief 
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minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 


• Lower  dosage 
(K  lower  dosage 
than 

prednisolone) 

• Better  tolerated 
(less  sodium 
retention,  less 
gastric  irritation) 


Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30,  100  and  500. 


lIsTRADEMARK  FOR  METHYLPREDNISOLONE,  UPJOHN 


For 

complete  informationy  consult 
your  Upjohn  representative , 
or  write  the  Medical  Department, 
The  Upjohn  Company, 

Kalamazoo,  Michigan. 

llpjohn 
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“Since  we  put  him  on  NEOHYDRIN  he's  been 
able  to  stay  on  the  job  without  interruption,' 


oral 

organomercurial 

diuretic 


NEO  HYDRIN’ 

BRAND  OF  CHLORMERODRIN 


LAKESIDE 
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TETRACYCt-INE 


no  sting 

no  smear 

no  cross 
contamination 


SUSPENSION 

...Just  drop  on  eye ...  spreads  in  a wink!  Provides  unsur- 
passed antibiotic  efficacy  in  a wide  range  of  common  eye 
infections ...  dependable  prophylaxis  following  removal  of 
foreign  bodies  and  treatment  of  minor  eye  injuries. 

4 cc.  plastic  squeeze,  dropper  bottle  containing 
Achromycin  Tetracycline  HCI  (1%)  10.0  mg.,  per  cc.,  sus- 
pended in  sesame  oil  . . . retains  full  potency  for  2 years 
without  refrigeration. 

♦Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


NOW..  .for  the  first  time  in  tetracycline  history! 

siffnificaiil 


4-hour  blood  levels 

on  a SINGLE  intramuscular  dose, 
in  minimal  injection  volume 

This  achievement  is  made  possible  by  the  unique  solubility  of  Tetrex  (tetracycline 
phosphate  complex),  which  permits  more  antibiotic  to  be  incorporated  in  less  volume 
of  diluent.  Clinical  studies  have  shown  that  injections  are  well  tolerated,  with  no  more 
pain  on  injection  than  with  previous,  less  concentrated  formulations. 

Tetrex  Intramuscular  ‘250’  can  be  reconstituted  for  injection  by  adding  1.6  cc.  of 
sterile  distilled  water  or  normal  saline,  to  make  a total  injection  volume  of  2.0  cc. 

When  the  entire  250  mg.  are  to  be  injected,  and  minimal  volume  is  desired,  as  little  as 
1.0  cc.  of  diluent  need  be  used.  (Full  instructions  for  administration  and  dosage  for 
adults  and  children,  accompany  packaged  vial. ) 

Each  one-dose  vial  of  TETREX  Intramuscular  '250'  contains: 

TETREX  (tetracycline  phosphate  complex)  (tetracycline  HCI  activity) 250  mg. 

Xylocaine*  hydrochloride 40  mg. 

plus  ascorbic  acid  300  mg.  and  magnesium  chloride  46  mg.  as  buffering  agents. 

•®  of  Astra  Pharm.  Prod.  Irtc.  for  Udocaine 


SUPPLY:  Single-dose  vials  containing  Tetrex  — tetracycline  phosphate  complex  — each 
equivalent  to  250  mg.  tetracycline  HCI  activity.  Also  available  in  100-mg.  single-dose  vials. 


^RAMUSCULAR  '250' 

WITH  XYLOCAINE 


[ISTOL  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 
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Orand 

POLYMYXIN  B-BACITRACIN  OINTMENT 


For  topical  use:  in  '/a  oz.  and  1 oz.  tubes* 
For  ophthalmic  use:  in  ’/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe.  N.  Va 
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JOHN  G.  MERKEL 
&S0NS 

riP/t — 


PHONE  OL  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Y our  Local  Medical  Society 

The  Nevr  Castle  County  Medical  Society 
The  Kent  County  Medical  Saciety 
The  Sussex  County  Medical  Saciety 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 

If  it's  insurable  we  can  insure  it 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Co7nbines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


"...especially  suitable 
for  out-patient  and 
office  use."' 


tAyd,  F.  J.,  Jr.:  The  Treatment  of  Ambulatory  and 
Hospitalized  Psychiatric  Patients  with  Trilafon, 
presented  at  Ann.  Meet.,  Am.  Psychiat.  Assoc., 
Chicago,  HI..  May  13-17,  19S7. 


the  full-range  tranquilizer 


EXCEPTIONAL  THERAPEUTIC  RANGE 

. . . dosage  range  adaptable  for  tension  and  anxiety  states, 
ambulatory  psychoneurotics,  agitated  hospitalized  psychotics 

EXCEPTIONAL  POTENCY 

• At  least  five  times  more  potent  than  earlier  phenothiazines 

EXCEPTIONAL  ANTIEMETIC  RANGE 

• From  the  mildest  to  the  severest  nausea  and  vomiting  due 
to  many  causes 

ADEQUATE  SAFETY  IN  RECOMMENDED  DOSAGE  RANGES 

• Jaundice  attributable  to  the  drug  alone  not  reported 

• Unusual  freedom  from  significant  hypotension 

• No  agranulocytosis  observed 

• Mental  acuity  apparently  not  dulled 

TrilAFON  — grey  tablets  of  2 mg.  (black  seal),  4 mg.  (green  seal),  8 mg. 
(blue  seal),  botUes  of  50  and  500;  16  mg.  (red  seal),  for  hospital  use, 
bottle  of  500. 


Refer  to  Schering  literature  for  specific  informa- 
tion regarding  indications,  dosage,  side  effects, 
precautions  and  contraindications. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


• j.m. 
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—twice  as  much  absorption  of  peniciiiin  as  from  buffered 
potassium  peniciiiin  G given  oraiiy. 

A greater  totai  peniciliemia  is  produced  by  250  mg.  of 
*V-Ciliin  K'  t.i.d.  than  by  600,000  units  daiiy  of  intra- 
muscuiar  procaine  penicillin  G.  Also,  high  serum  levels 
are  attained  more  quickly  with  this  new  oral  penicillin. 

These  unique  advantages  of  ‘V-Cillin  K'  assure  maxi- 
mum penicillin  effectiveness,  and  dependable  therapy, 
for  penicillin-sensitive  Infections. 

Scored  tablets  of  125  and  250  mg.  (200,000  and  400,000 
units). 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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THE  IMPACT  OF  CHLOROTHIAZIDE  (DIURIL)  ON 
THERAPY  IN  ARTERIAL  HYPERTENSION 


David  J.  Reinhardt,  III,  M.D.* 


The  management  of  arterial  hypertension 
has  been  a most  difficult  problem.  In  the 
more  severe  forms  of  the  disease,  where 
structural  changes  in  the  cardiovascular 
system  secondary  to  the  elevated  pressure 
have  occurred,  agreement  is  universal  that 
reduction  of  blood  pressure  is  necessary. 

The  surgical  measures  of  thoraco-lumbar 
sympathectomy  and  bilateral  adrenalec- 
tomy have  proven  to  be  effective.  However, 
they  are  major  operative  procedures  involv- 
ing considerable  risk  both  during  and  fol- 
lo^ving  surgery.  Furthermore,  in  the  indi- 
vidual case,  improvement  can  not  be  pre- 
dicted and  if  the  operation  should  prove  to 
be  successful  the  patient  can  not  be  prom- 
ised freedom  from  later  recurrence. 

The  recent  advances  in  drug  therapy  have 
been  encouraging.  However,  in  the  more 
severe  cases  the  patient  is  again  endangered 
by  large  doses  of  anti-hypertensive  drugs 
such  as  the  Veratrum  group,  hydralazine 
(Apresoline)  and  the  ganglionic  blocking 
agents.  The  Rauwolfia  derivatives,  while 
relatively  harmless  in  small  amounts,  do 
cause  serious  side  effects  when  increased  to 
their  full  therapeutic  levels. 

The  dietary  management  of  hypertensive 
disease  by  sodium  restriction  was  first 
shown  to  be  effective  by  Allen^  thirty-eight 
years  ago.  However,  because  of  the  diffi- 
culty of  maintaining  the  low  level  of  dietary 
sodium  (less  than  200  mgm  daily)  which  is 
necessary  to  obtain  a hypotensive  effect, 
few  therapists  continued  to  utilize  this  tool. 

* Director,  Hypertension  Clinic,  Delaware  Hospital;  Cardi- 
ologist, Delaware  State  Hospital. 


In  1949  a flurry  of  interest  was  stirred  by 
the  introduction  of  cation-exchange  resins 
which  were  used  to  bind  the  sodium  and 
prevent  systemic  absorption.-  Again,  it  was 
illustrated  that  one  could  achieve  a good 
blood  pressure  response  if  the  resins  were 
taken  by  mouth  with  meals  and  the  dietary 
sodium  restricted  to  one  gram  daily  which 
was  a far  more  palatable  diet.  However, 
once  again  this  effective  anti-hypertensive 
measure  was  not  widely  used  due  to  the 
unpalatability  of  the  resin,  the  expense  to 
the  patient,  and  the  most  important  factor 
which  was  the  lack  of  patient  education  in 
a rigid  low  sodium  diet. 

It  seemed  reasonable  to  suspect  that  the 
reduction  of  total  body  salt  by  diuretic 
agents  might  be  effective.  Moyeri  dramat- 
ically illustrated  this  by  giving  several  daily 
injections  of  an  organic  mercurial  agent. 
The  diuretic  activity  of  the  compound  be- 
came less  effective  with  prolonged  usage  so 
that  general  recommendations  for  this  type 
of  program  were  not  made. 

The  reduction  of  total  body  sodium  then 
seemed  to  be  a very  effective  method  of  re- 
ducing the  blood  pressure.  When  added  to 
other  anti-hypertensive  measures  (surgery, 
drugs)*  this  method  very  frequently  re- 
sulted in  a normotensive  patient. 

Finally  in  1957’  information  concerning 
a new  oral  saluretic-diuretic  agent  was  pub- 
lished. This  compound  was  chlorothiazide 
(Diuril).  It  was  found  to  produce  a marked 
increase  in  the  excretion  of  sodium  and 
chloride,  and  to  a much  lesser  extent,  of 
potassium  in  the  urine.  The  proportionate 
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excretion  of  water  was  noted  to  be  less  than 
with  either  the  carbonic  anhydrase  inhibi- 
tors or  with  the  organic  mercurials.  Chloro- 
thiazide was  also  shown  to  be  free  of  the 
development  of  tolerance  so  that  long-term 
usage  was  practical.  Acute  or  chronic  tox- 
icity has  not  been  demonstrated  clinically. 
Side  effects  were  minimal,  the  only  dangers 
lying  in  potassium  depletion  and  in  the  de- 
velopment of  the  low  salt  syndrome.  These 
have  been  obviated  by  (1)  supplementary 
potassium  in  the  form  of  orange  juice  or  as 
potassium  chloride,  and  (2)  a diet  of  aver- 
age sodium  content.  In  treating  hyperten- 
sive patients  care  has  been  taken  to  reduce, 
preferably  by  one  half,  the  dosage  of  other 
anti-hypertensive  agents  as  the  effectiveness 
of  these  drugs  was  shown  to  be  markedly 
enhanced  by  the  saluretic  effect  of  chloro- 
thiazide.® 

In  the  Hypertension  Clinic  of  the  Del- 
aware Hospital  an  evaluation  of  chloro- 
thiazide has  been  in  progress  since  Septem- 
ber 1957.  Twenty  hypertensive  patients  re- 
ceived this  agent,  in  most  cases  in  conjunc- 
tion with  rescinamine  (Moderil),  hydrala- 
zine (Apresoline)  and  mecamylamine  (In- 
versine).  Of  this  group,  seventeen  patients 
showed  a reduction  of  mean  blood  pressure 
of  at  least  20  mm.  of  mercury  while  the 
other  agents  were  kept  at  the  same  dosage 
or  reduced.  These  patients  were  all  severely 
hypertensive  with  a pretreatment  diastolic 
pressure  of  at  least  120  mm.  of  mercury. 
The  patients  who  did  not  respond  were  in  a 
state  of  chronic  uremia  with  minimal  kidney 
function.  A more  detailed  report  of  our  in- 
vestigation will  follow  at  a later  date. 

Other  investigators  such  as  Tapia  et  al% 
Freis®,  Moyer*,  and  Wilkins®,  have  given 
results  in  larger  study  groups  for  periods  of 
time  up  to  a year  which  substantiated  the 
effectiveness  and  safety  of  this  anti-hyper- 
tensive  agent. 

Revised  Therapy  Outline 

When  the  decision  is  made  in  the  Hyper- 
tension Clinic  of  the  Delaware  Hospital  that 
a patient  has  a form  of  hypertension  which 
warrants  control,  the  following  amended 
course  is  embarked  upon. 


I.  Diet: 

No  restriction  of  dietary  salt  is  made. 
Weight  reduction  if  needed  is  advised.  One 
eight-ounce  glass  of  either  canned,  fresh  or 
frozen  orange  juice  is  recommended  daily. 
In  lieu  of  this,  potassium  chloride  0.5  Gm. 
twice  daily  is  given. 

II.  Drugs: 

1st  Step: 

(a)  Chlorothiazide  0.5  Gm.  three  times 
daily. 

(b)  Rauwolfia  derivatives,  one  to  three 
times  daily.  (Rescinamine  in  our  experience 
has  the  lowest  incidence  of  side  effects.) 

2nd  Step:  (If  adequate  response  is  not 
obtained  with  the  1st  step). 

(c)  Hydralazine  starting  with  25  mgm. 
four  times  daily  and  increasing  as  needed 
until  a total  daily  dose  of  400  mgm.  is 
reached.  It  is  our  opinion  that  it  is  unsafe 
to  proceed  beyond  this  level. 

3rd  Step:  (If  adequate  response  still  not 
obtained). 

(d)  Mecamylamine  in  starting  doses  of 
2.5  mgm.  four  times  daily  with  gradual  in- 
crement of  dosage  until  blood  pressure  con- 
trol or  side  effects  restrict  further  increase. 
We  have  carried  the  dosage  to  levels  of  100 
mgm.  daily  before  satisfactory  control  has 
been  obtained.  However,  most  patients  will 
be  controlled  at  the  20  mgm.  level  or  below. 

Discussion 

It  is  now  apparent  that  the  earliest  pub- 
lished significant  method  of  blood  pressure 
reduction  in  hypertensive  patients  has 
found  a major  place  in  the  management  of 
the  disease.  The  exact  mechanism  of  blood 
pressure  improvement  in  hypertensive  pa- 
tients treated  by  reducing  body  sodium  is 
unknown.  The  rather  marked  effect  of 
chlorothiazide  on  the  blood  pressure  has  led 
some  observers  to  hypothesize  a specific 
anti-hypertensive  effect  for  this  compound. 
Studies  on  normotensive  patients  and  ani- 
mals have  not  supported  this  premise.  It 
would  seem  most  likely  that  the  increased 
saluretic  activity  as  compared  to  other 
diuretics  is  responsible  for  this  action. 
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It  appears  that  there  is  now  available  in 
chlorothiazide  a drug  which  is  a specific 
antagonist  to  the  abnormal  sodium  meta- 
bolism seen  in  the  vast  majority  of  hyper- 
tensive patients.  The  use  of  this  agent  may 
stand  the  test  of  time  as  the  most  vital  and 
specific  weapon  in  the  treatment  of  a rela- 
tively non-specific  disease  in  which  the  only 
specific  abnormality  known  is  one  of  sodium 
metabolism. 

Conclusion 

The  introduction  of  chlorothiazide  (Diu- 
ril)  seems  to  offer  for  the  hypertensive 
patient  a method  of  total  body  sodium  re- 
duction which  is  both  practical,  safe,  and 
effective.  When  this  method  is  used  in  con- 
junction with  the  current  therapies  for  this 
disease,  either  a reduction  of  drug  dosage  or 
control  of  the  blood  pressure  occurs.  Chloro- 
thiazide now  appears  to  be  the  drug  of 


choice  when  initiating  therapy  in  the  aver- 
age hypertensive  patient. 

Appreciation  is  expressed  to  Merck  Sharp  & Dohme  Re- 
searcn  Laboratories  tor  the  supplies  of  Inversine  and  Diuril, 
to  the  I’lizer  f.aboratories  for  the  supply  of  Moderil  and  to 
C’iha  Pharmaceutical  Products,  Inc.,  for  the  supply  of  Apre- 
soline. 
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THE  DOCTOR’S  INVESTMENT  PROGRAM* 


President  Murray: 

We  have  a five-man  panel  of  prominent 
business  people  from  Wilmington,  most  of 
whom  you  know  either  personally  or  by  rep- 
utation, who  will  discuss  the  Doctor’s  In- 
vestment Program.  The  Moderator  will  be 
Mr.  Paul  D.  Lovett,  Vice-President  and 
Trust  Officer  of  the  Delaware  Trust  Com- 
pany. 

“Senior  Securities”  will  be  discussed  by 
Mr.  George  Winchester,  Partner,  Laird,  Bis- 
sell  and  Meeds. 

“Common  Stocks”  will  be  discussed  by 
Mr.  Josiah  M.  Scott,  Laird  and  Company. 

“Real  Estate”  by  Mr.  Arnold  Golds- 
borough. 

“Insurance”  by  Mr.  Edward  G.  Braun, 
Jr.,  District  Manager  of  the  Aetna  Life  In- 
surance Company. 

Mr.  Lovett,  will  you  take  charge,  please. 
Chairman  Lovett: 

I was  told  when  I came  up  here  if  there 
were  any  questions  that  were  asked  of  the 
panel  that  they  couldn’t  answer  that  I had 
to  have  the  answer.  So  please,  panel  mem- 
bers, make  the  answers  to  your  questions 
very  simple. 

I would  like  to  go  back  for  a moment,  if 
you  will  permit  a personal  reference,  to 
World  War  I,  when  I happened  to  serve  a 
year  in  Uncle  Sam’s  Army,  but  in  no  con- 
spicuous way,  ju.st  in  the  camps  in  the 
U.S.A.  until  I was  about  ready  to  go  over- 
seas, and  then  they  decided  to  terminate 
hostilities.  But  1 recall  very  distinctly  that 
probably  the  most  impressive  part  of  that 
whole  experience  was  the  experience  I had 
with  the  doctors.  I believe  at  that  time 
they  knew  of  only  about  two  or  three  dif- 
ferent tyixjs  of  medicine.  It  seemed  to  me 
they  did.  One  was  iodine,  and  the  other  was 
epsom  salts.  1 am  sure  that  when  they 

• f>r(»sont<H]  lit  thi*  Annual  Meolinjf  of  the  MtNiiral  Society  of 
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mixed  up  a dose  of  epsom  salts  that  they 
put  in  all  the  salts  that  they  could  until 
they  could  just  get  enough  water  in  there  to 
dissolve  the  crystals,  and  it  was  quite  a task 
to  swallow  it. 

If  you  had  a little  touch  of  sore  throat, 
they  had  a big  bottle  of  iodine  and  a long 
stick  with  a swab  on  the  end,  and  it  seems 
to  me  it  was  undiluted.  But  I soon  found 
that  if  I had  any  minor  ailments,  the  cure 
was  a whole  lot  worse  than  the  sickness. 

Since  that  time,  of  course,  we  seem  to 
have  specialists  in  every  field,  and  we  don’t 
have  those  old  general  remedies.  That  is 
true  in  the  investment  field,  too. 

We  have  with  us  today  a panel  of  men 
who  are  experienced  in  their  various  fields. 
I am  a little  afraid  that  their  fields  are  so 
broad  and  cover  such  a territory  that  we 
can  only  skim  the  surface. 

The  first  on  the  panel  who  will  make 
some  remarks  is  George  Winchester,  a part- 
ner of  Laird,  Bissell  and  Meeds,  who  will 
talk  on  the  subject  of  “Senior  Securities”. 
I have  known  Mr.  Winchester  for  a good 
many  years — I would  say  about  28  or  29 
years.  I have  learned  to  know  that  George 
is  sound  in  his  judgment  and  that  he  tells 
the  straight  truth  whenever  he  talks  to  you. 
I would  like  to  turn  this  part  of  the  pro- 
gram over  to  Mr.  George  Winchester  of 
Laird,  Bissell  and  Meeds. 

SENIOR  SECURITIES 

Mr.  George  Winchester: 

A full  dissertation  on  this  subject  would 
be  lengthy  and  would  certainly  tax  your 
patience,  that  is,  the  subject  of  senior 
securities,  and  certainly  my  ability  to  the 
breaking  point. 

But  to  be  specific  — everyone  knows 
capital  is  necessary  to  run  any  kind  of  busi- 
ness. This  takes  the  form  of  moneys  put  up 
by  the  liusiness  man  and  by  others  from 
whom  he  generally  liorrows.  For  the  pur- 
pose of  this  discussion  let  us  assume  the 
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husineSvS  is  so  well  established  as  to  have  its 
common  stock  listed  on  the  New  York 
Stock  Exchange.  In  this  instance  the  bor- 
rowed capital  of  the  business  will  be  in  the 
form  of  bonds  which  are  no  more  than  en- 
graved certificates  indicating  the  indebted- 
ness of  the  borrower.  The  rate  of  interest 
will  be  stated  on  the  bond;  the  date  on 
which  it  is  due  for  payment  and  the  price  at 
which  the  issue  can  be  called  for  retirement 
in  its  entirety,  or  for  partial  retirement 
through  the  operation  of  a sinking  fund,  is 
also  stated. 

These  instruments  are  in  many  forms. 
For  example,  mortgage  loans  may  be  se- 
cured by  a lien  on  the  entire  assets  of  the 
business  or  they  may  be  secured  by  the 
pledge  of  a specified  part  of  the  physical 
assets.  There  are  others  which  may  be 
backed  by  the  pledging  of  valuable  securi- 
ties owned  by  the  borrower  and  in  this  ca.se 
are  known  as  collateral  bonds.  A third 
classification  is  known  as  debentures.  They 
are  not  backed  by  the  pledge  of  any  definite 
security  but  rely  simply  upon  the  credit  of 
the  company  as  a whole,  taking  into  con- 
sideration the  fact  that  bonds  secured  by 
definite  assets  come  ahead  of  those  that 
are  unsecured.  Another  classification  one 
runs  into  is  income  bonds.  These  are  often 
issued  by  companies  coming  out  of  receiver- 
ship and  by  those  with  quite  uncertain 
prospects.  The  income  bond  pays  interest 
only  if  earned  except  that  the  indenture,  in 
accordance  with  which  the  bonds  are  issued, 
usually  sets  forth  the  requirement  that  the 
issuer  may  pay  interest  for  three  or  four 
years  even  if  it  is  not  earned. 

Bonds  that  are  currently  popular  are 
convertible  issues  and  those  bearing  war- 
rants. The  former  provide,  in  addition  to 
fixed  interest  and  certain  maturity,  the 
right  to  convert  into  the  common  stock  at 
prices  generally  fairly  close  to  the  prevail- 
ing market.  This  affords,  in  effect,  a hedge 
operation  so  far  as  the  buyer  is  concerned. 
He  obtains  an  obligation  and  at  the  same 
time  a chance  to  exchange  into  the  common 
stock.  Of  course  such  an  exchange  will  be 
made  only  if  the  company  is  successful  and 
the  shares  have  advanced.  Let  us  consider 
the  issue  of  Atlantic  Refining  4i/^s  of  1987, 
recently  offered  at  100  or  $1,000  per  bond. 


Here  we  have  the  obligation  of  a good  com- 
pany. Under  unfavorable  business  condi- 
tions it  might  .sell  down  to  90  or  $900  per 
bond  indicating  a ten  per  cent  risk.  Sup- 
pose, however,  the  company  continues  to 
show  its  pre.sent  progress  and  the  shares 
currently  around  40  return  to  57%,  the 
1957  high.  Since  the  entire  issue  can  be 
converted  into  the  common  at  53  until 
August  15,  1962  such  a rise  in  price  would 
cause  the  bonds  to  sell  at  approximately 
108  or  $1,080  per  bond.  Should  the  shares 
advance  to  70,  for  example,  the  bonds 
would  then  be  selling  around  131  or  $1,310 
per  bond. 

The  Sperry  Rand  Company  has  recently 
issued  110  million  debentures  bearing  in- 
terest at  5%%  and  due  in  1982.  Priced  at 
par,  each  $1,000  carries  a warrant  entitling 
the  holder  to  purchase  twenty  shares  of  the 
common  at  $25  through  September  16, 
1963.  Should  the  stock  advance  to  30  there 
would  be  an  approximate  $100  profit  for 
each  $1,000  bond  if  the  warrants  are  exer- 
cised. As  in  the  case  of  Atlantic  Refining 
Co.  Convertibles,  although  to  a lesser  de- 
gree, the  Sperry  bonds  would  provide  pro- 
tection against  declining  business  and  some 
participation  in  the  future  growth  of  the 
company. 

The  issuer,  by  the  process  of  convertibles, 
is  able  to  sell  his  obligations  at  a slightly 
better  price  than  if  he  sold  mortgage  or 
debenture  bonds.  Furthermore,  the  conver- 
sion of  the  debt  into  common  stock  avoids 
payment  at  maturity,  while  additional  com- 
mon shares  necessarily  issued  upon  conver- 
sion can  be  absorbed  by  the  growing  com- 
pany. 

One  further  group  of  bonds  are  those 
called  Equipment  Trusts.  They  are  issued 
by  the  railroads  to  pay  for  necessary  equip- 
ment such  as  cars  and  locomotives.  Usually 
the  railroad  puts  up  a portion  of  the  pur- 
chase price,  perhaps  20  to  25%,  then  it 
offers  the  equipment  trusts  for  the  balance 
arranging  to  pay  them  off  serially  over  a 
rather  long  period  of  years.  During  this 
time  the  title  to  the  equipment  purchased 
vests  in  a trustee  named  by  the  railroad  and 
does  not  become  the  property  of  the  rail- 
road until  the  bonds  have  all  been  paid. 
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Because  of  their  high  quality  this  class  of 
securities  is  popular  with  savings  banks, 
insurance  companies,  and  trust  funds. 

While  these  classifications  fairly  well 
cover  the  bond  field  I should  like  to  em- 
phasize it  is  essential  for  us  to  understand 
the  holder  of  a bond  is  a creditor  of  the 
enterprise,  while  the  issuer  is  a debtor.  Of 
course  this  means  the  creditor  can  make  the 
issuer  live  up  to  the  terms  of  the  loan  as  to 
interest  and  payment  of  principal.  Should 
the  issuer  not  be  able  to  fulfill  these  obliga- 
tions the  holder  of  the  bond  has  recourse  to 
the  courts  for  the  enforcement  of  his  rights. 

The  interest  paid  on  bond  issues  is  de- 
ductible from  the  borrower’s  gross  income, 
thus  reducing  the  net  amount  subject  to 
federal  income  tax.  Many  companies,  there- 
fore, run  the  debtor-creditor  risk  in  order 
to  achieve  the  considerable  saving  involved 
as  against  the  raising  of  money  through  the 
sale  of  shares,  dividends  on  which  come  out 
of  the  net  income  after  taxes. 

Securities  known  as  guaranteed  stocks 
are  frequently  well  regarded  as  investments. 
These  often  arise  in  consolidations  whereby 
such  railroads  as  the  Pennsylvania  have 
acquired  subsidiaries.  The  United  New  Jer- 
sey Railroad  & Canal  Co.  is  an  example. 
It  is  an  important  segment  of  its  parent  as 
it  is  the  main  line  from  Trenton  to  Jersey 
City.  The  entire  assets  of  the  company  are 
leased  to  the  Pennsylvania  for  999  years  at 
an  annual  rental  of  $10  per  share  on  the 
stock.  The  dividends  constitute  a charge 
on  the  lessee’s  income  and  the  shares  rate 
equally  with  other  unsecured  obligations  of 
the  Penn.sylvania. 

Preferred  stocks  differ  from  bonds  en- 
tirely. They  repre.sent,  as  do  common 
stocks,  a part  ownership  of  an  enterprise 
and  do  not  have  the  debtor-creditor  rela- 
tionship I have  spoken  about  but  do  have 
a prior  claim  on  the  companies’  earnings 
and  assets  before  the  common.  There  are 
many  different  kinds,  such  as  the  follow- 
ing: The  Cumulative  Preferred,  issued  by 
a company,  must  pay  to  the  owner  the 
stated  dividend  whether  it  is  earned  or  not. 
If  the  dividend  is  not  paid  the  company 
cannot  be  thrown  into  receivership  but  the 
owners  of  the  common  shares  receive  no  re- 


turn on  their  investment  until  everything 
due  on  the  preferred  has  been  settled. 

In  the  Non-Cumulative  Preferred  the 
holder  has  merely  a claim  upon  dividends  in 
any  one  year  before  anything  can  be  paid  on 
the  common.  The  company’s  management, 
in  its  discretion,  will  determine  whether 
to  declare  the  preferred  dividends  or  not 
and  is  under  no  compulsion  to  do  so  as 
long  as  the  common  receives  nothing.  There 
was  an  interesting  exception  to  this  in  the 
case  of  the  United  States  Rubber  Co.  Hav- 
ing earned  its  full  $8  dividend  on  the  pre- 
ferred in  1938  it,  nevertheless,  paid  only 
$4.  During  1939  it  was  in  better  financial 
condition  and,  desiring  to  establish  the  com- 
mon stock  on  a dividend  basis,  it  was  de- 
cided that  it  was  obligatory  to  pay,  in  ad- 
dition to  the  regular  preferred  require- 
ments, the  $4  unpaid  in  the  previous  year. 
I believe  the  decision  in  the  United  States 
Cast  Iron  Pipe  case  relative  to  the  status  of 
preferred  dividends  of  New  Jersey  com- 
panies dictated  the  action  of  the  Rubber 
Company  directors.  I may  say  that  the  de- 
cision was  reversed  by  the  Supreme  Court 
of  the  United  States  and  the  situation  no 
longer  holds. 

Convertible  Preferreds  allow  the  holders 
thereof  to  exchange  their  shares  into  com- 
mon stock  in  certain  ratios  agreed  upon  at 
the  time  of  issuance.  This  class  is  often 
very  popular  as  it  can  provide  a good 
measure  of  safety  together  with  valuable 
privileges  in  case  the  common  rises  in  the 
market.  Kaiser  Aluminum  4.75  Pfd.  is 
cumulative  to  that  extent  and  is  convertible 
into  common  at  49  Y2.  The  preferred  shares 
now  quoted  at  90  would  be  worth  approxi- 
mately 140  should  the  common  return  to 
its  1956  high  of  70  from  its  present  price 
of  277/8. 

Participating  Preferreds  provide  in  addi- 
tion to  the  nonual  prior  claim  on  a com- 
pany’s earnings  (to  the  extent  of  the 
agreed  upon  dividend)  certain  further  par- 
ticipation in  the  net  income.  These  are  not 
nearly  so  numerous  as  convertible  pre- 
ferreds and  are  not  looked  upon  with  equal 
favor  as  they  do  not  provide  nearly  .so  much 
profit  po.s.sibilitie.s. 

Often  preferred  stocks  as  well  as  bonds 
can  be  retired  at  fixed  prices  through  the 
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operation  of  sinking  funds  and  in  most 
cases  are  callable  at  a price  set  at  the  time 
of  issue.  The  preferreds  in  the  event  of 
liquidation,  or  receivership,  are  entitled  to 
their  par  value  before  the  common  shares 
receive  anything. 

The  prime  factor  covering  the  price  of 
highest  grade  bonds  and  preferreds  is  the 
cost  of  money.  The  reasoning  behind  this 
is  due  to  the  belief  that  the  interest  charges, 
dividends  and  payment  at  maturity  or  when 
callable  are  safe  beyond  any  contingency. 
Consequently  the  price  of  such  issues  varies 
inversely  with  the  cost  of  money.  In  other 
words,  when  money  is  hard  to  come  by 
Du  Pont  4Y2%  Preferred  will  sell  around 
100  as  it  does  today.  When  money  is  plenti- 
ful its  price  will  be  considerably  higher;  in 
fact  it  has  not  been  very  long  since  it  was 
120.  Wide  price  variations  in  no  wise  sug- 
gest the  possibility  that  Du  Pont  Preferred 
dividend  is  unsafe,  but  are  definitely  caused 
by  changes  in  the  supply  of  money  avail- 
able for  investment. 

Lower  grade  bonds  and  preferreds  par- 
take of  the  nature  of  common  shares  in 
their  price  fluctuations.  This  is  because 
they  are  more  dependent  upon  the  earning 
power  of  the  issuers  as  they  do  not  have  the 
wide  interest  and  dividend  coverage  of  the 
higher  grade  securities.  Many  people  re- 
gard them  as  being  only  slightly  more  de- 
pendable than  commons  so  far  as  interest 
or  dividends,  and  inferior  from  the  capital 
gains  point  of  view. 

Bonds  and  preferred  stocks  are,  to- 
gether with  mortgages  on  real  estate,  the 
back-bone  investments  of  insurance  com- 
panies and  savings  banks  and  weigh  heavily 
in  the  portfolios  of  trust  accounts.  Bonds 
are  held  in  much  larger  amounts  than  pre- 
ferred stocks  wherever,  as  in  insurance, 
fixed  maturity  and  interest  rates  enter  into 
the  calculation  of  probable  dollar  claims  on 
the  companies  or  trusts. 

Pension  funds  hold  varying  amounts  of 
commons,  preferred  stocks,  and  bonds.  The 
more  conservative  the  management,  the 
larger  the  proportion  of  preferreds  and 
bonds.  With  the  inflationary  surge  of  re- 
cent years  the  common  stock  holdings  have 
increased  substantially  but  I believe  gen- 


erally remain  somewhat  below  35%  of  the 
total. 

The  endowment  funds  of  educational  in- 
stitutions also  hold  large  amounts  of  bonds 
and  some  preferreds.  I believe  they,  to- 
gether with  mortgages,  constitute  about 
50%  of  the  total  investment. 

Preferred  Stocks  are  often  desirable  to 
corporations  since  85%  of  the  dividends 
are  tax  free  to  the  corporate  holder. 

The  problem  of  investing  is  so  complex, 
individuals  usually  realize  the  fallibility  of 
human  judgment.  In  an  effort  to  offset  our 
lack  of  omniscience  it  would  seem  wise  for 
each  of  us  to  diversify  our  funds  over  the 
investment  field  into  cash,  insurance,  real 
estate,  bonds,  preferred  stocks,  and  com- 
mon shares.  There  are  times  when  each  of 
these  will  prove  itself  comforting,  to  say 
the  least. 

Some  of  the  mutual  funds,  recognizing 
these  principles,  have  attempted  through 
the  selection  of  bonds,  preferreds,  and  com- 
mons, to  supply  a complete  investment 
program  through  the  medium  of  one  secur- 
ity. Many  banks,  in  their  trust  depart- 
ments, have  created  funds  a participation 
in  which  provides  similar  diversification, 
stability  and  through  the  common  stock 
portion  reasonable  opportunity  for  profit. 

Of  course,  one  must  realize  that  diversi- 
fication is  not  the  answer  to  all  problems. 
Changing  conditions  require  constant  super- 
vision with  resultant  shifts  in  proportions 
of  types  held  and  dictate  changes  in  indi- 
vidual holdings. 

Government  Bonds,  and  by  this  I mean 
the  issues  of  the  United  States  and  Canada, 
are  held  in  huge  amounts  by  all  kinds  of 
institutions  and  individuals.  United  States 
bonds  due  to  be  paid  in  five  years,  or  less, 
fluctuate  comparatively  little  in  price  and 
are  the  particular  investment  favorites  of 
commercial  banks.  For  example,  a one  per 
cent  change  in  a 4%  bond  due  in  5 years 
equals  $43.80  per  $1,000.  A similar  change 
in  a 20  year  bond  equals  $131.20  per  $1,000. 
When  requests  for  business  loans  are  very 
great,  as  at  present,  banks  must  sell  their 
bonds.  This  is  the  time  that  short  term 
obligations  prove  their  usefulness  and  allow 
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the  banks  to  serve  the  monetary  needs  of 
their  communities  with  the  least  harm  to 
themselves. 

Municipal  Bonds  cover  an  enormous 
field.  There  are  many  classifications.  For 
example,  there  is  the  general  obligation  of 
a city,  county,  or  state  which  is  backed  by 
the  entire  taxing  power  of  the  borrowing 
entity.  Then  there  is  the  revenue  issue 
such  as  the  kind  secured  by  the  town’s 
electric  or  water  plant  and  which  cannot 
fall  back  on  the  general  taxes  as  a bulwark 
is  the  electric  or  water  revenues  are  not 
sufficient  to  supply  debt  interest  and  amor- 
tization of  principal. 

A third  popular  group  comprises  the 
bonds  of  express  highways,  bridges  and 
parking  authorities.  We  have  examples  of 
these  practically  at  home  in  the  New  Jer- 
sey Turnpike,  Delaware  Memorial  Bridge, 
and  Wilmington  Parking  Authority. 

The  revenues  of  such  facilities  must  be 
looked  to  for  all  charges.  New  Jersey,  Del- 
aware, and  the  City  of  Wilmington  have 
not  pledged  their  credit  to  safeguard  the 
issues. 

All  Municipals  are  free  of  federal  income 
tax  and  of  the  state  income  tax  where  the 
issuer  is  domiciled.  As  a result  they  are 
principally  attractive  to  the  rich  individual 
who  thereby  retains  a substantial  net  re- 
turn on  his  investments  often  far  above  that 
available  from  other  securities.  However, 
the  recent  upward  movement  of  money 
rates  has  caused  severe  declines  in  quoted 
prices,  indicating  here,  as  elsewhere,  in 
bonds  and  preferreds  the  effect  of  changes 
in  money  rates. 

In  a few  minutes  I have  tried  to  touch 
upon  the  vast  subject  of  Senior  Securities. 
Perhaps  a good  thing  to  remember  about 
them  is  that  they  have  often  provided  to 
the  investor  current  income,  greater  sta- 
bility, and  greater  dollar  safety  than  that 
available  in  common  stocks.  To  the  man 
with  an  idea,  whose  bu.siness  needs  are  be- 
yond his  material  re.sources,  they  have  pro- 
vided the  .sinews  of  growth. 

Chairman  Divett: 

Thank  you  very  much,  Mr.  Winchester. 
I think  you  have  covered  the  field  of  Senior 


Securities  very  fully  and  thoroughly.  We 
will  withhold  asking  any  questions,  which 
I hope  you  will  ask  a little  later,  until  the 
other  gentlemen  have  had  an  opportunity 
to  explain  their  features  of  investment. 

You  know,  in  the  investment  field  you 
get  some  very  polished  terms  for  the  same 
thing,  but  we  used  to  say  that  we  had  an 
old-fashioned  depression.  Then  we  got  to 
the  polished  term  of  a deflation.  And  now 
we  talk  about  a rolling  readjustment. 
Gentlemen,  they  are  all  the  same  thing,  in 
different  degrees,  perhaps.  I am  sure  that 
you  are  going  to  be  interested  very  much 
in  the  next  speaker’s  remarks,  and  in  in- 
troducing him  I would  like  to  mention  that 
my  eye  caught  an  advertisement  as  I came 
through  the  arcade  of  the  Du  Pont  Building 
today.  There  was  a very  pretty  tree  with 
green  leaves,  and  on  each  of  the  leaves  there 
was  a dollar  mark.  Up  at  the  top  it  said, 
“It  doesn’t  grow  on  trees  but  it  can  grow.” 
And  then  underneath  it,  it  had  “Laird,  Bis- 
sell  and  Meeds”. 

Now,  that  is  a terrible  way  to  introduce 
the  next  speaker  because  I think  he  is  going 
to  talk  on  somewhat  that  next  subject.  He 
is  a representative  of  Laird  and  Company. 
So  I take  great  pleasure  in  introducing  Mr. 
Josiah  M.  Scott,  of  Laird  and  Company, 
who  will  talk  on  Common  Stocks,  or  the 
Junior  Securities. 

COMMON  STOCKS 

Mr.  Josiah  M.  Scott: 

Before  I start  on  my  prepared  text  I 
might  mention  the  fact  that  amongst  doc- 
tors and  other  professional  people  there  is 
a great  weakness  toward  being  .sold  securi- 
ties. What  this  adds  up  to,  gentlemen,  is 
doctors  are  considered  .some  of  the  greatest 
suckers  for  .salesmen  and  particularly  .securi- 
ties .salesmen  in  the  country.  We  try  to 
rationalize  this  by  stating,  of  course,  they 
are  so  busy  with  their  own  work  and  their 
own  reading  that  they  don’t  have  much 
chance  to  study  financial  problems.  Maybe 
this  is  true,  but  nevertbele.ss  it  .seems  that 
doctors,  instead  of  buying  things,  are  often 
sold  them. 

Any  of  you  today  who  are  not  certain 
of  the  benefits  of  common  stock  ownership 
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should  not  feel  embarrassed.  A recent  sur- 
vey by  the  New  York  Stock  Exchange  re- 
vealed that  only  23%  of  the  adult  popula- 
tion could  correctly  define  a common  stock. 
But  there  has  been  a definite  trend  in  re- 
cent years  by  the  American  public  in  the 
realization  of  the  value  of  common  stock 
ownership. 

After  lagging  for  a number  of  years,  in- 
vestments of  individuals  in  common  stocks 
are  beginning  to  catch  up  with  the  growth 
shown  by  other  outlets  for  personal  savings, 
such  as  U.S.  Savings  Bonds,  life  insurance 
and  savings  deposits. 

Furthermore,  through  the  steady  progress 
achieved  in  widening  the  ownership  base, 
security  investments  are  no  longer  regarded 
as  a vehicle  reserved  for  the  very  few  or  the 
very  wealthy.  Now,  you  seldom  see  a cap- 
italist pictured  in  cartoons  as  a bloated 
character  with  dollar  signs  patterned  in  his 
clothing. 

In  today’s  “people’s  capitalism”  Ameri- 
can industry  is  owned  by  persons  in  every 
walk  of  life,  in  every  occupation,  and  in 
every  section  of  the  country.  Main  Street 
rather  than  Wall  Street  more  nearly  typi- 
fies today’s  roster  of  security  owners.  How- 
ever, there  still  is  need  for  further  broaden- 
ing the  ownership  base  of  American  indus- 
try as  is  attested  to  by  the  fact  that  only 
one  out  of  six  professional  people  are  own- 
ers of  common  stock. 

Why  should  there  be  a further  broaden- 
ing of  the  base  of  security,  ownership? 
First  to  the  individual  the  advantages  may 
be  summarized  as  follows:  First,  the  realiza- 
tion of  a relatively  high  income  return. 
Second,  the  protection  of  the  purchasing 
power  of  his  dollar  in  times  of  inflation. 
Finally,  participation  in  the  long-range 
growth  of  the  American  economy. 

Business  managements  as  well  welcome 
a growing  list  of  stockholders.  In  the  dec- 
ade ahead  it  is  expected  industry  will  need 
to  sell  tens  of  billions  of  dollars  worth  of 
new  shares  to  raise  capital  for  expansion 
and  modernization  if  it  is  to  expand  along 
with  the  country’s  population.  This  essen- 
tial new  capital  is  greatly  facilitated  by  a 
growing  list  of  new  stockholders.  Of  course. 


this  also  leads  to  use  of  company  products 
by  stockholders,  strengthening  the  business 
picture.  But  to  the  nation  at  large,  the 
major  benefit  is  that  the  closer  association 
of  personal  interests  with  business  leads  to 
a better  understanding  of  our  capitalistic 
system. 

Let  us  now  look  at  common  stocks  them- 
.selves  in  more  detail.  Unlike  bonds,  which 
are  evidences  of  debt,  stocks  represent  the 
ownership  of  a corporation,  and  are  known 
as  equity  capital.  Stocks  give  the  owner  a 
position  similar  in  many  respects  to  that  of 
a general  partner,  without  being  subject, 
however,  to  the  unlimited  liability  inherent 
in  a partnership. 

As  owner  of  a share  of  the  business,  you 
are  entitled  to  elect  Directors,  to  vote  on 
certain  other  matters,  and  to  participate  in 
the  distribution  of  earnings  after  all  prior 
charges,  such  as  bond  interest  and  pre- 
ferred stock  dividends,  if  any,  have  been 
met.  Common  stock  owners  bear  the  great- 
est risk,  but  on  the  other  hand,  are  in  a 
position  to  reap  the  largest  profits. 

The  average  corporation  plows  back  a 
portion  of  its  earnings  into  the  business.  In 
recent  years,  the  typical  company  has  re- 
invested almost  50%  in  this  manner.  Of 
course,  this  increases  the  value  of  a share 
of  ownership  in  the  business  and  conse- 
quently the  value  of  the  stock  held  of  such 
companies.  The  remaining  profits  are  dis- 
tributed in  the  form  of  dividends. 

There  is  nothing  static  about  dividends. 
In  good  years  the  regular  rate  may  be  in- 
creased or  extra  dividends  declared;  in  bad 
years  dividends  may  be  cut  or  even  omit- 
ted. However,  in  recent  years  the  trend  of 
dividends  on  representative  industrial 
stocks  has  been  steadily  upwards.  Stocks 
today  returning  4%  or  5%  may  well  pro- 
duce returns  of  10%  to  15%  in  the  future 
on  the  present  cost. 

Dividends  are  an  important  factor  in- 
fluencing the  market.  So  are  earnings.  But 
there  are  numerous  other  elements  that 
may  induce  investors  to  buy  or  sell  stocks. 
Their  opinions  may  be  influenced  literally 
by  anything  from  the  state  of  their  diges- 
tion to  a crisis  abroad.  Facts  sway  them 
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but  more  importantly,  so  do  fears,  hopes 
and  their  appraisal  of  the  future  and  the 
past.  Some  analysts  consider  investor  psy- 
chology to  be  of  the  utmost  importance  in 
predicting  market  action. 

I have  stated  that  common  stocks  may 
provide  present  as  well  as  future  relatively 
high  income  returns,  but  let  us  now  turn 
to  two  other  important  reasons  why  every 
doctor  should  have  common  stocks  in  the 
investment  program  that  he  or  she  sets  up. 

A major  advantage  which  common  stocks 
have  over  bonds  and  preferred  stocks,  as 
well  as  savings  accounts,  is  that  they  have 
provided  a means  of  participating  in 
America’s  economic  growth.  The  average 
holder  of  common  stocks  has  been  well  re- 
warded in  recent  years.  Stock  prices  have 
approximately  doubled  since  1953,  while 
dividend  payments  have  increased  more 
than  30%. 

In  contrast  to  this  performance,  bonds 
represent  debt,  and  debt  has  two  basic  dis- 
advantages. In  the  first  place  income  is 
fixed  and  the  owner  cannot  participate  in 
the  research  developments  which  an  aggres- 
sive growing  company  might  produce.  For 
example,  the  owner  of  a 3^%  debenture 
of  General  Electric  has  no  opportunity  to 
participate  in  the  fine  research  results  pro- 
duced by  G.E.  scientists.  When  the  com- 
pany’s growth  and  superior  management 
results  in  improved  earning  power  and  bal- 
ance sheet  position,  it  may  either  pay  the 
bondholder  off  more  rapidly  than  expected, 
or  refund  him  at  a lower  interest  rate.  So 
the  debt  holder  has  the  possibility  of  losing 
everything,  100%  of  his  principal,  should 
the  company  collapse,  and  very  little  to  win, 
with  interest  rates  of  3j4%  to  5%. 

It  is  true  that  common  stocks  would  also 
reflect  any  major  setback  in  the  economy, 
but  the  weight  of  present  evidence  strongly 
suggests  that  a sustained  period  of  pros- 
perity lies  ahead.  This  may  surprise  some 
of  you  with  recent  weakness  in  the  stock 
market  and  business  .sentiment  supposedly 
at  a low  ebb. 

To  be  as  practical  as  po.ssible  in  inter- 
preting the  present  bu.sine.ss  situation,  we 
probably  should  reconcile  ourselves  to  the 


fact  that  we  are  in  the  middle  of  a transi- 
tion from  an  inflationary  condition  that 
could  not  continue  without  serious  trouble, 
to  some  less  active  condition  that,  it  is 
hoped,  will  resemble  sound  economic 
growth.  Some  of  the  current  developments 
clearly  have  deflationary  implications  and 
they  create  a fear  that  termination  of  in- 
flationary excesses  must  necessarily  dictate 
the  initiation  of  deflationary  excesses. 
However,  the  business  pattern  as  I see  it 
does  not  call  for  a depression.  Rather  the 
prospect  suggests  a less  dynamic  business 
atmosphere  than  we  have  become  accus- 
tomed to  in  the  past  five  years  or  so. 

I envision  a period  which,  in  retrospect, 
will  be  looked  upon  as  a much  needed  area 
of  consolidation  that  should  prepare  a 
sounder  base  for  the  ultimate  resumption 
of  the  economy’s  growth,  but  a period  dur- 
ing which  some  companies  and  industries 
will  do  poorly,  while  others  are  doing 
reasonably  well. 

Looking  further  ahead,  it  is  hard  not  to 
be  enthusiastic  about  the  future  growth  of 
our  country’s  economy.  Even  though  the 
national  economy  for  the  next  year  or  so 
will  be  moving  sideways  at  a high  level,  it 
should  not  be  too  long  before  it  resumes  its 
upward  climb. 

There  are  many  long  term  forces  at  work 
to  reassure  us  as  to  the  underlying  strength 
of  the  economy.  They  are:  The  needs  of  a 
growing  population;  the  conduct  of  research 
and  development  on  a large  scale;  the  rising 
levels  of  income  associated  with  advancing 
technology;  greater  productivity  and  energy 
per  capita  in  our  nation;  and  finally,  the 
tremendous  opportunity  offered  by  world- 
wide industrialization. 

Let  me  shift  now  for  the  moment  from 
the  future  to  the  present  stock  market  pic- 
ture and  the  opportunities  it  presents.  We 
have  all  read  in  the  papers  and  heard  on  the 
radio  and  television  of  the  recent  drop  in 
the  stock  market.  Rather  than  be  depreSvSed 
by  the.se  events,  cau.sed  by  investor  anxie- 
ties and  uncertainties  over  the  national 
business  picture  and  a complex  interna- 
tional scene,  investors  should  welcome  these 
opportunities  to  acquire  greater  values  in 
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stock  purchases  than  have  been  available 
for  many  months. 

Probably  one  of  the  best  ways  to  invest 
one’s  money  and  not  be  disturbed  by  mar- 
ket fluctuations  is  through  a system  called 
dollar  cost  averaging.  In  its  practical  appli- 
cation, the  investor  periodically  invests  a 
given  amount  of  money  in  the  common 
stock  which  his  analysis  indicates  as  the 
most  suitable  for  his  portfolio  at  the  mo- 
ment. 

We  could  more  formally  define  dollar 
cost  averaging  as  an  automatic  capital  ac- 
cumulation method  that  provides  for  reg- 
ular purchases  of  equal  dollar  amounts  of 
securities  and  results  in  an  average  cost 
per  share,  lower,  than  the  average  price  at 
which  purchases  are  made.  This  is  caused 
by  the  fact  that  by  investing  an  equal 
amount  of  money  on  an  annual  basis,  we 
are  able  to  buy  fewer  shares  which  cost 
more  when  the  market  is  high  than  a 
greater  number  of  shares  which  would  cost 
less  when  the  market  is  low. 

This  may  seem  complicated  but  what  it 
illustrates  is  that  the  most  important  part 
of  any  investment  program  in  common 
stocks  besides  careful  selection  of  the  stock 
to  be  bought,  is  to  possess  the  will  power  to 
see  any  program  through,  regardless  of  the 
market  level.  We  can  ignore  market  fluctu- 
ations and  use  falling  markets  to  our  ad- 
vantage if  we  will  stick  to  regular  periodic 
purchases,  confident  that  the  long  term 
trend  is  toward  growth  of  our  economy  and 
higher  stock  market  averages  in  the  years 
ahead. 

This  now  brings  me  to  the  final  advan- 
tage of  common  stock  ownership  that  I shall 
discuss  today.  Closely  related  to  the  fact 
that  common  stocks  give  us  participation 
in  the  long  range  growth  of  the  American 
economy,  is  that  they  also  provide  protec- 
tion of  the  purchasing  power  of  the  in- 
vestor’s dollar. 

There  is  perhaps  no  perfect  hedge  against 
inflation,  but  common  shares  have  outsur- 
passed  virtually  all  other  investments  in 
providing  such  protection.  Funds  invested 
in  bonds,  share,  with  such  fixed  value  in- 
vestments as  life  insurance  and  savings  de- 


posits, the  danger  that  future  inflation  may 
dissipate  some  of  their  ultimate  worth. 
Thus  if  money  invested  today  in  any  of 
these  media  is  withdrawn  at  a time  when 
the  purchasing  power  of  the  dollar  has  de- 
clined to,  say,  80<,  in  terms  of  present-day 
prices,  the  investor  will  have  lost  20%  of 
the  purchasing  power  of  his  original  prin- 
cipal. 

Conversely,  deflation  of  the  value  of  the 
dollar  will  proportionately  benefit  the  in- 
vestor in  fixed  income  and  value  securities, 
since  he  will  be  paid  and  possess  money  that 
will  have  a purchasing  power  greater  than 
the  dollars  he  originally  invested.  At  first 
glance  it  would  appear  that  the  normal 
fluctuations  of  money  values  would  cause 
the  periods  of  inflation  and  deflation  to 
practically  balance  the  worth  of  these  fixed 
income-value  investments  during  any  aver- 
age span  of  years.  Statistics  reveal,  how- 
ever, that  the  long  term  trend  of  this  coun- 
try’s currency  valuation  has  evidenced  a 
progressive  inflationary  tendency  from  the 
time  our  government  first  issued  money. 

Following  the  accelerated  inflationary 
periods  produced  by  wars  and  booms,  com- 
pensatory recessions  have  temporarily  ad- 
justed currency  values  upwards,  but  the 
ultimate  trend  has  always  been  toward  a 
gradual  decrease  in  the  purchasing  power 
of  our  dollars.  Why  does  our  country’s 
economy  seem  to  have  a built-in  inflation 
rate  which  results  in  a steady  drop  in  the 
purchasing  power  of  our  dollar? 

For  instance,  during  the  past  ten  years 
the  purchasing  power  of  the  dollar  has  de- 
clined 34%  compounded  annually.  Our 
Puri  tan- Yankee  heritage  dictates  that  we 
be  prudent,  that  we  save  for  our  old  age, 
that  we  provide  for  our  own  security. 

Security,  indeed,  is  the  theme  of  what- 
ever instructions  on  personal  money  man- 
agement were  handed  down  by  our.  fore- 
fathers. Yet  we  live  in  a society  that  de- 
mands exactly  the  opposite.  We  live  under 
a system  which  calls  for  full  employment. 
This  is  an  accomplishment  which  can  be 
attained  only  if  we  continue  to  be  a nation 
of  buyers  and  suppliers.  On  the  basis  that 
the  more  we  buy  the  more  we  will  have  to 
supply,  thus  achieving  fuller  and  fuller  em- 
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ployment,  we  are  discouraging,  perhaps 
dooming,  the  practice  of  thrift. 

All  indications  are  for  long  pull  inflation 
during  the  years  ahead.  What  other  con- 
clusion can  we  reach  when  it  is  apparent 
that  powerful  unions  are  to  continue  in 
their  demands  for  higher  wages,  that  Gov- 
ernment spending  is  to  continue  at  high 
levels  and  gradually  become  higher  in  order 
to  provide  for  the  needs  and  defense  of  our 
nation;  and  further  we  see  the  control  of 
the  nation’s  money  supply  influenced  by 
politicians  who  are  anxious  to  supply  easy 
and  quick  credit  to  those  whose  immediate 
salaries  and  income  do  not  provide  sufficient 
funds  for  a desired  standard  of  living.  When 
we  look  at  the  statistics  of  what  has  hap- 
pened in  the  past  we  can  all  too  easily 
realize  what  the  future  holds  as  these  trends 
continue. 

Suppose  you  had  deposited  $10,000  in 
a savings  bank  in  January  1942,  at  an  in- 
terest rate  of,  say,  2i/^%  annually.  That 
investment  would  still  be  intact,  but  the 
$10,000  would  be  worth  only  $5,500  in 
present-day  purchasing  power.  Moreover, 
the  annual  interest  of  $250  would  have 
shrunk  to  $137.50  in  terms  of  today’s 
prices. 

On  the  other  hand,  a $10,000  commit- 
ment in  Industrial  common  stocks  would 
currently  have  a market  value  of  almost 
$57,000  or  $31,350  adjusted  for  the  inter- 
vening change  in  the  value  of  the  dollar. 
Meanwhile,  average  dividends  per  share 
have  increased  from  .67(i  to  $2.00,  meaning 
that  the  annual  income  of  $748  received  in 
1942  has  grown  to  $2,234  or  to  $1,229  in 
present-day  buying  power. 

Thus  where  common  stocks  would  have 
protected  you  against  inflation  with  a gen- 
erous margin  to  spare,  the  savings  bank 
deposit  or  the  investment  in  bonds  would 
have  resulted  in  a loss  of  45%  in  purcha.sing 
power  both  on  the  original  capital  and  in 
current  annual  income.  I think  those  fig- 
ures speak  for  themselves. 

But  regardless  of  the  foregoing  statistics, 
it  should  not  be  forgotten  that  fixed  income 
and  value  investments  along  with  a home, 
insurance  and  .saving  reserves,  fulfill  an  im- 


portant role  in  the  overall  investment  pro- 
gram of  a doctor.  There  is  risk  in  any  in- 
vestment philosophy.  Insurance  is  tied  to 
bond  values  and  the  values  shrink  so  greatly 
during  inflation  that  there  is  danger  of  sub- 
stantial capital  loss.  But  there  is  also  the 
danger  of  substantial  loss  in  growth  stocks 
during  deflation. 

Many  of  the  statistical  examples  in  this 
paper  have  been  based  on  total  reliance  on 
one  type  of  investment  media  for  illustra- 
tive purposes.  The  man  who  has  invested 
all  of  his  capital  in  one  type  of  investment 
will  ultimately  run  the  greatest  risk  of  all. 
The  mistake  is  thinking  only  in  terms  of 
making  a lot  of  money  or  of  attaining  a lot 
of  security.  What  aU  of  you  need  to  do  is 
to  first  examine  your  investment  goals  and 
then  through  a balance  of  varying  invest- 
ment media  seek  these  goals. 

Any  of  you  could  conceivably  have  per- 
sonal reasons  for  employing  varying  types 
of  investments,  each  of  which  possess  their 
own  advantages.  Through  Bonds  you  are 
promised  a fixed  rate  of  interest  throughout 
both  good  and  bad  years.  You  are  also 
promised  the  ultimate  return  of  your  in- 
vestment. For  some  of  you  these  facts  are 
essential.  The  common  stockholder’s  mone- 
tary returns  depend  on  earnings.  Their 
quoted  prices  are  subject  to  the  unpredict- 
able fluctuations  of  the  stock  market,  and 
consequently  the  purchaser  has  no  assur- 
ance that  he  can  ever  resell  any  given  share 
at  a price  as  high  as  he  paid  for  it. 

Any  stockholder  should  be  able  to  face 
this  fact  with  equanimity  before  investing 
his  money.  However,  to  balance  the  handi- 
cap of  this  vulnerability  of  their  market 
price  under  adverse  conditions,  the  owner 
of  sound  common  stocks  is  in  a favorable 
position  to  benefit  from  any  future  pros- 
perity and  growth  of  our  nation.  Their 
chief  advantage  over  fixed  income  and  value 
investments  is  their  potential  for  advancing 
in  value  during  periods  of  inflation. 

I have  previously  discussed  the  progres- 
sively decreasing  purchasing  power  of  our 
currency  when  gauged  over  long  periods  of 
time  and  its  deteriorating  effect  upon  the 
money  invested  in  insurance,  savings  ac- 
counts, bonds,  and  similar  media. 


YOUR  OFFICE,  DOCTOR,  is  the  “cancer  detection  center”  which  we  urge  all  adults 
to  visit  once  a year,  and  where  early  diagnosis  of  cancer  can  help  save  many  thou- 
sands of  lives.  It  is  upon  you  that  we  largely  rely  for  the  carrying  out  of  many 
aspects  of  our  education,  research  and  service  programs.  As  members  of  our  Boards 
of  Directors  — on  the  National,  Division  and  Unit  levels  — it  is  your  thinking  and 
your  guidance  which  are  such  vital  factors  in  creating  and  executing  our  policies 
and  programs. 

You,  of  course,  are  concerned  with  all  the  ills  affecting  the  human  body.  The 
American  Cancer  Society  deals  specifically  with  cancer.  But  our  mutual  concern  — 
;he  tie  that  binds  us  inextricably— is  the  saving  of  human  lives.  Through  your  efforts, 
.ve  may  soon  say— “one  out  of  every  two  cancer  patients  is  being  saved.”  Indeed, 
vith  your  help,  cancer  will  one  day  no  longer  be  a major  threat. 


New  authoritative  studies  show  that  Kynex  dosage  can  be  reduced  even  further  than  that 
recommended  earlier.'  Now,  clinical  evidence  has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending  beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance- 

. Lowest  Oral  Dose  In  Sulfa  History-0.5  Gm.  (1  tablet)  daily  in  the  usual  patient  for 
maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— clTcctive  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range-exceptional  effectiveness  in  urinary  tract  infections 

. Convcniencc-thc  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum  convenience 
and  acceptance  to  patients 
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NEW  DOSAGE.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 teaspoonfuls  of  syrup) 
the  first  day,  followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls  of  syrup)  every  day  thereafter, 
or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe  infections  where  prompt, 
high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every 
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adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 

TABLETS;  Each  tablet  contains  0.5  Gm.  (714  grains)  of  sulfamethoxypyridazine.  Bottles  of 
24  and  100  tablets. 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfa- 
methoxypyridazine. Bottle  of  4 fl.  oz. 
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special  world  your  little  om, 
lives  in  is  only  as  secure  as  you  make  it.  Security  begins  with  saving) 
And  there  is  no  better  way  to  save  than  with  U.  S.  Savings  Bonds.  Safe  — you: 
interest  and  principal,  up  to  any  amount,  guaranteed  by  the  Governmeni 
Sound  — Bonds  now  pay  3*4%  when  held  to  maturity.  Systematic  — whei 
you  buy  regularly  through  your  bank  or  the  Payroll  Savings  Plan.  It's  s* 
convenient  and  so  wise-why  not  start  your  Savings  Bonds  program  today 
Make  life  more  secure  for  someone  you  love. 


Thf  V . S.  Govrrnmrnt  Hoes  not  pay  for  this  advertisement.  It  is 
donated  Oy  this  puOlication  in  cooperation  with  the  Advertising 
Council  and  the  Magaxine  Publishers  of  America* 


Januahy,  1958 


Delaware  State  Medical  Journal 


13 


By  contrast,  common  stocks  have  exhib- 
ited a tendency  to  appreciate  in  value  dur- 
ing inflationary  periods,  and  this  apprecia- 
tion, in  most  instances,  has  more  than 
compensated  for  the  concurrent  loss  in  the 
purchasing  power  of  the  dollar. 

I should  like  to  conclude  with  a reminder 
that  some  stocks  are  much  more  conserva- 
tive investments  than  some  bonds.  Some 
bonds  are  more  speculative  than  some 
stocks.  Each  security  must  be  examined  on 
its  own  merits  and  conditions  surrounding 
these  always  should  be  investigated  care- 
fully. 

Chairman  Lovett: 

Thank  you  very  much,  Mr.  Scott.  Mr. 
Scott  had  a subject  which  permits  of 
greater  deviations  than  Mr.  Winchester 
had,  and  I was  rather  amazed  when  he  in- 
formed us  that  doctors  were  the  major  suck- 
ers in  the  selling  of  stocks.  You  know,  I 
had  thought  for  a long  time  that  educators 
were  the  class  that  really  got  hit  the  hard- 
est. But  you  know,  after  going  through  the 
depression  of  1929  and  then  the  recession, 
I think  we  called  it  at  that  time,  in  about 
1933  or  ’34,  I am  absolutely  sure  that  there 
are  more  suckers  among  the  bankers  than 
any  other  class  of  people.  I gave  you  as  an 
illustration  the  advertisement  that  is  used 
by  Laird,  Bissell  and  Meeds  and  the  dollars 
representing  leaves. 

Now  I think  we  are  going  back  to  a field 
where  we  might  refer  again  to  that  illustra- 
tion and  say  that  there  are  some  lands  and 
fields  that  are  more  fertile  for  the  produc- 
tion of  the  trees  that  grow  the  dollars.  We 
have  with  us  Mr.  Arnold  Goldsborough, 
who  has  been  a realtor  in  this  city  for  quite 
a long  time,  is  very  well  versed  on  the  sub- 
ject, and  he  is  going  to  tell  us  something 
about  investment  in  real  estate.  I presume 
at  the  same  time  he  might  also  speak  on 
some  of  the  investment  features  in  mort- 
gages secured  by  real  estate. 

REAL  ESTATE 

Mr.  Arnold  Goldsborough: 

In  selling  investment  real  estate,  I al- 
ways remember  what  someone  told  me  years 


ago,  that  the  right  investment  in  real  estate 
is  equal  to  a lifetime  of  toiling.  How  true 
it  is.  Many  people  have  made  the  right  in- 
vestment in  real  estate.  Today,  they  are 
living  off  the  income,  and  will  pass  down 
their  real  estate  holdings  to  their  children. 
Many  families  inherit  substantial  fortunes 
in  this  way. 

There  is  considerable  romance  in  real 
estate  too.  I think  any  program  should  be 
well  rounded  out  with  savings,  with  stocks 
or  bonds,  and  insurance.  But  in  real  estate, 
there  is  something  that  you  handle  your- 
self. You  can  watch  it  grow.  You  can  de- 
velop it,  and  you  don’t  sit  helplessly  by  as 
the  market  crashes  down  around  you. 

In  the  past  several  weeks  none  of  my 
clients  became  concerned  and  worried  about 
the  depreciation  of  their  real  estate.  None 
of  them  came  in  to  see  if  they  had  to  place 
extra  collateral  in  real  estate  for  the  mort- 
gages that  they  owed,  as  those  who  owned 
stock  had  to  do. 

Some  people  say  the  disadvantage  of  real 
estate  is  its  non-liquidity;  you  can’t  sell  it 
quickly.  I think  that  is  one  of  the  most 
stable  things  about  it,  that  you  can’t  go  off 
a deep  end,  sell  your  real  estate  in  a hurry, 
and  regret  your  action  in  a few  months  or 
a few  years.  If  it  is  a good  piece  of  real 
estate,  you  can  go  to  the  bank  and  borrow 
on  it. 

The  opportunities  for  wise  investments  in 
real  estate  exist  today.  They  are  around  the 
corner,  and  for  a busy  doctor,  are  not  al- 
ways easy  to  see.  My  advice  is  to  get  a good 
realtor  to  advise  you  in  making  your  in- 
vestments. 

What  kind  of  investments  can  you  make? 
Perhaps  the  simplest  type  is  land.  Land  is 
a good  investment.  The  value  of  land  fol- 
lows the  growth  of  population.  Just  two 
years  ago,  land  in  Brandywine  Hundred 
seemed  very  high  at  $1,800  and  $2,000  an 
acre.  Today  $3,000  and  $3,500  are  con- 
sidered a very  fair  price. 

Some  choice  parcels,  formerly  selling  for 
$2,000  an  acre,  are  bringing  $4,000  and 
even  $4,500  an  acre. 

Individuals,  and  especially  real  estate 
men,  and  builders  have  watched  the  growth 
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of  a community,  and  the  trend  of  popula- 
tion. They  will  huy  the  nearest  vacant 
farms  to  a populated  area,  will  hold  these 
farms,  and  soon  find  they  can  sell  them  at 
a capital  gains.  The  builder  naturally  uses 
his  land  for  development.  Often  the  owner 
of  a farm,  rather  than  sell  outright,  will  go 
into  a partnership  with  a builder.  Beside 
making  a nice  profit  from  his  land,  he  be- 
comes a partner  in  the  construction  field, 
with  new  interests. 

Contrary  to  all  beliefs,  there  have  been 
enough  homes  built  for  our  growing  popu- 
lation. The  rental  of  apartment  houses  and 
private  homes  is  a good  investment.  I think 
the  young  doctor  who  has  bought  his  first 
house,  in  the  ten  to  fifteen  thousand  dollar 
bracket,  and  plans  to  buy  a higher  priced 
home,  should  consider  keeping  the  first 
property  and  renting  it.  He  may  find  that 
the  return  on  his  investment  will  prove 
much  better  than  the  interest  from  a sav- 
ings account. 

Commercial  opportunities  are  excellent. 
I am  surprised  at  the  chain  stores  that  come 
to  Wilmington  to  make  offers  on  space  and 
ground  that  we  have  available.  We  are  now 
negotiating  with  various  chain  stores  for 
several  of  our  investors.  After  the  building 
is  constructed,  they  will  have  more  than  a 
fair  return  on  their  money.  In  fifteen  years 
they  will  have  paid  off  the  mortgage  on 
these  buildings,  and  will  then  have  a much 
greater  return,  and  quite  an  estate  to  leave 
to  their  children. 

I think  we  .should  also  consider  the 
newer  type  of  buildings  that  physicians  are 
u.sing,  the  one-story,  motel  type  structure 
where  several  doctors  join  together,  per- 
haps forming  a syndicate.  Several  are 
around  Wilmington,  and  you  may  think 
further  good  locations  are  not  available.  I 
think  there  are  several  plots  that  are  in 
e.specially  good  locations  for  doctors  to  con- 
sider. 

For  something  that  you  do  not  want  to 
bother  with  and  have  no  management  prob- 
lems, try  mortgages.  Today’s  mortgage  at 
6%  is  a good  investment — a $10,000  mort- 
gage will  give  you  a $600  a year  return 
without  very  much  supervision.  Anything 
that  has  a hit  of  risk  needs  some  manage- 


ment. A mortgage  requires  as  little  man- 
agement as  you  would  want,  and  it  is  a very 
safe  type  of  investment. 

We  find  that  many  of  the  older  families 
of  Delaware  have  handed  down  mortgages, 
and  I am  thinking  back  twenty-five  to 
thirty  years.  The  same  families  holding 
mortgages  in  various  parcels  of  property, 
when  they  are  paid  off,  put  the  money  back 
into  another  mortgage  in  another  section  of 
the  city.  And  they  are  very  well  satisfied. 
In  the  depression  some  of  them  had  to  fore- 
close and  take  over  the  properties.  But  in 
taking  over  the  properties  they  sold  them 
later  at  a much  larger  price  than  their 
mortgage,  and  even  took  back  a mortgage 
again  on  the  same  property,  and  made  a 
profit  on  the  foreclosure. 

For  those  who  have  owned  income  prop- 
erty for  twenty  years,  and  have  no  more 
depreciation  left  in  your  building,  I think 
there  is  a new  field  for  you  to  consider. 
Postpone  your  profits  by  exchanging  prop- 
erties. Exchange  your  investment  property 
for  another  building  that  would  be  consid- 
ered an  investment.  You  can  then  take  de- 
preciation on  your  new  property  and  have 
tax  free  dollars  in  your  pocket. 

Undeniably  a carefully  selected  parcel  of 
income  real  estate,  properly  purchased  and 
wisely  managed,  surpasses  all  other  com- 
petitive types  of  investments. 

Chairman  Lovett: 

Thank  you,  Mr.  Goldsborough. 

I think  perhaps  that  we  may  get  the  im- 
pression after  a while  you  are  going  to  have 
to  have  a lot  of  money  to  invest  in  all  these 
fine  investments  that  are  available.  But 
there  is  still  one  left,  and  that  is  the  one 
where  a dollar  is  always  a dollar.  I am  sure 
that  you  will  be  interested  in  hearing  a talk 
on  insurance  as  an  investment,  after  which 
I hope  you  will  have  lots  of  questions  to 
ask.  Mr.  Edward  G.  Braun,  Jr.,  District 
Manager  for  Delaware,  of  the  Aetna  Life 
Insurance  Co.  will  make  some  remarks  on 
that  subject. 

INSURANCE 

Mr.  Edward  G.  Braun: 

Perhaps  it  is  ironic  that  the  part  played 
by  insurance  in  the  profe.SvSional  man’s  in- 
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vestment  program  should  be  the  last  ve- 
hicle introduced  to  you  today.  Perhaps  this 
placement  has  been  made  because  of  the 
general  concept  that  insurance  is  the  stable, 
guaranteed,  self-administering  necessary 
base  to  the  successful  completion  of  your 
goals  through  the  long  range  media  of 
stocks,  bonds,  and  real  estate. 

Life  insurance  is  the  beginning  of  any 
man’s  investment  portfolio  for  it  is  the  only 
known  investment  which  creates  immedi- 
ately the  estate  a man  hopes  to  accumulate 
as  a result  of  his  professional  acumen,  long 
devoted  hours  of  work,  and  years  of  re- 
warding good  health. 

In  its  simplest  form,  life  insurance  is  the 
only  TIME  insurance  since  it  guarantees 
our  wives  and  children  the  income  they 
have  every  right  to  expect  in  the  event  of 
our  death  before  we  have  had  TIME  to 
build  the  investment  programs  recom- 
mended to  you  by  my  panel  colleagues. 
Therefore,  life  insurance  was  created  to 
protect  our  greatest  asset — the  value  of  our 
human  life.  This  is  the  paramount  asset 
necessary  to  make  possible  all  other  forms 
of  property  we  may  wish  to  accumulate,  yet 
it  is  the  asset  w’hich  is  the  most  poorly  in- 
sured. 

Most  doctors  have  insured  their  real 
estate  against  fire  losses  within  80%  of  the 
current  market  values,  yet  statistics  show 
that  only  one  in  every  200  doctors  will  ever 
have  a fire  loss  and  if  this  loss  does  occur, 
it  will  be  for  only  15%  of  the  amount  in- 
sured. Most  doctors  have  insured  their 
economic  value  to  their  families,  their  po- 
tential earning  capacity  if  they  live — their 
greatest  asset,  for  about  8 % of  its  economic 
value.  The  Insurance  Industry  believes 
that  this  trend  would  undoubtedly  be  re- 
versed if  we  put  sirens  on  hearses  instead  of 
on  fire  engines. 

Almost  every  doctor  in  this  room  has  in- 
sured himself  against  the  liability  of  pro- 
fessional malpractice,  and  the  majority  of 
the  doctors  have  protection  against  suits 
brought  against  them  up  to  limits  of 
$150,000  to  $300,000.  The  loss  of  a patient 
due  to  the  misjudgment  of  a tired,  over- 
worked doctor  is  valued  by  the  families  of 
these  deceased  in  terms  of  $300,000.  Few 


doctors  protect  their  own  economic  value 
to  their  own  families  up  to  these  limits. 

As  an  investment  for  our  families,  the 
estate  creation  features  of  life  insurance  can 
have  a return  of  several  thousand  times  the 
dollars  invested.  It  is  because  of  this  fea- 
ture that  life  insurance  must  be  the  base  of 
your  portfolio.  It  is  for  this  reason  that 
most  stock  market  firms  recommend  in  their 
publications  that  all  investors  start  with  an 
adequate  minimum  life  insurance  program. 

The  second  major  investment  feature  of 
life  insurance  is  its  inexpensive  ability  to 
conserve  your  estate  which  has  been  created 
through  good  income  producing  property  in 
the  forms  of  stock  and  bonds  and  real 
estate.  It  provides  the  best  vehicle  to  trans- 
fer your  estate  to  your  family  by  producing 
the  immediate  quick  cash  assets  necessary 
to  pay  estate  probate  costs,  executor’s  fees, 
federal  estate  taxes  and  state  inheritance 
taxes,  etc.  It  can  be  the  asset  available  for 
your  executors  to  conserve  the  income  pro- 
ducing property  which  should  not  be  sacri- 
ficed to  pay  estate  settlement  costs. 

The  1954  Internal  Revenue  Code  has 
continued  and  increased  certain  tax  priv- 
ileges for  life  insurance  proceeds.  Conse- 
quently, many  new  trusts  have  been  estab- 
lished with  our  responsible  trust  companies 
as  executors  using  life  insurance  to  fund 
these  trusts.  By  giving  up  ownership  of 
your  present  policies  and  by  creating  new 
policies  on  which  you  have  never  had  “in- 
cidents of  ownership”,  you  can  create  the 
funds  to  pay  the  debts  of  your  estate  with- 
out having  the  proceeds  included  in  your 
taxable  estates. 

However,  the  1954  Code  gives  a big  con- 
cession in  the  proper  use  of  life  insurance. 
Now  a doctor  can  remove  insurance  pro- 
ceeds from  his  taxable  estate  even  though 
he  continues  to  pay  the  premiums  on  the 
insurance.  He  must  give  away  the  policy, 
including  all  “incidents  of  ownership”,  such 
as  the  right  to  change  the  name  of  the 
beneficiary,  and  he  must  have  less  than  one 
chance  in  twenty  to  regain  the  value  of  the 
policy.  Formerly,  the  insurance  proceeds 
would  have  been  includable  in  the  insured’s 
estate  if  he  directly  or  indirectly  paid  the 
premiums.  Of  course,  if  the  insured  dies 
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within  three  years  of  making  a gift  of  his 
policy,  his  executor  will  have  to  prove  that 
the  gift  was  not  made  in  contemplation  of 
death  to  avoid  estate  tax. 

The  third  major  investment  feature  of 
life  insurance  is  the  very  favorable  treat- 
ment of  the  retirement  income  or  annuity 
values  made  possible  in  the  latest  revision 
of  the  federal  income  tax  laws.  The  1954 
Revenue  Code  completely  changed  the 
method  of  taxing  retirement  income  result- 
ing from  regular  annuities,  insured  retire- 
ment income  or  endowment  policies,  and 
the  cash  value  of  life  insurance  policies 
which  the  insured  has  elected  to  receive  in 
the  form  of  income.  This  new  method,  while 
more  complex,  is  decidedly  more  equitable 
than  the  old  method.  In  essence,  the  new 
law  means  this:  the  greater  portion  of  each 
income  payment  is  tax-exempt  regardless 
of  how  long  the  individual  lives.  Thus,  an 
individual  can  continue  to  receive  tax-free 
income  from,  for  example,  a retirement  in- 
come policy  long  after  he  has  recovered  the 
amount  invested  in  the  policy.  Generally 
speaking,  the  amount  of  tax-free  income  is 
determined  by  dividing  the  insured’s  total 
investment  in  the  contract  by  his  life  ex- 
pectancy at  the  time  he  retires.  Life  ex- 
pectancies are  determined  from  tables 
issued  by  the  Internal  Revenue  Service.- 

The  provision  for  the  special  retirement 
income  credit  for  physicians,  based  upon 
taxable  retirement  income,  is  another  vital 
piece  of  legislation  to  be  considered  in  your 
investment  program.  It  was  written  into 
the  law  to  give  tax  equity  to  those  not 
eligible  for  tax-exempt  Social  Security  in- 
come. Here’s  how  it  works.  Against  tax- 
able retirement  income  up  to  $1,200,  a 20% 
credit  is  allowed  to  the  retired  individual 
age  65  or  over.  Income  eligible  for  credit 
includes  that  which  results  from  retirement 
income  and  endowment  policies,  life  insur- 
ance cash  values,  and  annuities.  Al.so, 
eligible  are  interest  earnings,  rents,  and 
dividends.  The  most  the  credit  can  be  is 
$240  (20%  of  $1,200),  and  it  is  applied 
again.st  the  amount  of  income  tax  payable. 
The  credit,  however,  is  reduced  if  annual 
income  in  excess  of  $1,200  is  earned  after 
age  65  and  before  age  72.  After  age  72, 


earnings  in  excess  of  $1,200  will  not  re- 
duce a physician’s  retirement  income  credit. 

Another  feature  of  our  Federal  Income 
Tax  provides  double  exemptions  to  us  and 
our  wives  beginning  at  age  65.  By  incor- 
porating this  program  with  the  new  method 
of  taxing  annuity  income  and  the  special 
retirement  income  credit  for  physicians,  it 
is  possible  for  the  doctor  to  receive  $10,200 
annually  of  tax  free  retirement  income  be- 
ginning at  his  age  65. 

Presuming  the  doctor  should  commence 
this  program  at  his  age  40,  in  addition  to 
the  $10,000  tax  free  retirement  income  he 
will  be  protecting  his  own  economic  values 
to  his  family  with  these  important  coroUary 
benefits: 

1)  At  age  65,  his  total  cash  value  will 
amount  to  approximately  $121,500 — a gain 
of  $15,000  over  his  total  investment — and 
by  receiving  his  cash  value  in  the  form  of 
income,  he  does  not  report  this  gain. 

2)  During  his  years  of  practice,  he  will 
have  a guaranteed,  constantly  increasing, 
always  available  fund  to  call  upon  in  times 
of  emergency. 

3)  And,  of  course,  if  he  does  not  live  to 
retirement,  $75,000  of  life  insurance  or  the 
current  cash  value  of  his  policy,  whichever 
is  higher,  will  help  to  replace  his  economic 
value  to  his  family. 

He  will  have  made  his  TIME  insurance 
his  best  investment  for  peace  of  mind  while 
accumulating  his  estate.  He  will  have  the 
best  means  to  conserve  the  other  income 
producing  property  for  his  loved  ones  and 
heirs,  and  he  will  have  the  lifetime  security 
of  knowing  that  he  can’t  outlive  his  $10,000 
annual  retirement  income  provided  by  the 
annuity  principle  of  life  insurance — regard- 
less of  the  fluctuations  of  the  economic 
cycle  during  his  happy  retirement  years. 

Chairman  Lovett: 

Thank  you  very  much,  Mr.  Braun. 

I realize  the.se  talks  are  technical  in  char- 
acter, and  I wi.sh  you  would  put  some  plain 
home.spun  questions  to  them  right  now. 

May  1 entertain  questions  from  the  floor. 
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Let  me  start  one  ofT  while  you  are  think- 
ing up  one.  I have  one  here  that  I thought 
might  he  of  interest  to  you,  and  it  is  going 
to  he  for  Arnold  Goldshorough.  What  do 
you  do  to  remove  an  objectionable  tenant 
who  is  on  a month-to-month  lease,  pays 
rent  promptly  but  refuses  to  accept  notices 
to  vacate?  Will  you  take  that,  Arnold. 

Mr.  Goldsborough: 

Well,  we  have  the  courts  to  help  us  out 
in  a case  like  that,  and  if  we  have  an  objec- 
tionable tenant,  we  go  to  the  man  who  is 
not  here  today,  and  that  is  a lawyer,  to 
prepare  our  papers,  and  take  it  to  Magis- 
trate’s Court,  and  we  have  a case  called 
holdover-tenant,  and  when  you  go  to  the 
Magistrate,  when  he  will  serve  the  paper — 
the  Constables  will  serve  the  paper  at  the 
house,  and  the  trial  will  come  up  in  about 
five  or  ten  days’  time.  The  man  can  be 
smart  enough  to  get  a lawyer  and  have  a 
postponement  for  about  a week  or  two,  and 
then  probably  a second  postponement,  but 
we  have  never  gone  past  a second  postpone- 
ment,' which  means  a month’s  delay,  and 
then  you  have  your  trial.  If  he  doesn’t  come 
to  the  trial  you  can  get  judgment  and  just 
evict  him,  break  down  the  door,  get  in, 
move  his  things  out  on  the  street. 

If  he  does  come,  the  Court  will  listen  to 
his  side  of  the  story,  but  the  Judge  will 
give  you  the  property  depending  on  the 
hardship  of  the  case,  may  give  the  man  tw'o 
weeks,  thirty  days  or  sixty  days  to  get  out. 
I have  known  everybody  to  get  out.  The 
only  trouble  they  ever  had  was  with  an  at- 
torney many  years  ago,  Mr.  Adaire;  you 
may  remember  him.  He  stayed  in  a prop- 
erty years  and  years.  But  usually  you  can 
get  someone  out. 

Chairman  Lovett: 

Thank  you  very  much,  Arnold. 

Any  questions  from  the  floor?  Let’s  have 
some  questions  from  the  floor. 

Dr.  Gay: 

I should  like  to  ask  Mr.  Scott  about  this 
process  of  dollar  averaging,  as  a matter  of 
buying  common  stocks  as  a hedge.  It  seems 
to  me  they  are  a hedge  only  when  you 


finally  turn  them  into  cash  at  such  time  as 
the  market  is  very  high. 

Now,  if  you  are  about  to  do  that,  is  it 
not  an  advantage  to  sell  the  stocks  on  a 
share  average  rather  than  a dollar  average, 
turn  them  over  to  Mr.  Winchester  then  and 
put  them  into  bonds? 

Mr.  Scott: 

I will  first  of  all  tackle  your  question 
about  dollar  cost  averaging.  As  a matter  of 
fact,  I jotted  down  an  illustration  just  to 
show  you  how  this  is  a check  of  mathe- 
matics as  much  as  anything.  But  say  you 
had  monthly  investments  and  were  going 
to  inve.st  a certain  amount  of  money  each 
month  and  were  going  to  do  this  over  a 
period  of  time.  Let’s  take  a two-month  ex- 
ample. You  put  $1,000  in  stocks  these  two 
months,  one  particular  stock.  The  first 
month  you  do  this,  the  stock  costs  $100  a 
share — if  you  want  to  write  this  down  as 
we  go  along — therefore  you  get  10  shares 
of  stock  at  a cost  to  you  of  $100  each,  and 
that  is  your  $1,000  investment. 

Now,  for  the  second  month  the  market  is 
going  down  and  the  stock  now  only  costs 
$50  a share.  You  are  investing  another 
$1,000,  so  you  are  putting  in  the  $1,000; 
that’s  $50  a share,  you  get  20  shares.  So 
now  for  the  total  of  two  months  you  have 
invested  your  $2,000,  you  have  a total  of 
30  shares.  Your  average  price  of  the  two 
stocks  you  have  paid  $100  the  first  price 
and  $50  the  second  price,  is  $75,  and  you 
have  30  shares  costing  $2,000,  so  your  aver- 
age cost  is  now,  it  comes  out  $66,  $67  a 
share. 

So  in  effect  as  the  market  goes  lower  you 
are  able  to  buy  more  shares  at  the  lower 
cost,  and  therefore  your  cost  averages  down 
with  the  market.  And  if  you  can  keep  that 
up  over  a period  of  time  you  will  have  a 
lower  cost  per  share  than  the  actual  average 
price  you  pay. 

Dr.  Gay: 

But  you  have  to  wait  for  the  reversal  of 
the  trend  to  get  your  advantage? 

Mr.  Scott: 

If  the  market  goes  up,  if  the  market 
stayed  high  all  the  time,  that  would  work 
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against  you.  Does  that  answer  your  ques- 
tion all  right? 

Dr.  Gay: 

Yes,  that  answers  part  of  my  question. 
The  second  part  of  my  question  is  with  re- 
gard to  selling.  Suppose  you  eventually 
wish  to  sell  your  shares  which  you  have 
accumulated. 

Mr.  Scott: 

And  you  are  averaging  out  on  the  way  up 
so  to  speak.  Is  that  what  you  mean? 

Dr.  Gay: 

Yes.  When  you  sell,  is  it  not  an  advan- 
tage to  sell  by  share  averages? 

Mr.  Scott: 

Yes. 

Dr.  Gay: 

Rather  than  the  dollar  average? 

Mr.  Scott: 

Yes.  At  certain  levels  of  the  market  as  it 
goes  up,  you  could  take  equal  amounts  at 
certain  plateaus  and  average  up  that  way 
on  the  way  out. 

Dr.  Boines: 

Will  you  say  something  about  the  ad- 
vantages or  disadvantages  of  buying  or  sell- 
ing stock  before  it  splits,  or  is  it  better  to 
buy  it  after  it  splits? 

Chairman  Lovett: 

I will  turn  that  over  to  Mr.  Scott. 

Mr.  Scott: 

That  is  a hard  que.stion  from  the  fact 
that  on  the  upward  phase  of  a bull  market 
very  often  the  news  of  a stock  split  has  led 
to  greater  appreciation  of  the  stock,  and 
formally  on  the  announcement  of  a split 
there  would  be  a lot  of  buying  in  the  stock. 

The  company’s  argument  on  splitting 
stocks  I think  you  find  is  that  when  the 


stocks  are  high  priced  it  limits  public  par- 
ticipation. People  tend  not  to  buy  a stock 
that  costs  four  or  five  hundred  dollars  a 
share,  and  you  find  your  larger  institutions 
are  buying  some  of  those  shares.  But  once 
they  are  split  up,  say  five  hundred  dollars 
a share  is  split  ten  for  one,  and  it  is  brought 
down  to  fifty  dollars,  then  there  is  greater 
public  participation. 

Now,  the  big  stock,  the  most  widely  held 
public  stock,  is  American  Telephone  which 
of  course  is  priced  fairly  high,  and  there 
was  recently  a vote  taken  by  stockholders, 
and  they  voted  not  to  split  the  stock.  And 
this  belies  this  favorite  theory  that  by  split- 
ting it  it  improves  the  marketability  of  the 
stock. 

Now  I have  talked  all  around  your  ques- 
tion, and  I won’t  give  you  a straight  an- 
swer because  I don’t  think  anyone  knows. 
Very  often  a stock  will  run  up  before  a 
split,  then  actually  come  down  much  lower 
after  it  is  split  up  because  people  decide  to 
sell  off  a certain  percentage  of  their  hold- 
ings, and  you  might  take  a chance  in  the 
kind  of  market  we  have  now  of  waiting 
until  after  the  split  and  hoping  the  split 
shares  may  drop  down  a little  bit  and  be 
able  to  get  more  for  your  money  that  way. 

On  the  bull  market  on  the  way  up  when 
a stock  was  voted  a split,  it  sometimes 
worked  the  other  way.  It  would  run  up  on 
split  news  and  then  stay  up  for  a while. 
But  normally  it  comes  down  after  the  stock 
is  split. 

So  if  I were  to  generalize  I would  say, 
whatever  you  do,  don’t  buy  on  the  news 
because  very  often  then  it  is  run  up,  and  of 
course  the  value  of  a stock,  or  the  earnings 
haven’t  changed  any,  and  it  is  just  for 
some  reason  people  like  the  idea  of  getting 
more  shares  in  their  safety  deposit  box. 
But  more  often  than  not  the  stock  will  fall 
off  in  price  and  return  to  a more  normal 
level  after  the  split  has  been  declared. 

Chairman  Lovett: 

Next  que.stion? 

Dr.  Cascells: 

Would  you  comment  briefly  on  the 
formula  u.sed  to  decide  whether  or  not  a 
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stock  is  over-priced,  earnings  versus  the 
stock  market  price? 

Chairman  Lovett: 

You  seem  to  be  getting  all  the  questions, 
Mr.  Scott.  Mr.  Scott,  can  you  tell  when 
a stock  is  over-priced  with  respect  to  its 
earnings? 

Dr.  Cascells: 

Yes.  There  is  some  formula  I have  heard 
of  as  to  earnings. 

Mr.  Scott: 

There  is  a favorite  rule  of  thumb  that  10 
times  its  earnings,  in  other  words,  if  it  earns 
say  $2.00  per  share,  that  the  stock  selling 
at  twenty  of  course  is  equal  to  ten  times 
the  earnings.  Now,  anything  below  ten 
times  earnings  is  considered  valuable. 

Well,  that  is  the  roughest  sort  of  gen- 
erality because  industry-wise,  various  in- 
dustries, for  instance,  sell  at  various  levels 
of  the  price  of  the  stock  times  the  earnings, 
and  then  beyond  that  who  knows  what  the 
psychology  is  that  stockholders  or  buyers 
for  some  reason  will  value  some  stocks  at 
forty  times  earnings  today,  and  tomorrow, 
because  of  some  psychological  change,  they 
will  not  go  near  the  stock  at  five  times 
earnings.  Of  course  your  averages  are  priced 
at  certain  times  earnings,  and  you  can 
sometimes  just  from  the  nature  of  the  mar- 
ket determine  whether  there  are  high  or 
low  price  times  earnings.  But  it  is  impos- 
sible to  generalize. 

From  the  Floor  : 

Ten  times  earnings. 

Mr.  Scott: 

The  figures  for  rule  of  thumb  is  ten  times. 
That  I have  heard  used  as  often  as  any. 
Maybe  Mr.  Winchester — 

Mr.  Winchester: 

I think  the  ten  times  earnings  rule  was 
based  on  the  theory  that  formerly  com- 
panies would  pay  out  about  60%  of  their 
earnings,  and  that  would  afford  a dividend 


equaling  6%  of  the  purchase  price.  I think 
it  was  more  or  less  related  to  that. 

But  I think  it  might  be  interesting  for 
you  to  consider  the  case  of  Du  Pont.  It  has 
sold  over  many  years  at  an  average  price  of 
22  times  earnings.  So  to  try  to  get  an  idea 
of  when  you  should  buy  Du  Pont  would 
seem  to  me  to  be  rather  unwise  to  wait  until 
it  got  down  to  10  times  earnings.  Now,  of 
course  by  the  same  token  perhaps  when  it  is 
selling  at  25  to  30  times  earnings,  as  it 
sometimes  has  done,  would  probably  be  a 
warning  to  you. 

I think  that  bears  out  what  Mr.  Scott 
said,  that  there  are  some  securities  that  sell 
as  many  as  forty  times  earnings,  and  a 
change  in  psychology  makes  a very  different 
view  in  the  eyes  of  the  public  as  to  what 
the  proper  multiplier  should  be. 

Chairman  Lovett: 

I think  we  will  have  to  bear  in  mind 
that  there  is  nothing  that  you  can  gen- 
eralize on  this  subject  because  I have 
known  a number  of  stocks  selling  at  8 times 
earnings  and  they  should  have  been  sold 
long  ago  or  should  be  sold  at  the  present 
time. 

Mrs.  Pollak: 

Would  you  comment  on  Mutual  Funds? 
Mr.  Winchester: 

I think  Mutual  Funds  as  a whole  are  all 
right.  I think  that  you  take,  for  instance, 
some  of  those  that  we  know  best,  like  the 
Massachusetts  Investors  Fund,  the  Welling- 
ton Fund  here  near  at  home,  and  many  of 
those  are  very  conscientiously  managed. 
They  attempt  to  use  all  kinds  of  services,  all 
the  information  they  can  possibly  get,  to 
bear  on  the  subject  at  hand,  and  I believe 
that  a person  who  has  no  specific  knowledge 
of  stocks  might  do  very  well  to  consider 
them.  They  are  perhaps  not  for  the  person 
of  large  means  who  has  any  professional 
knowledge  of  stocks,  but  for  the  person  who 
wants  to  put  away  a certain  amount  each 
year  perhaps  they  are  very  good. 

Mrs.  Pollack: 

Are  there  any  drawbacks? 
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Mr.  Winchester: 

Yes.  I think  there  are  drawbacks.  Many 
people  don’t  like  the  loading  fee  that  is  in 
them.  For  instance,  if  you  buy  a Mutual 
Fund  that  sells,  we’ll  say,  at  twenty-five, 
you  will  find  that  the  actual  liquidating 
value  of  that  Mutual  is  probably  only 
around  twenty-three  and  a half  to  twenty- 
four. 

Now,  a lot  of  people  feel  that  is  a very 
large  amount  to  pay  out.  Well,  of  course 
the  answer  of  the  Mutual  Fund  people  is 
that  that  allows  them  to  pay  the  broker  to 
sell  it,  and  there  is  then  no  commission 
paid  when  the  security  is  sold. 

It  also  allows  the  Mutual  Fund  to  make 
a profit  and  to  establish  a large  organiza- 
tion to  manage  all  the  details  that  go  with 
investment  problems.  That  is  one  of  the 
drawbacks  that  I see.  There  are  some 
Mutual  Funds  that — well,  I would  hardly 
call  them  Mutual  Funds,  but  there  are  some 
investment  trusts  that  even  sell  at  a dis- 
count below  their  liquidating  value.  But  in 
some  cases  that  is  due  to  the  fact  that  there 
is  leverage  in  them.  That  means  that  there 
is  prior  senior  capitalization.  And  when  you 
have  a large  decline  in  stocks,  the  amount 
that  is  attributed  to  the  common,  or  can  be 
attributed  to  the  common,  declines  so 
rapidly  that  the  common  loses  value.  But 
that  is  a pretty  involved  situation  to  try  to 
explain. 

You  see.  Mutual  Funds  really  started  in 
Scotland,  and  I believe  the  experience  over 
there  has  been  quite  wonderful  over  a 
period  of  many,  many  years.  And  then 
they  became  fashionable  in  this  country 
probably  about  thirty  years  ago,  and  some 
of  them  weren’t  so  well  thought  out.  But 
I think  by  and  large  many  of  them  are  ex- 
cellent things  to  have,  particularly  if  you 
haven’t  a great  amount  of  investments  to 
diversify  with. 

I think  Mr.  Lovett  as  a trust  officer 
might  comment  on  what  he  feels  about 
those. 

Chairman  Lovett: 

1 think  as  you  do,  George,  that  .some  of 
the  investment  trusts  are  very  sound, 


where  you  are  not  particularly  interested  in 
meeting  more  than  an  average  security  situ- 
ation. I do  think  there  is  another  class  of 
securities  very  akin  to  investment  trusts 
which  you  might  consider,  and  that  is  the 
insurance  company  stocks,  where  they  draw 
their  revenues  from  two  sources,  the  under- 
writing revenues  and  also  large  portfolio  of 
diversified  investments,  and  I find  that  they 
have  very  fine  investment  counsel.  I think 
Mr.  Braun  will  bear  me  out  on  that. 

I would  like  to  ask  one  question  of  Mr. 
Braun,  so  he  has  something  to  answer  here, 
and  one  he  may  have  trouble  answering. 
Listen  carefully  to  this  situation. 

I am  thirty-five  years  of  age,  have  a wife 
thirty-three  years  of  age,  and  two  children, 
a girl  twelve  and  a boy  ten.  My  profes- 
sional income  grosses  $30,000  a year.  My 
assets  aside  from  my  home  amount  to  about 
$25,000.  How  much  life  insurance  should 
I have  and  what  kind?  I am  going  to  leave 
this  card  here  for  you  to  read. 

Mr.  Braun: 

The  best  answer  I can  give  this  man  is 
I would  like  to  see  him  for  a couple  of 
hours  in  his  home,  or  office. 

There  is  a reference  here  first  of  all  to  a 
professional  man’s  income,  and  I have 
found  in  talking  to  a number  of  doctors 
who  do  not  have  the  death  advantages  that 
the  Social  Security  program  gives  us,  that 
they  don’t  realize  the  amount  of  life  insur- 
ance that  would  be  necessary  to  create  the 
same  death  advantages,  that  is,  to  our  sur- 
vivors, under  the  Social  Security  program. 

A man  in  this  position  who  has  two  chil- 
dren would  probably  get  in  return,  that  is, 
his  family  would  get,  not  referring  to  his 
retirement  benefits  on  Social  Security, 
would  probably  get  a little  over  $33,000 
worth  of  benefits,  becau.se  if  this  man  were 
to  die  now  at  his  age  35,  with  two  children, 
his  widow  would  receive  $200  a month  until 
the  oldest  child  is  18  years  of  age,  and  then 
that  would  be  reduced  to  $168  a month 
until  the  younger  child,  which  was  ten,  had 
reached  age  18. 

To  use  the  .same  optional  modes  of  .settle- 
ment of  life  insurance  to  provide  that  would 
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require  $33,000  of  base.  If  a man  had 
younger  children,  the  maximum  amount  of 
income  which  is  received  by  the  survivors 
from  the  Social  Security  progi’am  is  about 
$56,000.  So  that  if  a young  doctor  who  had 
small  children,  very  .small  children,  were  to 
die  without  the  Social  Security  benefits,  he 
would  have  to  have  $56,000  worth  of  life 
insurance  to  produce  the  same  income  that 
the  person  insured  under  Social  Security 
might  have. 

Using  that  as  a base  in  this  particular 
man’s  problem,  we  have  to  determine  now 
how  much  insurance  of  course  is  necessary 
in  this  man’s  case.  The  professional  in- 
come, of  course,  grossing  $30,000  a year  is 
probably  something  like  three  times  the 
amount  of  income  that  is  necessary  to  pro- 
vide the  adequate  standard  of  living  for  his 
family  in  the  event  that  he  is  not  around  to 
continue  building  his  estate.  So  that  if  an 
insurance  program  were  going  to  produce 
an  income  of,  say,  $7,500  tax  free  for  life 
for  his  family  at  his  particular  age,  ignor- 
ing the  home  which  they  say  is  worth 
$25,000  but  is  not  an  income  producing 
property,  if  the  family  would  remain  in  the 
home,  this  man  would  probably  need  as  a 
minimum  situation  about  $150,000  worth 
of  life  insurance. 

Now  the  question  as  to  what  kind  is 
necessary  of  course  is  one  of  those  things 
that  there  are  many  arguments  about.  The 
least  initial  outlay  type  of  insurance  any- 
body can  buy  is  the  term  insurance.  Now, 
of  course  that  is  the  most  expensive  life 
insurance  program  if  you  live  because  that 
is  like  renting  protection.  Term  insurance 
is  the  same  principle  as  your  automobile 
insurance,  or  your  fire  insurance.  You  are 
paying  for  a term  of  time,  and  if  you  don’t 
have  an  accident  in  your  automobile  or  if 
you  don’t  have  a fire  in  your  house  you 
have  paid  for  the  peace  of  mind,  but  there 
is  no  return. 

Term  insurance  is  doing  the  same  thing 
on  your  life.  You  are  renting  the  protec- 
tion in  the  event  that  you  don’t  have  the 
claim. 

On  the  other  hand,  if  you  think  of  the 
living  values  of  life  insurance,  which  is  the 
net  cost,  by  paying  for  more  permanent  in- 


surance, ordinary  life,  limited  payment  life, 
or  one  of  the  endowment  or  retirement 
plans,  the  net  cost  of  the  protection  if  you 
live  of  course  gives  you  a return  over  and 
above  what  you  paid  in  premiums. 

So  that  it  is  a case  of  you  deciding  which 
you  think  your  odds  are.  I personally  think, 
and  statistics  in  our  own  industry  prove, 
that  term  insurance  is  a bad  investment, 
and  they  are  a bad  investment  for  this  rea- 
son: Two  out  of  every  three  doctors,  as 
well  as  other  people,  live  to  reach  age  65. 
Now,  because  none  of  us  know  which  ones 
of  us  that  will  be,  we  buy  life  insurance, 
but  we  are  betting  against  the  very  fine 
investment  portfolios  they  have  ju.st  re- 
ferred to  that  the  insurance  companies  have 
when  you  are  buying  term  insurance,  which 
increases  in  cost,  of  course,  the  older  you 
get. 

Probably  the  final  decision  as  to  how 
much  or  what  kind  of  insurance  you  should 
have  should  depend  on  how  the  cost  of  the 
in.surance  should  fit  in  with  your  total  in- 
vestments. Obviously  a man  who  is  making 
$30,000  a year  is  way  beyond  the  minimum 
income  situation,  and  that  man  should  be 
having  a very  definite  established  invest- 
ment portfolio  that  includes  insurance  as 
well  as  all  of  the  other  fine  income  produc- 
ing property  discussed  here  so  far. 

Chairman  Lovett: 

Thank  you  very  much,  Mr.  Braun. 

I want  to  ask  each  member  of  the  panel 
one  question — we  are  close  to  the  end — and 
I want  them  to  answer  yes  or  no.  I am 
going  to  start  with  George  Winchester. 

In  your  opinion  do  you  feel  that  an  in- 
vestment program  would  produce  better 
overall  results  if  I used  a broker,  bank  or 
professional  investment  counsellor  than  to 
attempt  to  manage  my  own  portfolio?  I 
like  to  read  the  financial  papers  and  watch 
the  board  in  a broker’s  office  but  I don’t 
seem  to  find  enough  time  to  do  a thorough 
job;  yet  I am  intrigued  by  the  subject. 
Shall  I surrender  all  interest  and  pass  the 
buck  to  somebody  else?  George,  yes  or  no? 

Mr.  Winchester: 

What  is  the  last  thing? 
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Chairman  Lovett: 

Should  I surrender  all  interest  and  pass 
the  buck  to  someone  else? 

Mr.  Winchester: 

I can’t  answer  that  yes  or  no. 

Chairman  Lovett: 

How  about  you,  Jay? 

Mr.  Scott: 

I would  have  to  generalize. 

Mr.  Braun: 

I cannot  answer  yes  or  no. 

Chairman  Lovett: 

I will  say  create  an  agency  account  with 
a bank. 

Dr.  Frelick: 

I think  Mr.  Braun  made  a very  interest- 
ing point,  which  is  quite  important  to  many 
of  us.  As  you  well  know,  the  doctors  are 
the  only  group  not  included  under  Social 
Security.  I would  be  interested  in  the 
panel’s  feelings  about  this  subject.  Are  we 
being  foolish  in  not  being  under  Social 
Security?  And  if  so,  what  arguments  can 
those  of  us  who  would  benefit  the  most  use 
to  persuade  the  older  doctors  that  we  should 
be? 

Chairman  Lovett: 

I take  it  from  your  remarks  that  there  is 
a difference  in  the  ranks  of  the  doctors 
themselves  on  the  subject. 

Dr.  Frelick: 

Yes. 

Chairman  Lovett: 

I am  afraid  we  couldn’t  answer  that.  But 
I think  that  we  would  all  say  that  we  would 
be  delighted  to  have  the  doctors  participate 
in  the  benefits  of  the  Social  Security  Act. 

Mr.  Winchester: 

Why  don’t  they?  Is  there  any  rea.son 
why  they  don’t? 


Dr.  Frelick: 

The  only  reason  I have  heard  is  that  the 
older  doctors  feel  that  they  would  hke  to 
work  after  retirement  and  would  therefore 
not  receive  the  benefits  if  they  didn’t  work 
after  retirement  and  die  beforehand.  There- 
fore they  wouldn’t  get  them. 

Mr.  Braun: 

May  I suggest  one  of  the  arguments  that 
has  been  presented  very  forecfully  by  your 
own  association  is  that  in  the  Social  Secur- 
ity Law  as  now  set  up  there  is  a definite 
legislative  increase  in  the  tax  to  pay  out 
eventually  these  benefits  that  are  continu- 
ing to  increase.  Now,  doctors  have  the  same 
status  as  professional  men,  would  have  the 
same  status  under  the  Social  Security  Law 
as  any  self-employed  individual,  which 
means  that  as  an  employee  of  a company  I 
am  only  paying  one-half  of  my  tax  and  my 
employer  is  paying  the  other  half.  And  to- 
day I am  paying  my  half  of  the  tax  which 
is  two  and  a quarter  per  cent.  As  that  pro- 
jection goes  on,  as  it  is  written  in  the  orig- 
inal law,  that  tax  is  going  to  be  four  or  five 
times,  and  it  is  going  to  have  to  be  four  or 
five  times  that  amount. 

So  the  professional  doctor  has  said,  let’s 
look  at  the  time  when  we  are  going  to  have 
to  pay  those  higher  taxes,  without  having 
the  advantage  of  having  some  employer 
share  the  cost  with  us.  And  they  think  that 
they  can  do  better  with  their  funds  by  tak- 
ing advantage  of  this  retirement  income 
credit,  for  example,  that  has  been  written 
into  the  law  to  give  the  doctors  a certain 
advantage  at  retirement.  That  doesn’t  give 
the  estate  the  advantages  of  life  insurance, 
but  it  does  give  that  particular  advantage. 
And  that  is  one  of  the  reasons  and  the  main 
reason  that  the  American  Medical  Associa- 
tion as  a rule  has  been  oppo.sed  to  being 
included  under  the  Social  Security  program. 
And  that  would  become  very  costly  if  it 
projects  into  1990  as  expected. 

Chairman  Lovett: 

Thank  you  very  much. 

Dr.  Washburn,  do  you  have  a question? 

(Continued  on  page  24) 


Januaky,  1958 


Delaware  State  Medical  Journal 


23 


+ 


^ L i 


o r i a 


+ 


MEDICAL  ECONOMICS 


The  recent  reader’s  poll  conducted  by 
The  Journal  disclosed  two  interesting  facts. 
The  majority  of  those  who  answered  the 
questionnaire  are  regular  readers  of  the 
New  England  Journal  of  Medicine.  They 
desire  that  the  Delaware  State  Medical 
Journal  publish  articles  concerned  with 
business  in  general  as  well  as  the  business 
side  of  medicine. 

Independently,  President  Murray  ar- 


ranged an  outstanding  program  for  the 
Annual  Meeting.  Papers  on  business  sub- 
jects presented  by  prominent  Wilmington 
businessmen  were  featured. 

We  are  happy  to  present  in  this  issue  the 
symposium  “The  Doctor’s  Investment  Pro- 
gram”. It  is  hoped  that  this  will  be  the  be- 
ginning of  a series  of  articles  on  business 
subjects.  This  is  your  Journal. 


ARTERIAL  HYPERTENSION 


Since  the  acceptance  of  the  sphygmo- 
manometer into  clinical  medicine  over  fifty 
years  ago,  elevation  of  the  blood  pressure 
has  become  a subject  of  increasing  and 
major  importance.  In  this  time,  little  prog- 
ress has  been  made  in  its  treatment.  With 
the  exception  of  those  few  individuals  in 
whom  a cause  can  be  discovered  and  reme- 
died (coarctation  of  the  aorta,  pheochromo- 
cytoma,  unilateral  renal  disease,  Cushing’s 
syndrome)  the  treatment  has  for  the  most 
part  been  symptomatic  and  unsatisfactory. 


Thirty  years  ago  it  was  demonstrated 
that  limitation  of  salt  intake  was  beneficial 
in  this  condition.  Because  of  various  fac- 
tors, however,  this  method  was  not  consid- 
ered to  be  satisfactory.  Recently,  a com- 
bination of  laboratory  and  clinical  investi- 
gation has  resulted  in  a simple  practical 
means  of  lowering  the  blood  pressure 
through  utilization  of  this  basic  principle. 

The  Journal  is  happy  to  present  an  early 
evaluation  of  this  method. 


24 

Dr.  Washburn: 

Mr.  Chairman,  I would  like  to  say  to  this 
group  that  in  the  Journal  of  the  American 
Medical  Association  for  this  week  this  sub- 
ject is  discussed  fully  and  the  reasons  why 
organized  medicine  is  opposed  to  being 
required  to  come  under  the  provisions  of 
Social  Security  are,  first,  that  anyone  who 
is  a Doctor  of  Medicine  may  elect  to  put 
himself  under  the  provisions  of  Social 
Security  if  he  so  desires.  That  is  one  thing. 
Well,  that  is  a statement  in  itself. 

Secondly,  that  the  overwhelming  reason 
why  the  American  Medical  Association  and 
by  action  of  its  House  of  Delegates  on  more 
than  one  occasion,  and  by  action  of  the 
Board  of  Trustees  has  voted  against  it,  is 
that  in  general  the  American  Medical  Asso- 
ciation considers  that  Social  Security  is  one 
more  of  these  very  powerful  weapons  which 
eventually  is  going  to  take  us  as  a people 
into  a socialistic  state. 

Now,  these  other  reasons  that  have  been 
advanced  by  doctors  is  that  first  of  all  if 
they  are  compelled  to  participate  under  the 
rules  of  Social  Security,  as  a practical  mat- 
ter they  will  be  adversely  and  inequitably 
affected  financially  because,  as  a practical 
matter,  most  of  the  doctors  who  do  survive 
to  65  and  older  continue  to  practice  and 
therefore  will  be  compelled  to  pay  the  rates 
and  not  be  permitted  to  reap  the  benefits 
which  are  available  to  those  who  have  been 
in  industry.  Those  are  the  financial  reasons. 

But  the  underlying  reasons  are  as  I have 
expressed,  that  we  feel,  and  I agree,  that 
this  represents  that  which  has  been  done 
in  other  countries  and  has  inevitably  led 
them  toward  that  which  we  feel  is  some- 
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thing  which  we  wish  to  avoid  in  our  coun- 
try. 

Thank  you,  sir. 

Chairman  Lovett: 

Thank  you.  I believe  if  I am  not  mis- 
taken that  the  Ministers  of  the  Gospel  have 
the  right  to  make  a choice  now  of  their 
own  as  to  whether  or  not  they  go  in  or  stay 
out.  And  I presiune  that  is  what  you  mean, 
that  the  option  could  be  left  to  the  doctors. 

Mr.  Washburn: 

Yes. 

Chairman  Lovett: 

But  not  to  make  it  compulsory  for  the 
whole  profession. 

Mr.  Washburn: 

That  is  it. 

Dr.  Frelick: 

Are  the  bankers  included  and  if  so  are 
they  fearful  of  socialism? 

Chairman  Lovett: 

Yes,  we  are  included  in  the  Social  Secur- 
ity Act,  not  by  reference  to  ourselves  but 
automatically.  We  are  all  under  the  Social 
Security  system,  and  are  contributors  as 
well  as  beneficiaries. 

I don’t  think  the  subject  of  the  reach  of 
government,  which  is  of  great  concern  to 
the  bankers,  by  the  way,  in  all  of  its 
aspects,  was  particularly  a subject  for  con- 
sideration in  that  respect. 
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SEARLE 


o/?viW(/nc&o... 


a superior  psychocliemical 

for  the  management  of  both 
minor  and  major 

emotional  disturhances 


dihydrochloride  brand  of  thiopropazate  dihydrochloride 


• more  effective  than  most  potent  tranquilizers 

• as  well  tolerated  as  the  milder  agents 

• consistent  in  effects  as  few  tranquilizers  are 


Dartal  is  a unique  development  of  Searle  Research, 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  dangerous  toxic  reactions.  Drowsiness 
and  dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients, 
but  in  almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity,  in  diseases  with  strong  psychic  overtones  such  as  ulcera- 
tive colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  • In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 


why  Dimetaneis  the  best  reason  yet  for  you  to  re-examin< 
the  antihistamine  you’re  now  using  » Milligram  for  viuiigrani 


DIMETANE  potency  is  unexcelled,  dimetane  has  a therapeutic  index  unrivaled  by  ar 


other  antihistamine— a relative  safety  unexceeded 
by  any  other  antihistamine,  dimetane,  even  in  very 
low  dosage,  has  been  effective  when  other  antihis- 
tamines have  failed.  Drowsiness,  other  side  effects 
have  been  at  the  very  minimum. 

» unexcelled  antihistaminic  action 

Diagnosis 

No.  of 
Patients 

Response 

Side  Effects 

Allergic 

rhinitis  nnd  va$o* 
motor  rhinitis 
Urticaria  and 
angioneurotic 
edema 
Allergic 
dermatitis 
Bronchial  asthma 
Pruritus 

30 

3 

2 

1 

t 

Excellent 

Good 

Fair 

Negative 

Slight  Drowsiness  l|l 

Dl:ty  (1)  II 

Slight  Drowsiness  llj 

14 

1 

9 

1 

1 

1 

s 

1 

1 

2 

Total 

37 

IS 

13 

7 

2 

Drowsiness  IS) H 
Ditry  (1)  H 

From  ihe  preliminary  Dimetane  Exlenlabs  studies  of  three  Investigators.  Further  clinical  investigations  will  be  reported  as  complilS 

DIMETANE:  «S  PARAQROMDYLAMINE  MALEATE  - EXTENTABS  12  MG.,  TABLETS  4 MG.,  ELIXIR  2 MG.  PER  5 CC. 


1 blanket  of  allergic  protection,  covering  10-12 
liours— with  just  one  Dimetane  Extentab  »dimetane 
Extentahs  protect  patient  for  10-12  hours  on  orw  tablet. 


Periods  of  stress  can  be  easily  han- 
dled with  supplementary  dimetane 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 

A.  H.  ROBINS  CO.,  INC. 


Dosage: 

Adults-^One  or  two  A-mg.  tabs, 
or  two  to  fotir  teaspoonfulo 
Elixir,  three  or  four  times  daily. 
One  Extentab  q.8^12  h, 
or  twice  daily. 
Children  over  6— One  tab, 
or  two  teaspoonfuh  Elixir  t.i.d, 
or  q.i.d.,  or  one  Extentab  q.l2h. 
Children  J-tf— tab, 
or  one  teaspoonful  Elixir  t.i.d. 


Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878 


■ Relieves  cough  quickly  and  thor- 
oughly ■ Effect  lasts  six  hours  and 
longer,  permitting  a comfortable 
night’s  sleep  ■ Controls  useless 
cough  without  impairing  expecto- 
ration ■ rarely  causes  constipation 

■ And  pleasant  to  take 


Syrup  and  oral  tablets.  Each  teaspoon- 
ful or  tablet  of  Hycodan*  contains  5 mg. 
dihydrocodeinone  bitartrate  and  1.5  mg. 
Mesopin.t  Average  adult  dose;  One  tea- 
spoonful or  tablet  after  meals  and  at 
bedtime.  May  be  habit-forming.  Avail- 
able on  your  prescription. 


with  Homatropine  Methylbromide) 


(Dihydrocodeinone 


ENDO  l!)I^B  OR  ATOPIES 

Richmond  Hill  18,  New  York 


t BRAND  OP  HOMATROPINt  METHYLBROMIDE 
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symptomatic  relief ...  plus! 


ACHROCIDIN  is  3 well-balanced,  comprehensive  formula  for 
treating  acute  upper  respiratory  infections. 

Debilitating  symptoms  of  malaise,  headache,  pain,  mucosal 
and  nasal  discharge  are  rapidly  relieved. 

Early,  potent  therapy  is  offered  against  disabling  complications 
to  Avhich  the  patient  may  be  highly  vulnerable,  particularly 
during  febrile  respiratory  epidemics  or  when  questionable  middle 
ear,  pulmonary,  nephritic,  or  rheumatic  signs  are  present. 

ACHROCIDIN  is  Convenient  for  you  to  prescribe — easy  for  the 
patient  to  take.  Average  adult  dose:  two  tablets,  or  teaspoonfuls 
of  syrup,  three  or  four  times  daily. 


tablets 

ACHROMYCIN  ® Tetracycline  . 125  mg. 


Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 


Bottle  of  24  tablets 

syrup 

Each  teaspoonful  (5  cc.)  contains: 
ACHROMYCIN  ® Tetracycline 

equivalent  to  tetracycline  HCl  125  mg. 


Phenacetin 120  mg. 

Salicylamide 150  mg. 

Ascorbic  Acid  (C) 25  mg. 

Pyrilamine  Maleate 15  mg. 

Methylparaben 4 mg. 

Propylparaben 1 mg. 


Available  on  prescription  only 


LEDERLE  laboratories  division,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 


•Reg.  U.  S.  Pal.  Oil. 
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diagnosis:  hypertension,  moderate  to  severe 


prescribed: 


(Rauwolfia  Serpentina  and  Protoveratrines  A & B Combined) 


because^immeifFal&lowering  of  blood  pressure  is  imperative 


Kauwolfia  Serperrtma's  gradual  tranquilizing  and  pra- 
longed  hypotenjive  effect  combines  with  faster-acting, 
more  potent  Protoveratrine  for  effective  theropy  with  a 
minimum  of  risic.  Each  of  the  agents  appears  to  poten- 
tiate the  other's  hypotensive  activity  and  produce  ben- 
eficial vasodilitation,  without  ganglionic  or  adrenergic 
blockade  . . . without  direct  smooth  muscle  depression 
and  without  deranging  those  mechanisms  which  control 
blood  distribution  and  which  normally  prevent  postural 
hypotension. 

Relief  of  symptoms  is  produced  rapidly,  blood  pressure 
is  lowered  and  tranquility  ensues  . . . with  o minimum 
of  side  effects. 


supplied;  in  bottles  of  100  and  1000  tablets,  each  containing  SO  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratiines  A and  B (the  chemicalty 
standardized  atkaloid  of  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 


VALE)  the  vale  chemical  company,  INC.  allentown,  pa. 


PHARMACEUTtCALS 


•Trade  Mark 
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To  cut  daytime  lethargy 
(and  l^rauwolfia  potency) 
in  treatment 
of  hypertension: 


for  your  hypertensives 
who  must  stay  on  the  job 

Harmonyr 

while  the  drug  works  effectively  . . . 
so  does  the  patient 

♦Trodemork  for  Deserpidine,  Abbott 

1 . Comporotive  Effects  of  Vorious  Rauwotflo  Alko- 
loids  in  Hypertension;  submitted  for  publication. 


Additional  clinical  evidence’  supports 
the  view  that  Harmonyl  offers  full 
rauwolfia  potency  coupled  with  much 
less  lethargy.  In  a new  comparative 
study  Harmonyl  was  given  at  the 
same  dosage  as  reserpine  and  other 
rauwolfia  alkaloids.  Only  one 
Harmonyl  patient  in  20  showed 
lethargy,  while  11  patients  in  20 
showed  lethargy  with 
reserpine;  10  in  20  with 
the  alseroxylon  fraction. 

712291 


NO  WAITIN 


response  to 
reserjpine  alone 


in  anxiety  and  hypertension 
NEW  fast-acting 

®®Harmonyl-N' 

(Harmonyl'*  and  Nembutal  ”0 

Calmer  days,  more  restful  nights  starting  first  day 
of  treatment,  through  synergistic  action  of 
Harmonyl  (Dcserpidine,  Abbott)  and  Nemi5UTAl 
(Pentobarbital,  Abbott).  Lower  therapeutic 
doses,  lower  incidence  of  side  effects.  Each 
Harmonyl-N  Filmtab  contains  30  mg.  Nembutal 
Calcium  and  0.25  mg.  Harmonyl.  Each 
Harmonyl-N  Halj-Strengt!}  Filmtab  combines 
15  mg.  Nembutal  Calcium  and 
0.1  mg.  Harmonyl.  Qttott 


A 

M 

E 

F 


I 


! 


(^Filmtab  Film  sealed  tablets,  Abbott,  pat.  applied  for 
foioeo  ^Trademark 
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new 

“flavor-timed” 
dual-action 
coronary  vasodilator 


TRADEMARK 


ORAL 

for  Sustained  coronary  vasodilation  and 
protection  against  anginal  attack 

SUBUNGUAL 

for  Immediate  relief  from  anginal  pain 


DILCORON  contiiins  two  highly  efficient  vasodilators 
in  a unique  core-and-jacket  tablet. 

Glyceryl  trinitrate  (nitroglycerin)— 0.4  mg.  (1/150  grain) 

is  in  the  outer  jacket— held  under  the  tongue  until 
the  citrus  flavor  disappears ; provides 
rapid  relief  in  acute  or  anticipated  attack. 

The  middle  layer  of  the  tablet  is 
the  citrus  “flavor-timer.” 

Pentaerythritol  tetranitrate  — 1 5 mg.  (1/4  grain)  is  in  the 

inner  core— swallowed  for  slow  enteric 
absorption  and  lasting  protection. 

For  continuing  prophylaxis  patients  may 


Bottles  of  100. 


swallow  the  entire  Dilcoron  tablet. 
Average  prophylactic  dose:  l tablet  four  times  daily. 

Therapeutic  dose:  l tablet  held  under  the  tongue 
until  citrus  flavor  disappears,  then  swallowed. 


LABORATORIES 

NEW  YOK  18.  N.  Y 
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Achrostatin  V combines  AcHROMYcmt  V . . . 

the  new  rapid-acting  oral  form  of 
AcHROMYCiNt  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course 
of  antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg.  tetracycline 
HCl  equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin, 
dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per  day) 
in  the  average  adult  is 
4 capsules  of  Achrostatin  V 
per  day,  equivalent  to 
1 Gm.  of  Achromycin  V. 

*Tradcmark 
fReg.  U.  S.  Pat.  Off. 


LEOERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 
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FRAIM’S  DAIRIES 

STfuce  J900 

GOLDEN  GUERNSEY  MILK 

Wilmington,  Del.  Phone  6-8225 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  w^.)the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation...  with  PATHILON  (25  wg'.)the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


^Trademark  ® Registered  Trademark  for  Tridlhexethyl  Iodide  Lederle 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin: 

widely  used 
natural,  oral 
estrogen 


AYERST  I.AnORATORIKS 
New  York,  N.  Y.  • MonUcal,  Canada 
5645 


January,  1958 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  ll.  Pa. 


COME  FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 
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in  bronchial  asthma  and  respiratory  allergies 


specify  the  buffered  ‘‘predni-steroids” 
to  minimize  gastric  distress 


combined  steroid-antacid  therapy . . . 


‘Co-Deltra’  or  ‘Co-Hydel- 
tra’  provides  all  the  bene- 
fits  of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing — and 
smoother  control— in  bron- 

, . , i_i_  of  prednisone  or 

chial  asthma  or  stubborn  prednisolone,  plus 
respiratory  allergies.  300  mg.  of  dried 

^ . aluminum 

SUPPLIED:  Multiple  Compressed  hvdroxide 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy-  , 5Q 
deltra’  in  bottles  of  30,  100,  and  magnesium 

trisilicate. 


500. 


•CO-DELTRA’  and  ’CO-HYDELTRA’  are 
resUlered  trademarks  0/  Merck  & Co..  Inc. 


Co  Deltra 


^Prednisone  buffered) 


CoDrdeltra 

(Prednisolone  buffered) 


MERCK  SHARP  a DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA. 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much  AIVIPLUS 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
M and  minerals 


Fm  too  little 


STIMAVITE® 

stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


Fm  simply  two 


OBRON® 

a nutritional  buildup  for  the  OB  patient 

OBRON^ 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  Fm  getting  brittle 


NEOBON^ 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 
Fll  never  make  it  up 
that  high 


ROETINIC® 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA^ 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


(Prescription  information  on  request) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


relaxes 

both 

mind 


muscle 

\\  ithout 
impairing 
mental 
or  physical 
efficiency 


non  toxic  / no  blood  dyscrasias,  lit  er  toxicity, 
Parkinson-like  syndrome  or  nasal  stuffiness  / 
well  suited  for  prolonged  therapy 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets.  Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

For  anxiety,  tension  and  muscle 
spasm  in  everyday  practice. 

Milt  own 

tranquilize?-  with  muscle-relaxant  action 

2 - me  thyl-2-n- propyl*  1,3-propanediol  dicarbamate 


ft 

I HE  ORICUNAL  MEPROBAMAl  E 

DISCOVERED  INTRODUCED  BY 

WALLACE  LABORALORIES 

NEW  BRUNSWICK,  NEW  JERSEY 

CM. 6058 


Anxiety  of  pregnancy 


‘Miltown’  therapy  resulted  in  complete 
relief  from  symptoms  in  88%  of  pregnant 
women  complaining  of  insomnia,  anxiety, 
and  emotional  upsets.* 

‘Miltown’  (usual  dosage:  400  mg. 
q.i.d.)  relaxes  both  mind  and  muscle  and 
alleviates  somatic  symptoms  of  anxiety, 
tension,  and  fear. 

‘Miltown’  therapy  does  not  affect  the 
autonomic  nervous  system  and  can  be 
used  with  safety  throughout  pregnancy.* 


*Delajsky,  H.  A., 

Breslow,  S. 
and  Shangold,  J.  E.: 
Meprobamate  in  pregnancy. 
Ohst.  & Gynec. 

9 :70.S,June  1957. 


Miltowir 


THE  ORIGINAL  MEPROBAMATE 
DISCOVERED  & INTRODUCED  BY 
\7/”wALLACE  LABORATORIES 
NEW  BRUNSWICK,  NEW  JERSEY 
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I HAVOftCn 

ChildrsnsSi'i 


aspirin 


A8  tablets 


+o  "f  rierids 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25 Bottle  of  48  tablets  (IK  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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For  Speedier  Return  To  Normal  Nutrition 


and  the  Protein  Need 


in  Renal  Disease 


opinion  holds  that  during  the  nephrotic 


state — provided  the  kidneys  are  capable  of  excreting 
nitrogen  in  a normal  manner — the  patient  should  be 
given  a diet  high  in  protein  (1.5  to  2 grams  per  kilogram 
of  body  weight  daily) . The  purpose  of  such  a diet  is  to 
replace  depleted  plasma  protein  and  to  increase  the 
colloidal  osmotic  pressure  of  the  blood. 

Sharp  restriction  of  dietary  salt  appears  indicated 
only  in  the  presence  of  edema,  but  moderate  restriction 
is  usually  recommended. 

Lean  meat  is  admirably  suited  for  the  diets  pre- 
scribed in  most  forms  of  renal  disease.  It  supplies  rela- 
tively large  amounts  of  high  quality  protein  and  only 
small  amounts  of  sodium  and  chloride.  Each  100  Gm. 
of  unsalted  cooked  lean  meat  (except  brined  or  smoked 
types;  provides  approximately  30  Gm.  of  protein,  and 
only  about  100  mg.  of  sodium  and  75  mg.  of  chloride. 

In  addition  to  its  nutritional  contributions  meat 
fulfills  another  advantageous  purpose:  It  helps  make 
meals  attractive  and  tasty  for  the  patient  who  must 
rigidly  adhere  to  a restricted  dietary  regimen. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  tlie  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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about 

46  CALORIES 


per  1 8 gram  slice 


BREAD 


INGREDIENTS 


WHEAT,  WHOIE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


ECKERD’S 

DRUG  STORES 


COMPLETE 

DRUG  SERVICE 


FOR 


PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 


900  Ora 

5 1 3 Market  Street 
Fairfax 
Manor  Park 
Merchandise  Mart 


ge  Street 

723  Market  Street 
3002  Concord  Pike 
' DuPont  Highway 
Gov.  Printz  Blvd. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


in  spastic 

and  irritable  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  v/idely  prescribed  tranquilizer. . . helps  control  the 
“emotional  overlay’  of  soastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 

and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Trademark  ® Registered  Trademark  for  Tridlhexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycih)  and  Nystatin  (Mycostatin)  Sumyein  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in"  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumyein)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


CapsulcH  (250  mt;.  250,000  u.).  bottles 
of  16  anil  100.  fIalf‘Strrtiplh  Ca]}8ulcn 
(126  mjf./126.000  u.),  bottles  of  16 
an<l  100.  SttsprnmOn  (126  mK./126.000 
u.),  2 07..  bottles.  Pediatric  Propa  (100 
mjf./lOO.OOO  u.),  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 
TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 

• • • • 

• • • • • 

• • 

• • • • • 

• 

• 

Monilial  overgrowth  (rectal  swab) 

None  4^  Scanty  0 Heavy 

Childs.  A.  J.  British  M.  J.  1:660  1956. 
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AMES 

CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


■'i 


just  wet , 


. . . and  read 


(Joes  proteinuria  occur  more  frequently  in  any  type 
of  heart  failure— myocardial  hypertrophy,  mitral  valve, 
coronary  artery,  aortic  valve  or  hypertensive  heart  disease? 

No.  The  incidence  of  proteinuria  is  about  equal  among  the  various 
types  of  cardiac  patients  in  failure. 

Source— Race,  G.  A.;  Scheifley,  C.  H.,  and  Edwards,  J.  E.;  Circulation  13:i29,  1956. 


first  colorimetric  test  for  proteinuria 

ALBUSTIX 


TRAOEMAR  K 


Reagent  Strips.  Bottles  of  120. 


also  available  as 

ALBUTEST* 


Reagent  Tablets.  Bottles  of  100  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto  45558 


in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 


t Tk 


Compazine 


the  tranquilizer  and  antienietic 
reniarhahle  for  its  freedom  from 
drowsiness  and  depressing  effect 


Available:  Tablets,  Ampuls,  Span- 
sule*^  sustained  release  capsules, 
Syrup  and  Suppositories. 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


Sulitli  Kline  & French  Laboratories,  Philadelphia 
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BRAIN  TUMORS  IN  CHILDREN 


A TOO  COMMON  OCCURRENCE 


Complete  Contents  on  Page  iv 


QUALITY  / RESEARCH  / INTEGRITY 


Enhances  the  “prime  of  life” 


' ' Ill'll  UIIIMI  W 


ESTABLISHE 


COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

In  a recent  report  of  five  years’  experience  involving  2,142  patients, 
the  authors  conclude  that  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  is  a valuable  and  effective  antibiotic  in  the  treatment 
of  various  acute  infectious  diseases.^ 

Other  current  reports  of  in  vivo  and  in  vitro  studies  agree  that 
CHLOROMYCETIN  has  maintained  its  effectiveness  very  well 
against  both  gram-negative^"®  and  gram-positive^’®"^®  organisms. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged 
or  intermittent  therapy. 


REFERENCES  (1)  Woolington,  S.  S.;  Adler,  S.  J.,  & Bower,  A.  G.,  in  Welch,  H.,  & Marti- 
Ibanez,  E:  Antibiotics  Annual  1956-1957,  New  York,  Medical  Encyclopedia,  Inc., '>1957,  p.  365. 
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21:563,  1957.  (7)  Petersdorf,  R.  G.;  Bennett,  I.  L.,  Jr.,  & Rose,  M.  C.:  Bull.  Johns  Hopkitts  Hosp. 
100:1,  1957,  (8)  Royer,  A.:  Changes  in  Resistance  to  Various  Antibiotics  of  Staphylococci  and  Other 
Microbes,  paper  presented  at  Fifth  Ann.  Symp.  on  Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957, 
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IN  VITRO  SENSITIVITY  OF  MIXED  PATHOGENS  TO  CHLOROMYCETIN 
AND  4 OTHER  WIDELY  USED  ANTIBIOTICS^ 


1= 


t 


1 


CHLOROMYCETIN  88% 


ANTIBIOTIC  A 76% 


t 


1 


ANTIBIOTIC  B 62% 


1 


ANTIBIOTIC  C 56% 


ANTIBIOTIC  D 53% 


60 


80 


100 


^Adapted  from  Ditmore  and  Lind.“  Organisms  tested  were  isolated  from  stools  of  48  patients. 
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AOH  ROCI  DIN 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  capable  of  modifyinf; 
the  course  of  common  upper  respiratory  infections  . . . 
particularly  valuable  during  respiratory  epidemics;  when 
bacterial  complications  are  likely;  when  patient's  history 
is  positive  for  recurrent  otitis,  pulmonary,  nephritic,  or 
rheumatic  involvement. 

Adult  dosage  for  Achrocidin  Tablets  and  new  calTeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  l^iu’cir  coated)  Each  Tablet  contains: 


Achromycin'S)  Tetracycline  125  mg. 

I’henacetin 120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Bottles  of  24  and  100. 


SYRUP  (leinon-linie  flavored)  Each  teaspoonful  (5  cc.) 


contains: 

AchromvcinS)  Tetracycline 

equivalent  to  tetracycline  nCl  125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 tng. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


malaise  . 

chilly  sensations 

low-grade  fever 

headache 

muscular  pains 

pharyngeal  and  nasal 

discharge 


rapidly  relieves  thejA 


debilitating  symptoms 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
♦Trademark 


*as  adjunctive  therapy  only 


TNE  FIRST  TROCHE  TO  PROVIDE 
THREEFOLD  RENEFITS 


NON-NARCOTIC  ANTITUSSIVE  EFFICACY 
SHOWN  TO  APPROXIMATE  THAT  OF  CODEINE 


With  the  addition  of  a non-narcotic  antitussive 
to  troche  medication,  ‘Pentazets’  provides 
a new  and  extended  therapeutic  advantage  in 
this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combined 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  threefold 
relief  in  a variety  of  throat  irritations. 

And  ‘Pentazets’  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 

‘PENTAZETS’  contains: 

• Homarylamine—a.  new  non-narcotic  antitussive  with  cough 
control  shown  to  approximate  that  of  codeine.  • Bacitracin- 
Tyrothricin-Neomycin  — a combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine—a  local  anesthetic  for 


ND  NOW  COUGH  CONTROL  TOO 


soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas. 

Supplied:  Vials  of  12. 


Each  ‘PENTAZETS*  troche  contains: 


Homarylamine  hydrochloride  20  mg. 

Zinc  Bacitracin 60  units 

Tyrothricin 1 mg. 

Neomycin  sulfate  6 mg. 

(equivalent  to  3.5  mg.  neomycin  base) 
Benzocaine 5 mg. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


A.  H.  ROBINS  CO..  Inc.,  RICHMOND  20.  VA. 

Ethical  Pharmaccuticaln  of  Merit  since  187H 


Published  reports  confirm— 


BETTER  PAIN  RELIEF 


than  with  a standard 
APC  formula*. . . 


In  a recent  controlled  study,*  Phenaphen  ' 

was  found  more  effective  than  a standard  aspirin- 
phenacetin-cafleine  formula  for  relief  of 
moderate  to  severe  pain  . . . with  total  freedom 
from  side  effects  and  from  any  tendency 
to  induce  drowsiness. 


♦Murray,  R.  J.:  N.  Y.  State  JI.  Med.  53:1867,  1953. 


Each  PHENAPHEN  capsule  contains  — 

Acetylsalicylic  Acid  (2VS  gr.)  . 162  mg. 

Phenacetin  (3  gr.) 194  mg. 

Phenobarbital  (*4  gr.) 16.2  mg. 

Hyoscyamine  Sulfate 0.031  mg. 

A/so  available  — 

PHENAPHEN  with  CODEINE  PHOSPHATE  'A  GR. 
Phenaphen  No.  2 

PHENAPHEN  with  CODEINE  PHOSPHATE  'A  GR. 

Phenaphen  No.  3 

PHENAPHEN  with  CODEINE  PHOSPHATE  1 GR. 
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N0W...A  NEW  TREATMENT 


< 


CARDILATE 


for 


r 

L 


‘Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F„  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


*'Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


now... 


unprecedented 

Sulfa 

therapy 


New  authoritative  studies  show  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
recommended  earlier.*  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  main- 
tenance of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentra- 
tions within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tab- 
let) per  day  offers  optimum  convenience  and 
acceptance  to  patients 


NEW  DOSAGE 

The  recommended  adult  dose  is  1 Gm.  (2  tab- 
lets or  4 teaspoonfuls  of  syrup)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In 
severe  infections  where  prompt,  high  blood 
levels  are  indicated,  the  initial  dose  should  be 
2 Gm.  followed  by  0.5  Gm.  every  24  hours. 
Dosage  in  children,  according  to  weight ; i.e., 
a 40  lb.  child  should  receive  14.  of  the  adult 
dosage.  It  is  recommended  that  these  dosages 
not  be  exceeded. 

Tablets ; 

Each  tablet  contains  0.5  Gm.  (7%  grains)  of  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100  tablets. 

Syrup ; 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1 Nichols,  R.  L.  and  Finland,  M.:  J,  Clin.  Med.  49:410,  1957. 


LEDERLE  laboratories  division,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
•Reg.  U S.  Pot.  Oil. 
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of  infant  feeding ; 

Standard  formulas  for  NEWBORNS 

Breast  feeding  is  the  procedure  of  choice  for  I 
the  newborn.  But  it  may  need  to  be  comple- 
mented with  standard  formulas  given  here. 

The  first  feeding,  12  hours  after  birth,  consists 
of  a prelacteal  solution  of  5%  Karo  S^up,  one  ; 
or  two  ounces,  repeated  at  two-hour  intervals,  i 
Breast  feeding  is  started  on  the  second  day  for  ! 
five-minute  intervals  and  the  prelacteal  feed- 
ing continued  immediately  thereafter  and 
between  nursings. 

Formula  feeding  is  given  on  the  second  day  if 
breast  feeding  is  denied.  The  small  infant 
prefers  the  three-hour  schedule  and  the  large 
infant  the  four-hour  schedule.  - 

The  initial  formula  is  a low-caloric  milk  mix-  u 
ture,  gradually  increased  in  concentration  j 
over  several  day  intervals  according  to  toler-  i 
ance.  Standard  formulas  for  whole  cow’s  milk  / 
or  evaporated  milk  modified  with  diluted  f 
Karo  Syrup  as  shown  here,  constitute  the 
dietary  regimen  for  well  newborns.  I 

First  formulas  for  newborns,  j 

concentrated  according  to  tolerance  [ 

Evaporated  Milk  Formulas;  3 oz.  q 4h  x 6 feedings 

FORMULA  1 FORMULA  II  FORMULA  III 

12.5  cals./oz.  16  cals./oz,  20  cals./oz. 


Evap.  Milk  . . 4 oz.  5 oz.  6 oz. 

Water 14  oz.  13  oz.  12  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz.  1 oz. 


Whole  Cow's  Milk  Formulas;  3 1/2  oz.  q 4h  x 6 feedings 


FORMULA  I FORMULA  II 

11  cals./oz.  11.5  cals./oz. 


Whole  Milk  . . 8 oz.  9 oz. 

Water 12  oz.  11  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz. 


FORMULA  III 
13.5  cals./oz. 
10  oz. 

10  oz. 

1 oz. 


ADVANTAGES  OF  KARO  IN  INFANT  FEEDING 


CoW.'pOS'lt'lOTll  Karo  is  a su- 
perior maltose-dextrin  mixture 
because  the  dextrins  are  non-fer- 
mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  digestion. 

Concentration:  voi  ume  for 
volume  Karo  furnishes  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Purity:  Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

Low  Cost:  Karo  costs  l/6th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 


\ Medical  Division 

CORN  PRODUCTS  REFINING  COMPANY 
1 7 Battery  Place,  New  York  I,,N.Y. 


\ 


{ 


I 


i 


when  are 
tranquilizers 
indicated  in 
pediatrics 


Some  doctors  have  questioned  the  use  of  tranquilizers  in  children.  They  feel,  and 
rightly  so,  that  these  drugs  should  not  be  used  as  palliatives  to  mask  distressing 
symptoms,  while  etiological  factors  go  uncorrected.  But  there  are  three  situations  in 
which  even  the  most  conservative  physician  would  not  hesitate  to  use  tranquilizers: 

1.  When  the  usually  well-adjusted  child  needs  a buffer  against  temporary  emo- 
tional stress,  such  as  hospitalization. 

2.  When  a child  needs  relief  from  an  anxiety-reaction  that  is  in  turn  anxiety- 
provoking,  so  as  to  pave  the  way  for  basic  therapy. 

3.  When  anxiety  underlies  or  complicates  somatic  disease,  as  in  asthma. 

In  such  situations,  tranquilizers  are  likely  to  be  more  effective  and  better  tolerated 
than  previously  accepted  therapy,  such  as  barbiturates. 

But  the  question  arises:  which  tranquilizer  is  suitable  for  children? 

Most  of  the  physicians  now  using  tranquilizers  in  pediatric  practice  have  found  the 
answer  to  be  ATARAX,  confirming  the  conclusions  of  repeated  clinical  studies. 


ATARAX  is  effective  in  a wide  range  of  pediatric  indications. 

ATARAX  has  produced  a “striking  response”  in  a wide  range  of  hyperemotive  states.* 
In  a study  of  126  children,  “the  calming  effect  of  hydroxyzine  (ATARAX)  was 
remarkable"  in  90%.*  Among  the  conditions  that  are  improved  with  ATARAX  are 
tics,  nervous  vomiting,  stuttering,  temper  tantrums,  disciplinary  problems,  crying 
spasms,  nightmares,  incontinence,  hyperkinesia,  etc.* 

ATARAX  is  well  tolerated  even  by  children. 

“ATARAX  appears  to  be  the  safest  of  the  mild  tranquilizers.  Troublesome  side 
effects  have  not  been  reported. . . .”* 


ATARAX  offers  two  pediatric  dosage  forms. 

ATARAX  Syrup  is  especially  designed  for  acceptability  by  medicine-shy  youngsters. 
A small  10  mg.  tablet  is  also  available.  In  either  case,  you  will  get  a rapid,  uncom- 
plicated response.  Why  not,  for  the  next  four  weeks,  prescribe  ATARAX  for  your 
hyperemotive  pediatric  patients.  See  whether  you,  too,  don’t  find  it  eminently 
suitable. 


'Documentation  on  request 


ATARAX 

in  any 

hyperemotive 

state 

for  childhood  behavior  disorders 

10  mg.  tablets-3-6  years,  one  tab- 
let t.i.d.;  over  6 years,  two  tablets 
t.i.d.  Syrup— 3-6  years,  one  tsp. 
t.i.d. j over  6 years,  two  tsp.  t.i.d. 


peAce  OF  MIND  ;it;ir;ix’ 


(brand  of  htoroxtzinc) 


Medical  Director 


for  adult  tension  and  anxiety 

25  mg.  tablets— one  tablet  q.i.d. 
Syrup— one  tbsp.  q.i.d. 

for  severe  emotional  disturbances 

100  mg.  tablets— one  tablet  t.i.d. 

for  adult  psychiatric  and  emotional 
emergencies 

Parenteral  Solution- 25-50  mg. 
(1-2  cc.)  intramuscularly,  3-4 
times  daily,  at  4-hour  intervals. 
Dosage  for  children  under  12  not 
established. 

Supplied;  Tablets,  bottles  of  100.  Syrup, 
pint  bottles.  Parenteral  Solution,  10  cc. 
multiple-dose  vials. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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'‘Since  we  put  him  on  NEOHYDRIN  he^s  been 
able  to  stay  on  the  job  without  interruption,' 


oral 

organomercurial 

diuretic 


NEO  HYDRIN 

BRAND  OF  CHLORMERODRIN 


LAKESIDE 


t4«tr 
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REMARKABLE  EFFECTIVENESS  PLUS  A SAFETY  RECORD 
UNMATCHED  IN  SYSTEMIC  ANTIBIOTIC  THERAPY  TODAY 


Actually,  after  almost  six  years  of  extensive  use,  there  has  not  been  a single  report 
of  a serious  reaction  to  erythrocin.  And,  after  all  this  time,  the  incidence  of 
resistance  to  erythrocin  has  remained  exceptionally  low. 

You’ll  find  erythrocin  is  highly  effective  against  the  majority  of  coccal  infec- 
tions and  may  also  be  used  to  counteract  complications  from  f)  H ^ 
severe  viral  attacks.  It  comes  in  Filmtabs  and  in  Oral  Suspension. 


•02069 
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Compocillin-V 


for  those 

peniciilin-sensitive 

organisms 


Indications 

Against  all  penicillin-sensitive 
organisms.  For  prophylaxis  and 
treatment  of  complications  in 
viral  conditions.  And  as  a prophy- 
laxis in  rheumatic  fever  and  in 
rheumatic  heart  disease. 

Dosage 

Depending  on  the  severity  of  the 
infection,  125  to  250  mg.  (200,000 
to  400,000  units)  every  four  to  six 
hours.  For  children,  dosage  is  de- 
termined by  age  and  weight. 

Supplied 

Filmtabs  compocillin-v  (Potas- 
sium Penicillin  V,  Abbott)  come  in 
125  mg.  (200,000  units),  bottles  of 
50;  and  in  250  mg.  (400,000  units), 
bottles  of  25.  Oral  Suspension 
COMPOCILLIN-V  (Hydrabamine 
Penicillin  V,  Abbott),  contains  180 
mg.  per  5-cc.  teaspoonful,  in  40-cc. 
and  80-cc.  bottles. 


807071 
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THE  HIGHER  BLOOD  LEVELS  OF  COMPOCILLIN-V 

-IN  EASY-TO-SWALLOW  FILMTABS  AND  TASTY,  ORAL  SUSPENSION 


units/cc.  16 


Hours 


Now,  with  Filmtab  COMPOCILLIN-v,  patients  get  (and  within  minutes)  fast,  high  peni- 
cillin concentrations.  Note  the  blood  level  chart. 

COMPOCILLIN-v  is  indicated  whenever  penicillin  therapy  is  desired.  It  comes  in 
two  highly-acceptable  forms.  Filmtab  compocillin-v  offers  two  therapeutic  dosages 
(125  and  250  mg.).  Patients  find  Filmtabs  tasteless,  odorless  and  easy-to-swallow. 
For  children,  COMPOCILLIN-V  comes  in  a tasty,  banana-flavored 
suspension.  It’s  ready-mixed  — stays  stable  for  at  least  18  months. 


0L&&x>tt 
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(Ristocetin,  Abbott) 


Indications 


and  when 
coccal  infections 
hospitalize 
the  patient 


SPONTIN  is  indicated  for  treating  gram- 
positive bacterial  infections.  Clinical 
reports  have  indicated  its  effectiveness 
against  a wide  range  of  staphylococcal, 
streptococcal  and  pneumococcal  infec- 
tions. It  can  be  considered  a drug  of 
choice  for  the  immediate  treatment  of 
serious  infections  caused  by  organisms 
resistant  to  other  antibiotics. 

Dosage 

Recommended  dosage  depends  on  the 
sensitivity  of  the  microorganism  and  on 
the  severity  of  the  disease  under  treat- 
ment. For  pneumococcal  and  streptococ- 
cal infections,  a dosage  of  25  mg./Kg. 
per  day  will  usually  be  adequate.  Major- 
ity of  staphylococcal  infections  will  be 
controlled  by  25  to  50  mg./Kg.  per  day. 
However,  in  endocarditis  due  to  rela- 
tively resistant  strains  or  where  vege- 
tations or  abscesses  occur,  dosages  as 
high  as  75  mg./Kg.  per  day  may  be  used. 
It  is  recommended  that  the  daily  dosages 
be  divided  into  two  or  three  eciual  parts 
at  eight-  or  twelve-hour  intervals. 

Supplied 

SPONTIN  is  supi)lied  as  a sterile,  lyophi- 
lized  powder,  in  vials  representing  500 
mg.  of  ristocetin  activity. 


•07070 
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A LIFESAVING  ANTIBIOTIC 


AFTER  OTHER  ANTIBIOTICS  HAD  FAILED 


i 

C 


c 

I 


3 


si’OXTix  comes  to  the  medical  profession  with  a clinical  history  of  dramatic  results 
— cases  where  the  patients  were  given  little  chance  of  survival. 

During  these  careful,  clinical  investigations,  lives  were  saved  after  weeks  (and 
sometimes  months)  of  antibiotic  failures.  These  were  the  cases  where  the  infecting 
organisms  had  become  resistant  to  present-day  therapy.  And,  just  as  important, 
were  the  good  results  found  against  a wide  range  of  gram-positive  coccal  infections. 

Essentially,  spoxtix  is  a drug  for  hospital  use,  for  patients  with  potentially 
dangerous  infections.  In  its  present  form,  spoxtix  is  administered  intravenously 
using  the  drip  technique.  Dosage  may  be  dissolved  in  5%  de.xtrose  in  water  or  in 
any  isotonic  or  hypotonic  saline  solution.  Some  of  the  important  therapeutic  points 
of  SPOXTIX  include : 


successful  short-term  therapy  for  acute  or  subacute  endocarditis 

new  antimicrobial  activity  — no  natural  resistance  to  spoxtix  was  found  in 

tests  involving  hundreds  of  coccal  strains 

antimicrobial  action  against  which  resistance  is  rare  — and  e.xtremely  diffi- 
cult to  induce 


4 bactericidal  action  at  effective  therapeutic  dosages. 
SPOXTIX  is  truly  a lifesaving  antibiotic.  It  could  save  the  life 
of  one  of  your  patients  — does  your  hospital  have  it  stocked? 


dMrott 


To  assure 
good 

nutrition- 


need  not  rely  on  "wishing” 


Each  double-layered  Entozyme 

tablet  contains: 

Pepsin,  N.F.,  250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R  300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  intestine 
from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO..  INC. 

Richmond  20,  Virginia 

[thical  Pharmaceulicalt  of  Merit  since  1878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


For  comprehensive  digestive  enzyme  repiacement 


ENTOZYME 


ins, 


ri6W  for  angina 


{^ENTAC»»YTH»lTOl.  TtTAANITRATC)  (mVOROXY^IHL) 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 


For  angina  patients— perhaps  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAx?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 


Division,  Chas.  Pfizer  & Co,,  Inc. 


Dosage  and  supplied:  begin  with  1 to  2 yellow  cartrax 
“10”  tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optimal  effect  by  switching  to  pink  cartrax  “20”  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 
cartrax  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  petn  preparations 
with  caution  in  glaucoma. 

“Cardiac  patients  who  show  significant  manifestations  of 
anxiety  should  receive  ataractic  treatment  as  part  of  the 
therapeutic  approach  to  the  cardiac  problem.”^ 

I.  Waldman,  S.,  and  Pelner,  L.:  Am.  Pract.  & Digest  Treat.  S:1075  (july)  J957. 
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where  there’s  a cold 

there’s 

CORICIDIN 


when  it’s  a simple  cold 

^ CORICIDIN®  TABLETS 


when  it’s  an  all-over  cold 


CORICIDIN  FORTE 

CAPSULES 


when  infection  threatens  the  cold 

A CORICIDIN  with  PENICILLIN 

TABLETS 


when  pain  is  a dominating  factor 

A CORICIDIN  with  CODEINE 

(gr.  ’/4  or  gr.  V2)  TABLETS  0 

when  children  catch  cold 

^ CORICIDIN  MEDILETS® 


when  cough  marks  the  cold 

CORICIDIN  SYRUP" 

0 Narcotic  for  which  oral  B is  permitted 
© Exempt  narcotic 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


CN.i.|20 


CORICIDIN  FORTE 

CAPSULES 


on  Rx  only 

for  *‘get-up-and-go'* 

METHAMPHETAMINE 

• buoys  spirits  • potentiates  pain  relief  • aids 
decongestive  action 

for  stress  support  VITAMIN  C 

• supplements  illness  requirements  • bolsters 
resistance  to  infection 

for  extra  relief  ANTIHISTAMINE 

• higher  dosage  strength  • optimal  therapeutic 
benefit  • virtually  no  side  effects 


Each  red  and  yellow  CoRiciDiN  Forte 


Capsule  provides: 

Chlor-Trimeton®  Maleate  . . 4 mg. 

(chlox'prophenpyridamine  maleate) 

Salicylamide 0.19  Gm. 

Phenacetin 0.13  Gm. 

Caffeine 30  mg. 

Ascorbic  acid 50  mg. 

Methamphetamine 

hydrochloride 1.25  mg. 


On  Rx  and  cannot  be  refilled  without 
your  permission 

dosage 

One  capsule  every  four  to  six  hours. 
packaging 

Bottles  of  100  and  1000. 


CORICIDIN,®  brand  of  analgesic-antipyretic. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


CN-J.328 
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the  bactericidal  action  makes  the  difference 


In  addition  to  rapid  clinical  re- 
sponse, 'Ilotycin’  provides  the 
important  advantages  only  a bac- 
tericidal antibiotic  can  give  you. 
'Ilotycin’  effectively  eliminates 
strep,  carrier  states,  directly  kills 
pathogens  to  prevent  the  emer- 
gence of  resistant  strains,  and  of- 
fers maximum  assurance  against 
spread  of  infection. 


Also  consider  'Ilotycin’  for  safer 
therapy.  Allergic  reactions  follow- 
ing systemic  treatment  are  rare. 
Bacterial  flora  of  the  intestine  is 
not  significantly  disturbed. 

You  can  achieve  more  complete 
antibiotic  therapy  with  'Ilotycin.’ 
Usual  adult  dosage  is  250  mg. 
every  six  hours. 

♦ 'Ilotycin'  (Erythromycin,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6.  INDIANA.  U.  S^. 
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BRAIN  TUMORS  IN  CHILDREN* 

Philip  D.  Gordy.  M.D.,  Livio  Olmedo,  M.D.  and  Raymond  W,  Hillyard.  M.D. 


The  diagnosis  and  treatment  of  brain 
tumors  in  children  presents  vastly  different 
aspects  than  does  the  tumor  problem  in  the 
adult.  Because  of  the  special  aspects  of 
tumor  diagnosis,  treatment,  tumor  type  and 
prognosis,  a discussion  of  brain  tumors  in 
children  is  felt  to  be  of  value.  Particular 
emphasis  will  be  placed  on  diagnosis  in 
order  that  the  pediatrician  and  general 
physician  will  have  reemphasized  for  them 
the  signs  and  symptoms  which  may  lead  to 
an  early  diagnosis  of  brain  tumor. 

A high  index  of  suspicion  plus  the 
thorough  acquaintance  with  the  significant 
early  signs  of  tumor  will  enable  the  initial 
examining  physician  to  make  what  is  oft- 
times  a difficult  differential  diagnosis.  Brain 
tumor  is  not  a rare  condition  but  is  a rather 
common  problem.  Delay  in  diagnosis  and 
treatment  may  result  from  the  fact  that  the 
tumors  may  mimic  many  of  the  common 
disorders  of  childhood  such  as  gastro-in- 
testinal  involvement  with  persistent  vomit- 
ing. This,  coupled  with  the  fact  that  the 
physician  may  not  realize  the  frequency  of 
brain  tumor,  can  lead  to  a significant  delay 
in  establishing  the  diagnosis  and  instituting 
treatment. 

GENERAL  SYMPTOMATOLOGY 

The  signs  and  symptoms  of  increased  in- 
tracranial pressure  are  the  most  frequently 
observed  manifestations  of  brain  tumors  in 
children.  This  stems  from  the  fact  that 
about  sixty  or  seventy  percent  of  all  intra- 
cranial tumors  in  children  are  located  in  the 
posterior  fossa.®  This  produces  a block  of 
the  cerebro-spinal  fluid  pathways  with  in- 
creased intracranial  pressure  as  one  of  the 
early  signs.  In  dealing  with  children,  and 
particularly  the  younger  child,  the  history 

‘From  the  Neurosurgical  Service  of  the  Delaware  Hospital. 


of  headache,  diplopia  and  certain  other  sub- 
jective feelings  may  be  unobtainable.  It  is 
important  therefore,  that  the  significance  of 
the  following  clinical  manifestations  of  in- 
creased intracranial  pressure  not  be  over- 
looked. 

Headache  — Headache  is  one  of  the  most 
significant  complaints  in  children  as  well  as 
in  adults.  One  should  regard  the  complaint 
of  headache  in  a child  with  a high  index  of 
suspicion.  If  the  child  is  old  enough  to  de- 
scribe the  headache,  -it  may  be  found  to  be 
generalized  or  suboccipital  in  location. 
However,  in  the  younger  child  it  may  sim- 
ply lead  to  marked  irritability,  restlessness 
and  crying. 

Vomiting  — Vomiting  is  probably  one  of 
the  most  significant  signs  encountered  in 
children  with  tumors.  The  vomiting  is  sec- 
ondary to  increased  intracranial  pressure. 
It  may  be  projectile  in  nature,  but  this  is 
not  necessarily  the  case.  It  frequently  is 
not  associated  with  food  intake  and  may 
occur  in  the  early  morning.  The  misinter- 
pretation of  this  most  important  sign  leads 
to  the  most  common  error  in  differential 
diagnosis.  These  children  frequently  are 
studied  and  treated  for  some  period  of  time 
as  varying  types  of  gastro-intestinal  dis- 
orders. Obviously,  not  all  children  with 
vomiting  harbor  a brain  tumor  but  the  in- 
dex of  suspicion  should  be  sufficiently  high 
to  lead  to  a search  for  other  signs  and  the 
carrying  out  of  any  indicated  diagnostic 
studies  to  rule  this  possibility  in  or  out. 

Papilledema  — Papilledema  is  one  of  the 
pathognomonic  signs  of  increased  intra- 
cranial pressure  which  will  lead  immediately 
to  the  diagnosis  of  a brain  tumor.  It  is 
highly  important  that  a funduscopic  exam- 
ination be  carried  out  whenever  such  a 
lesion  is  suspected.  Even  though  the  head 
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may  expand  in  the  very  young  child,  thus 
affording  some  decompression,  papilledema 
may  nevertheless  develop. 

Head  Enlargement  — The  head  will  en- 
large in  the  young  child  in  response  to  in- 
crease in  intracranial  pressure  by  spreading 
of  the  suture  lines.  This  produces  a “cracked 
pot”  sound  on  careful  percussion  of  the 
skull.  In  addition  to  the  widened  suture 
lines,  the  bulging  fontanelle  may  be  easily 
palpated.  This  is  the  same  mechanism 
which  causes  expansion  of  the  skull  in  re- 
sponse to  the  increased  intracranial  pressure 
of  hydrocephalus,  not  on  a neoplastic  basis. 
Special  diagnostic  studies  are  necessary  to 
determine  the  cause  of  the  expanding  head. 

In  addition  to  these  signs  of  generalized 
increase  in  intracranial  pressure  there  are 
certain  focal  neurologic  signs  which  also 
should  lead  to  the  suspicion  of  an  intra- 
cranial tumor.  Since,  as  has  been  men- 
tioned, the  largest  share  of  tumors  in  chil- 
dren are  in  the  posterior  fossa,  these  signs 
will  therefore  relate  primarily  to  the  cere- 
bellum and  neighboring  structures. 

Ataxia  — Ataxia  is  one  of  the  commonest 
manifestation  of  cerebellar  involvement. 
The  ataxia  is  of  a particular  type  known  as 
truncal  ataxia.  The  entire  picture  is  often 
referred  to  as  the  vermis  syndrome.  The 
gait  is  primarily  affected  vdth  a wide  based, 
staggering  ataxic  gait  with  falling  to  either 
side  or  backward.  The  signs  of  peripheral 
ataxia  may  be  minimal  or  absent. 

Nystagmus  — Nystagmus  may  be  seen 
with  the  more  laterally  placed  tumors  such 
as  the  astrocytoma  of  the  cerebellar  hemi- 
sphere and  is  occasionally  present  with  the 
vermis  type  of  tumor.  It  is  usually  a lateral 
nystagmus.  It  may  be  entirely  absent  in 
the  more  frequent  vermis  or  fourth  ventricle 
tumor. 

Head  Tilting  and  Nuchal  Rigidity  — The 
child  with  a posterior  fossa  tumor  fre- 
quently carries  the  head  tilted  toward  the 
side  of  the  tumor,  presumably  to  release  the 
ten.sion  on  the  dura  and  nerve  root  struc- 
tures. As  Walsh  has  pointed  out,  the  head 
may  tilt  to  either  side,  depending  on  the 
particular  combination  of  extraocular 
muscle  palsy  pre.sent.  This  mechani.sm 


serves  to  decrease  the  diplopia.  It  is  not 
commonly  recognized  that  stiffness  of  the 
neck  and  difficulty  in  forward  flexion  of  the 
neck  is  a frequent  and  highly  significant 
sign  of  posterior  fossa  tumor  in  children. 
This  stiffness  is  produced  due  to  traction  of 
the  pain  sensitive  structures  at  the  base 
and,  particularly  in  ependymomas  of  the 
fourth  ventricle,  the  tumor  may  extend 
down  into  the  cervical  spinal  canal  beneath 
the  atlas  and  axis  producing  compression  in 
the  upper  cervical  spinal  cord  and  nerve 
roots.  This  may  lead  to  the  erroneous 
diagnosis  of  poliomyelitis  or  meningitis. 

Isolated  Cranial  Nerve  Palsies  — A VI 
nerve  palsy  is  the  most  commonly  seen 
cranial  nerve  palsy.  This  is  not  a localizing 
sign,  but  is  ordinarily  a sign  relating  to  in- 
creased intracranial  pressure.  The  VI  nerve 
has  the  longest  course  beneath  the  brain 
stem  and  is  presumably  stretched  due  to 
the  displacement  of  tissues  in  response  to 
the  increase  in  intracranial  pressure  pro- 
ducing an  internal  strabismus.  A III  nerve 
palsy  may  occasionally  be  seen. 

Convulsive  Seizures  — The  usual  type  of 
seizures  seen  in  children  with  either  gen- 
eralized or  focal  clonic  movements  is  not 
commonly  seen  in  the  presence  of  brain 
tumor.  So  called  cerebellar  fits  with  opis- 
thotonous  and  retraction  of  the  head  with  a 
deverebrate  type  of  picture  and  abnormali- 
ties of  respiration  and  circulation  may  be 
seen. 

Motor  and  Sensory  Disturbances — In  the 
cerebral  hemisphere  tumors  in  children  one 
may  see  the  various  manifestations  with 
which  we  are  more  familiar  in  the  adult 
patient.  Focal  weakness  of  an  extremity 
with  a paretic  type  of  ataxia  and  possibly 
a hemiparetic  gait  may  occur.  Sensory  dis- 
turbances are  difficult  or  impossible  to  de- 
tect with  tumors  in  this  location;  focal 
seizures  or  generalized  convulsive  seizures 
take  on  a greater  significance.  Aphasia  may 
be  present. 

Multiple  Cranial  Nerve  Palsies — Multiple 
cranial  nerve  palsies,  particularly  in  the 
presence  of  long  tract  sensory  or  motor 
signs,  are  significant.  The  onset  of  a mixed 
picture  such  as  this  with  one  or  both  VI 
nerves  involved,  a facial  palsy  and  perhaps 
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involvement  of  the  lower  cranial  nerve 
group  plus  pyramidal  tract  signs  and  ataxia 
is  the  fully  developed  picture  of  a brain 
stem  tumor.  Not  infrequently  this  picture 
is  erroneously  attributed  to  an  encephalitis. 
Careful  studies  should  be  carried  out  to  rule 
out  the  possibility  of  a brain  stem  tumor  in 
view  of  the  vast  difference  in  treatment  and 
prognosis. 

The  following  is  a brief  outline  of  the 
more  important  brain  tumors  seen  in  chil- 
dren. 

TUMOR  TYPE  AND  LOCATION 

A.  Cerebellum 

1.  Astrocytoma 

a.  Vermis 

b.  Hemisphere 

2.  Medulloblastoma — Vermis 

3.  Hemangioblastoma — Hemisphere 

4.  Ependymoma — IV  Ventricle 

B.  Cerebral  Hemisphere 

1.  Ependymoma 

2.  Meningioma 

3.  Astrocytoma 

4.  Oligodendroglioma 

C.  Pituitary  Region 

1.  Craniopharyngioma 

2.  Glioma 

D.  Optic  Nerve  and  Retina 

1.  Glioma  and  Optic  Nerve 

2.  Retinoblastoma 

E.  Tumors  of  Skull 

1.  Eosinophilic  granuloma 

2.  Osteoma 

F.  Metastatic  Tumors 

1.  Neuroblastoma 

THE  MOST  FREQUENTLY  EN- 
COUNTERED BRAIN  TUMORS 
IN  CHILDREN 

MEDULLOBLASTOMA 

The  medulloblastoma  results  from  the 
growth  of  embryonal  cells  in  the  region  of 
the  vermis.  The  tumor  is  usually  confined 
to  the  vermis  but  may  extend  for  varying 
distances  into  the  adjoining  cerebellar  hemi- 
sphere. The  tumor  in  this  midline  location 
eventually  enlarges  to  such  an  extent,  that 


it  blocks  the  IV  ventricle  producing  an  ob- 
structive hydrocephalus  with  increasing  in- 
tracranial pressure.  The  presence  of  the 
tumor  in  the  midline  vermis  plus  its  exten- 
sion into  the  IV  ventricle  and  aqueduct  pro- 
duce the  two  main  clinical  manifestations. 
Typically,  the  little  patient  with  such  a 
lesion  may  begin  to  develop  insidiously,  but 
nevertheless  rapidly,  difficulty  in  walking 
with  staggering  and  falling.  There  is  pro- 
gressive inability  to  maintain  balance  as  the 
condition  progresses.  Either  preceding  or 
developing  concurrently  with  this  truncal 
ataxia,  the  child  may  begin  to  vomit.  Char- 
acteristically, this  occurs  in  the  morning 
and  may  not  be  associated  with  food  in- 
take. The  vomiting  then  becomes  persistent 
and  severe.  The  child  is  irritable,  fretful 
and  is  obviously  extremely  ill;  if  old  enough, 
he  may  complain  of  headache  and  diplopia. 
These  signs  and  symptoms  are  pathogno- 
monic of  a midline  vermis  tumor.  The  pa- 
tient should  be  referred  promptly  for  fur- 
ther diagnostic  studies  and  appropriate 
treatment. 

The  medulloblastoma  is  probably  the 
most  malignant  and  rapidly  growing  of  any 
of  the  intracranial  tumors  in  childhood.  It 
commonly  seeds  throughout  the  subarach- 
noid spaces  both  up  over  the  hemispheres 
and  down  along  the  spinal  axis.  For  the 
best  palliative  effort,  therefore,  the  child 
must  have  treatment  instituted  promptly. 
The  neurologic  study  of  the  patient  with  a 
medulloblastoma  begins  with  a detailed 
neurologic  examination.  The  examination 
may  reveal  the  head  to  be  slightly  enlarged 
and  the  typical  cracked  pot  sound  may  be 
present.  One  or  both  VI  nerves  may  be  in- 
volved producing  an  internal  strabismus. 
Papilledema  is  very  frequently  present.  As 
has  been  mentioned,  peripheral  ataxia  may 
be  absent  but  there  is  marked  truncal  ataxia 
of  varying  degree.  There  are  no  sensory 
changes.  The  motor  disabilities  are  pri- 
marily in  the  co-ordination  sphere  and  or- 
dinarily no  weakness  or  paralysis  is  noted. 

X-rays  of  the  skull  should  be  obtained. 
These  frequently  will  show  spreading  of  the 
suture  lines  with  occasional  increase  in  digi- 
tal markings.  Spinal  tap  is  contra-indicated 
in  all  posterior  fossa  tumors  and  should  not 
be  resorted  to  as  a diagnostic  measure. 
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Ventriculogram  is  the  next  study  in  se- 
quence which  follows  these  preliminary  in- 
vestigations. This  study  should  be  per- 
formed only  when  there  are  preparations  to 
either  carry  out  definitive  surgery  or  intro- 
duce a ventriculostomy  drainage  tube  if  the 
diagnosis  is  confirmed.  Radical  alterations 
in  intracranial  pressure  relationships  may 
result,  and  disastrous  consequences  follow  if 
these  preparations  have  not  been  made. 
Ventriculography  is  the  safest  and  most  in- 
formative of  the  various  contrast  studies  to 
be  used.  At  the  operating  table,  the  ven- 
tricle is  found  to  be  enlarged  and  under 
markedly  increased  pressure.  Following  the 
exchange  of  air  and  fluid,  the  ventriculo- 
graphic  films  reveal  a dilated  ventricular 
system  with  absence  of  filling  of  the  IV  ven- 
tricle and  part  of  the  aqueduct.  Occasion- 
ally some  of  the  air  will  encircle  the  upper 
pole  of  the  tumor  outlining  this  in  the  ven- 
triculographic  film. 

Ventriculostomy  may  be  used  preliminary 
to  definitive  surgery  in  order  to  decompress 
the  ventricular  system  and  lessen  the  opera- 
tive risk.  However,  this  is  a matter  of  judg- 
ment in  the  individual  case.  The  definitive 
treatment  of  the  medulloblastoma  is  a com- 
bination of  appropriate  surgical  attack  upon 
the  tumor  itself  and  x-ray  therapy  following 
this.  It  is  essential  that  the  tumor  type  be 
confirmed  since  otherwise  a midline  astro- 
cytoma may  be  misdiagnosed  and  subjected 
to  x-ray  therapy  alone,  rather  than  a more 
appropriate  surgical  attack.  Therefore, 
suboccipital  craniectomy  is  carried  out  with 
exposure  of  the  vermis  and  IV  ventricle.  A 
purplish  gray  tumor  which  is  quite  vascular 
is  disclosed  easily  and  the  largest  portion  of 
this  can  be  removed  with  a combination  of 
suction  and  piecemeal  dissection.  It  is  im- 
portant that  the  lower  end  of  the  aqueduct 
be  unblocked  in  order  to  re-establish  spinal 
fluid  circulation.  This  is  the  essential  part 
of  the  surgical  treatment.  Following  com- 
pletion of  this  and  healing  of  the  wound, 
x-ray  therapy  is  then  applied.  Ingraham 
and  Matson  suggest  3,000  r to  the  posterior 
fossa,  using  15  to  20  treatments  through  3 
portals.  2,000  to  3,000  r is  then  given  frac- 
tionally to  the  rest  of  the  cerebrospinal 
axis."  It  is  important  that  not  only  the  site 
of  the  tumor  itself  be  irradiated,  but  the 


lb.  Lateral  view  of  .same.  Arrow  points  to  site  of  block  in 
aqueduct. 


various  portions  of  the  cerebro-spinal  sub- 
arachnoid pathway  to  which  this  tumor 
may  metastasize. 

Following  this  combined  method  of  treat- 
ment, an  average  survival  period  of  two  to 
two  and  one-half  years  may  be  realized. 
There  are  occasional  longer  survivals.  Among 
the  children’s  tumors  treated  surgically  at 
the  Delaware  Hospital,  there  are  two  medul- 
loblastomas whose  survival  period  have  been 
eight  and  .seven  years.  The  child  who  has 
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had  the  seven  year  survival  has  had  a sec- 
ond operation  plus  a second  course  of  x-ray 
therapy  and  is  again  asymptomatic.  The 
child  with  the  eight  year  survival  period 
has  never  had  any  signs  of  recurrence  since 
her  original  surgery  and  x-ray  therapy. 
This  tumor  is  not  curable  with  our  present 
methods  of  treatment,  but  significant  de- 
grees of  palliation  can  be  obtained. 

The  following  case  history  illustrates  a 
satisfactory  long  term  survival  of  a patient 
with  a medulloblastoma: 

The  patient  was  a four-year-old  white 
girl  who  was  first  seen  on  December  12, 
1949,  for  a complaint  of  turning-in  of  the 
right  eye.  This  had  been  present  about  one 
month.  The  child  had  had  no  headache  or 
visual  complaint.  The  mother  felt  that  she 
might  have  fallen  more  frequently  than  had 
been  usual  for  her.  Otherwise,  she  was  in 
good  health. 

Neurologic  examination  revealed  a co- 
operative child  who  was  markedly  unsteady 
in  her  gait  and  tended  to  stagger  to  the 
left  side.  The  cranial  nerve  examination  re- 
vealed a right  external  rectus  palsy  with 
nystagmus  on  lateral  gaze  to  either  side. 
This  was  more  noticeable  on  the  right  side. 
There  seemed  to  be  slight  lagging  of  eleva- 
tion of  the  left  corner  of  the  mouth.  The 
motor  examination  revealed  a positive  Rom- 
berg with  unsteadiness  on  walking  around  a 
central  object.  This  was  most  marked  on 
walking  to  the  left.  There  was  bilateral 
ataxia  on  heel-to-toe  test.  There  was  no 
specific  reflex  abnormality. 

The  clinical  diagnosis  was  a midline  cere- 
bellar tumor,  probably  a medulloblastoma. 
X-ray  examination  of  the  skull  revealed 
marked  widening  of  the  sagittal,  coronal 
and  lambdoidal  sutures.  There  were  no 
other  abnormalities  seen  in  the  skuU  x-ray. 
Because  of  rapid  deterioration  in  the  pa- 
tient’s condition,  ventriculography  was  done 
on  December  21,  1949,  revealing  dilated 
ventricles  under  markedly  increased  pres- 
sure. The  dome  of  the  tumor  could  be  seen 
projecting  in  the  fourth  ventricle.  Cranio- 
tomy was  done  immediately  with  removal 
of  approximately  95%  of  a purplish,  red- 
dish-gray tumor  occupying  the  vermis  and 


fourth  ventricle.  The  aqueduct  was  un- 
blocked satisfactorily. 

This  patient  had  a fairly  benign  post- 
operative course.  A course  of  x-ray  therapy 
was  given.  She  was  discharged  on  January 
13,  1950  and  has  been  followed  in  the  office 
constantly  since  this  time  with  gradual  im- 
provement of  her  mild  post-operative  resi- 
dual findings.  She  retained  a permanent 
left  external  rectus  palsy.  A mild  facial 
weakness  which  was  present  post-opera- 
tively  gradually  cleared.  In  1955  a muscle 
shortening  operation  was  carried  out  to  cor- 
rect the  strabismus.  She  has  continued  to 
do  well  and  at  the  present  time  is  com- 
pletely asymptomatic  and  has  no  neuro- 
logic signs  except  for  the  residual  extra- 
ocular muscle  palsy. 

CEREBELLAR  ASTROCYTOMA 

The  cerebellar  astrocytomas  are  the  sec- 
ond of  the  two  most  significant  groups  of 
brain  tumors  in  childhood.  They  have  a 
much  more  favorable  outlook  than  the  me- 
dulloblastoma. The  manifestations  may  be 
very  similar,  particularly  if  the  tumor  is 
primarily  located  within  the  vermis.  The 
peak  incidence  of  this  tumor  is  reported  by 
Ingraham  and  Matson  to  be  between  five 
and  eight  years.®  In  a series  of  reports  by 
Cuneo  and  Rand,  sixteen  cases  were  located 
within  the  cerebellum.^  Of  these,  nine  were 
vermis  in  location  and  seven  occupied  either 
the  right  or  the  left  cerebellar  hemispheres. 
The  astrocytoma  tends  frequently  to  be 
cystic  with  a mural  nodule.  This  permits 
incision  of  the  nodule  with  a significant  de- 
gree of  long  survival  or  cure.  Occasionally 
the  tumor  may  extend  upward  into  the 
brain  stem,  making  it  difficult  to  remove  the 
tumor  entirely. 

The  clinical  picture  is  very  similar  to 
that  presented  by  the  medulloblastoma.  The 
signs  and  symptoms  of  increased  intra- 
cranial pressure  are  prominent,  and  the 
child  begins  to  complain  of  headache,  pos- 
sibly diplopia  and  develops  a staggering 
gait.  This  picture  develops  over  a somewhat 
longer  period  of  time  than  does  that  seen 
with  the  medulloblastoma. 

The  same  manifestations  may  be  seen  on 
the  diagnostic  studies.  In  view  of  the  fact 
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that  this  is  a more  slowly  growing  tumor, 
there  may  be  more  definitive  alterations  in 
the  skull  x-ray  with  a greater  frequency  of 
widening  of  the  suture  lines  and  increased 
digital  markings.  Though  a more  slowly 
progressing  history  may  suggest  a cerebellar 
astrocytoma,  the  actual  differentiation 
must  be  an  operative  one  with  pathologic 
confirmation.  Because  these  tumors  are 
relatively  benign  with  a better  prognosis 
than  is  presented  by  the  medulloblastoma, 
it  is  essential  that  surgical  confirmation  be 
performed  on  any  midline  cerebellar  tumor, 
prior  to  the  institution  of  x-ray  therapy. 
The  treatment  of  the  astrocytomas  is  sur- 
gical and  because  of  the  nature  of  these 
tumors  a complete  removal  may  be  entirely 
feasible.  X-ray  therapy  has  no  significant 
effect. 

EPENDYMOMA 

Ependymomas  of  the  IV  ventricle  are, 
though  less  common  than  the  meullo- 
blastoma  and  astrocytoma,  nevertheless  an 
important  group  in  children.  These  tumors 
are  of  an  intermediate  grade  of  malignancy. 
They  arise  from  the  ependymal  lining  of  the 
IV  ventricle  and  tend  to  fill  the  entire  IV 
ventricle  and  aqueduct,  lateral  recess  of  the 
IV  ventricle  and  may  extend  down  into  the 
upper  cervical  spinal  canal.  They  present  a 
technical  hazzard  because  the  attachment  of 
the  tumor  to  the  floor  of  the  IV  ventricle 
can  ordinarily  not  be  removed  and  any 
manipulation  of  this  region  may  produce 
serious  disorders  of  respiration  on  the  oper- 
ating table. 

The  clinical  picture  varies  somewhat  from 
the  ones  previously  described.  The  prom- 
inent manifestations  are  those  of  increased 
intrancranial  pressure  with  gradually  in- 
creasing headache,  usually  present  in  the 
morning.  Vomiting  is  a frequent  accom- 
paniment. In  addition  VI  nerve  palsies  may 
be  seen  as  a manifestation  of  increased 
pressure.  Cranial  nerve  signs  are  usually 
not  prominent  but  truncal  ataxia  and  other 
cerebellar  signs  may  be  present.  One  of  the 
important  features  which  should  be  recog- 
nized is  the  stiffness  of  the  neck  which  fre- 
quently is  present  as  a result  of  prolonga- 
tion of  this  tumor  into  the  upper  cervical 
spinal  canal.  This  may  lead  to  the  erron- 


eous diagnosis  of  poliomyelitis  or  menin- 
gitis. In  the  series  of  eighty-three  proven 
cases  of  intracranial  tumors  in  children  re- 
ported by  Cuneo  and  Rand,  six  were  classi- 
fied in  the  ependymoma  group  (7.3%.D 
These  tumors,  as  do  the  medulloblastomas, 
may  seed  throughout  the  subarachnoid  sys- 
tem. In  addition,  they  are  difficult  to  re- 
move because  of  the  attachment  to  the  floor 
of  the  IV  ventricle. 

The  special  diagnostic  studies  may  reveal 
essentially  the  same  findings  as  those  pre- 
sented in  the  previous  two  tumor  types. 
There  is  radiologic  evidence  of  increased  in- 
tracranial pressure  with  spreading  of  the 
suture  lines  and  frequently  increase  in  the 
digital  markings.  Ventriculography  reveals 
the  same  picture  of  dilated  lateral  and  III 
ventricles  with  blocking  of  the  aqueduct 
and  IV  ventricle.  Occasionally,  air  may  par- 
tially encircle  the  tumor  permitting  visual- 
ization of  its  upper  pole  in  the  IV  ventricle. 
Surgical  removal  is  accomplished  in  the 
same  fashion  as  has  been  described.  These 
tumors  are  moderately  sensitive  to  x-ray 
and  Ingraham  and  Matson  recommend  a 
dosage  of  3,000  r following  removal  of  all  of 
the  tumor  with  the  exception  of  the  ependy- 
mal attachment.® 

GLIOMAS  OF  THE  BRAIN  STEM 

The  tumor  types  seen  in  this  location  are 
the  astrocytoma,  spongioblastoma  unipolare 
and  mixed  gliomas.®  The  clinical  manifesta- 
tions of  these  tumors  vary  significantly  from 
those  previously  described.  Due  to  the  loca- 
tion of  the  tumor  within  the  brain  stem  it- 
self, increased  intracranial  pressure  is  long 
delayed.  Therefore,  these  children  do  not 
complain  of  headache  and  vomiting  initially 
and  papilledema  is  ordinarily  not  seen  on 
examination.  The  typical  clinical  picture  is 
made  up  of  a combination  of  cranial  nerve 
palsies  and  involvement  of  the  long  descend- 
ing tracts.  In  a child  who  reveals  multiple 
bilateral  cranial  nerve  abnormalities  with 
involvement  of  the  pyramidal  tracts,  ataxia, 
and  no  signs  of  increased  intracranial  pres- 
sure, one  should  strongly  consider  the  possi- 
bility of  a brain  stem  glioma.  This  lesion  is 
frequently  erroneously  diagnosed  as  bulbar 
poliomyelitis,  encephalomyelitis,  meningitis 
or  cerebral  palsy.  Because  of  the  location  of 
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this  tumor,  it  is  completely  inoperable.  Bi- 
opsy specimens,  of  course,  cannot  be  ob- 
tained from  this  location.  The  diagnosis  is 
clinical  and  is  confirmed  by  pneumo-en- 
cephalography. Plain  x-rays  of  the  skull  do 
not  reveal  any  of  the  radiologic  signs  of  in- 
creased intracranial  pressure  which  have 
been  discussed  before.  With  the  absence  of 
any  radiologic  or  clinical  signs  of  increased 
intracranial  pressure,  a spinal  tap  may 
safely  be  performed.  This  may  show  some 
increase  in  protein  and  cell  count  though 
they  are  not  usually  significantly  elevated. 
Pneumo-encephalography  is  a definitive 
study.  In  an  air  encephalogram  .showing 
adequate  filling,  the  tumor  may  be  diag- 
nosed with  certainty  because  of  the  increa.se 


2a.  Nonnal  pneumoencephalogram  revealing  normal  width  of 
brain  stem  between  pontine  cistern  and  floor  of  IV 
ventricle. 


2b.  Pneumoencephalogram  revealing  widening  of  the  pons 
indicative  of  a pontine  tumor.  Thickened  pon.s  is  indi- 
cated between  arrows.  (Cf.  Fig.  2a) 


in  the  distance  between  the  floor  of  the  IV 
ventricle  and  the  pontine  cistern.  Ordinarily 
this  should  not  exceed  three  and  one-half 
centimeters.  In  the  presence  of  a brain  stem 
glioma  this  distance  is  considerably  widened. 
Surgical  exploration  is  not  indicated. 

X-ray  therapy  is  the  treatment  of  choice. 
However,  this  is  purely  palliative  and  gives 
only  temporary  benefit.  3,000  r to  the  area 
involved  is  the  usual  x-ray  dosage."’  The 
usual  survival  time  as  reported  by  Ingraham 
and  Matson  is  less  than  one  year. 

The  following  case  history  illustrates  the 
usual  course  of  a brain  stem  glioma: 

This  six-year-old  white  boy  was  admitted 
to  the  Delaware  Hospital  on  May  27,  1955, 
for  neurologic  evaluation  and  treatment.  He 
had  been  in  a normal  state  of  health  until 
early  April.  At  this  time,  staggering  gait 
and  left-sided  motor  weakness  was  first 
noted.  His  difficulty  in  walking  became  in- 
creasingly more  severe  and  he  was  admitted 
to  another  hospital  for  treatment.  He  was 
discharged  on  April  27,  1955  with  no  defi- 
nite findings  to  explain  the  admitting  com- 
plaint. By  the  middle  part  of  May,  he  had 
begun  to  deteriorate  rapidly,  exhibiting  in- 
creasingly unsteady  gait  with  inability  to 
stand,  right-sided  facial  weakness  and 
dysarthria.  Personality  disturbance,  fever 
and  incontinence  of  urine  were  also  noted. 

On  admission  to  the  hospital  he  appeared 
both  chronically  and  acutely  ill.  He  was 
oriented  and  responded  to  commands  and 
requests  but  exhibited  a severe  dysarthria. 
Swallowing  difficulty  was  also  present. 
The  pupils  were  equal  and  reacted  to  light. 
The  extraocular  movements  revealed  a right 
medial  rectus  palsy  with  the  right  lateral 
rectus  partially  involved.  There  was  also 
weakness  of  left  lateral  gaze.  The  combina- 
tion of  these  extraocular  muscle  palsies  was 
strongly  suggestive  of  involvement  of  the 
medial  longitudinal  fasciculus  in  the  brain 
stem.  There  was  no  papilledema.  There  was 
right  facial  weakness  involving  both  the  up- 
per and  lower  portions  of  the  face  but  more 
marked  in  the  lower  portion.  His  hearing 
was  normal.  There  was  weakness  of  palatal 
elevation  and  a severe  dysarthric  speech. 
Swallowing  difficulty  was  severe.  The  tongue 
protruded  in  the  midline. 
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Sensation  appeared  to  be  normal  except 
for  some  decrease  in  the  left  arm  and  hand. 

The  motor  system  revealed  weakness  and 
cerebellar  ataxia  on  the  left  side  with  a very 
mild  ataxia  and  dysmetria  on  finger-to-nose 
test  and  on  rapid  alternating  movements. 
To  some  extent  there  was  also  ataxia  on  the 
right  upper  extremity  although  this  was  not 
as  marked.  The  extremities  were  hypotonic 
and  it  was  impossible  for  the  patient  to 
stand  or  walk  without  assistance.  He  had  a 
wide  based  ataxic  gait.  The  deep-tendon 
reflexes  were  hyperactive  with  a bilateral 
Hoffmann,  Babinski  and  Chaddock  response 
bilaterally.  There  was  bilateral,  sustained 
ankle  clonus. 

This  combination  of  neurologic  findings 
strongly  suggested  a brain  stem  tumor.  The 
electroencephalogram  showed  a left  temp- 
oral slow  wave  focus  suggesting  the  possi- 
bility of  upward  extension  into  the  temporal 
lobe.  X-rays  of  the  skull  were  within  nor- 
mal limits. 

On  June  7,  1955,  the  patient  was  sub- 
jected to  combined  ventriculogram  and 
lumbar  pneumo-encephalogram.  These  films 
revealed  a widening  of  the  pons  confirming 
the  diagnosis  of  a brain  stem  tumor. 

The  patient’s  condition  deteriorated  rap- 
idly. X-ray  treatment  was  carried  out 
through  four  portals  with  a total  tumor 
dose  of  5,000  r in  seven  weeks.  The  patient 
improved  very  satisfactorily  following  x-ray 
therapy.  However,  just  prior  to  Christmas 

1955,  his  condition  began  to  rapidly  de- 
teriorate again.  Tube  feeding  became  neces- 
sary. Further  x-ray  therapy  was  not  thought 
advisable  and  he  expired  on  January  7, 

1956. 

GLIOMAS  OF  THE  CEREBRAL 
HEMISPHERE 

These  tumors  are  reported  by  Ingraham 
and  Matson  to  have  an  incidence  of  ten  to 
fourteen  percent  of  childhood  tumors.®  The 
most  common  tumor  type  is  either  astro- 
cytoma or  ependymoma.  Occasional  mixed 
gliomas  are  encountered.  The  signs  of  in- 
creased intracranial  pressure  with  headache, 
vomiting  and  papilledema  are  frequently 
present.  In  addition,  one  does  not  see  cere- 
bellar signs,  but  on  the  contrary  there  may 


be  varying  degrees  of  motor  weakness  of  the 
side  opposite  the  lesion.  There  may  be  a 
mild  hemiparesis  with  awkwardness  in  the 
use  of  the  hand  on  that  side.  Sensory  dis- 
turbances are  difficult  or  impossible  to  elicit, 
at  least  in  the  younger  child.  In  this  group 
of  tumors,  convulsive  seizures  are  of  sig- 
nificance. Todd’s  post-ictal  paralysis  may 
be  present  following  a series  of  Jacksonian 
seizures  and  gives  a clue  as  to  the  location 
of  the  lesion.  Personality  changes  may 
occur. 

Here  again,  the  erroneous  conception  that 
brain  tumors  are  an  uncommon  lesion  may 
lead  to  error  in  the  diagnosis.  Poliomye- 
litis, cerebral  palsy  and  epilepsy  are  among 
the  uncritical  diagnoses  which  may  he  put 
forward.  Ingraham  and  Matson  state  that 
“in  this  age  group  objective  diagnostic  pro- 
cedures should  be  employed  freely  for  mini- 
mal indications.”  ® In  these  tumors,  the 
electro-encephalogram  may  be  of  some 
benefit,  revealing  abnormal  slow  activity  on 
the  side  of  the  lesion. 

Diagnostic  studies  may  reveal  calcifica- 
tion in  these  tumors,  thus  giving  an  accur- 
ate localization  and  making  further  diag- 
nostic measures  unnecessary.  However,  in 
the  absence  of  calicification,  ventriculog- 
raphy or  occasionally  arteriography  is  in- 
dicated. Depending  on  the  location,  these 
tumors  will  reveal  a significant  alteration  in 
the  air  shadow  or  in  the  vascular  pattern. 
In  this  group  of  tumors,  increase  in  the 
digital  markings  of  the  skull,  separation  of 
the  suture  lines  or  occasionally  erosion  of 
the  dorsum  sellae  and  sphenoid  ridge  may 
be  seen. 

Following  accurate  localization  of  the 
lesion,  surgical  removal  is,  of  course,  in  or- 
der. This  is  accomplished  through  an  osteo- 
plastic flap  with  as  complete  removal  of  the 
tumor  as  is  possible.  The  employment  of 
x-ray  therapy  will  depend  on  the  individual 
case  and  the  tumor  type.  Two  recent 
ependymomas  of  the  cerebral  hemisphere  in 
our  series  of  children’s  tumors  have  been  ac- 
companied by  heavy  calification  in  the 
tumor.  The  ca.se  history  of  one  of  these 
tumors  follows; 

This  eleven-year-old  white  girl  was  ad- 
mitted to  the  Delaware  Hospital  on  August 
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28,  1957.  The  parents  stated  that  she  had 
had  headache  for  several  months  with  occa- 
sional vomiting.  Apparently,  this  had  not 
been  severe  enough  to  alarm  them  and  was 
at  first  thought  to  be  due  to  a gastro-in- 
testinal  problem.  Just  prior  to  her  hospital 
admission,  she  accompanied  her  parents  on 
a trip  to  the  West  Coast.  Immediately  on 
return,  they  noted  that  she  seemed  to  be 
unable  to  see  objects  which  were  close  at 
hand.  If  she  were  asked  to  pick  up  some- 
thing, she  would  look  around  without  see- 
ing where  it  had  been.  Initially,  it  was 
thought  that  she  was  joking  but  it  was  then 
realized  that  she  actually  was  having  severe 
difficulty  in  seeing.  She  was  examined  by 
an  ophthalmologist  following  this  and  found 
to  have  bilateral  papilledema. 

On  admission,  the  patient  was  clear  and 
cooperative.  She  complained  of  severe  head- 
ache and  difficulty  in  vision.  She  was  com- 
pletely oriented  and  showed  no  evidence  of 
aphasia.  The  cranial  nerve  examination  re- 
vealed bilateral  papilledema,  more  severe  on 
the  right,  of  about  two  to  three  diopters. 
Vision  was  markedly  reduced  to  gross  test- 
ing. The  pupils  were  dilated  but  did  re- 
act to  light.  The  ocular  movements  were 
normal.  The  remaining  cranial  nerves  were 
normal.  Sensory  examination  over  the  body 
revealed  no  deficits  in  any  sensory  modality. 
The  motor  examination  revealed  equal 
strength  with  normal  coordination.  There 
was  no  weakness.  Gait  and  station  were 


3.  Lateral  x-ray  showing  flaky  calcification  in  an  ependy- 
moma of  the  occipital  lobe. 


normal.  The  deep-tendon  reflexes  were 
within  physiologic  limits. 

The  clinical  history  coupled  with  the  find- 
ing of  bilateral  papilledema  was  thought  to 
be  diagnostic  of  brain  tumor.  X-rays  of  the 
skull  were  obtained  and  these  revealed 
markedly  increased  intracranial  pressure  as 
evidenced  by  severe  spreading  of  the  suture 
lines.  In  addition,  there  was  a flaky  calci- 
fication which  was  approximately  spherical 
and  occupying  a position  in  the  right  occi- 
pital lobe.  This  appearance  was  felt  to  be 
compatible  either  with  an  ependymoma, 
astrocytoma  or  possibly  an  oligodendrogli- 
oma. An  electro-encephalogram  was  done 
revealing  a markedly  abnormal  record  with 
high  voltage  slowing  on  both  sides  but  most 
marked  in  the  right  occipital  region.  This 
was  considered  to  indicate  a right  occipital 
lobe  mass  lesion.  An  ophthalmological  ex- 
amination disclosed  a left  homonymous 
field  defect. 

These  findings  indicated  a large  tumor  in 
the  right  occipital  region  of  a slow-growing 
nature.  In  view  of  the  calcification  in  the 
skull  x-ray,  contrast  studies  were  not  indi- 
cated. On  September  2,  1957,  a right  occi- 
pital craniotomy  was  performed.  A large 
solid  tumor  was  removed  from  the  right 
occipital  lobe.  Immediately  beneath  this 
tumor,  and  occupying  a position  between  it 
and  the  ventricle,  was  a large  cystic  mass 
containing  30  to  40  cc.  of  dark  brownish 
fluid,  presumably  old  blood.  A total  removal 
was  accomplished. 

This  patient’s  post-operative  convales- 
cence was  complicated  only  by  a tachy- 
cardia during  the  first  twenty-four  to  forty- 
eight  hours.  This  was  brought  under  con- 
trol easily.  Her  subsequent  post-operative 
course  has  been  uneventful.  Post-operative 
visual  fields  revealed  a completely  normal 
field  of  vision  on  the  right  with  the  left 
showing  a large  central  scotoma  continuous 
with  a complete  temporal  cut.  There  was 
some  construction  of  the  remaining  nasal 
field.  Visual  acuity  has  improved  in  the 
right  eye  to  20/40.  The  left  eye  revealed 
finger-counting  at  three  feet.  The  headaches 
have  completely  disappeared  and  the  pa- 
tient has  now  returned  to  her  classes  in 
school. 
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4.  Post-operative  photograph  of  patient  showing  occipital 
scalp  incision. 


CRANIOPHARYNGIOMA 

This  tumor  commonly  occurs  in  the  first 
and  second  decades  and  there  is  approxi- 
mately a five  to  thirteen  percent  incidence 
among  children’s  brain  tumors.^  It  is  highly 
important  that  these  lesions  be  disclosed  be- 
fore irreversible  damage  to  the  visual  ap- 
paratus has  occurred.  The  symptomatology 
divides  itself  naturally  into  three  categories. 
These  abnormalities  of  function  stem  from 
the  location  of  the  tumor  and  its  effect  on 
the  surrounding  structures.  The  tumor  re- 
sults from  epithelial  rests  of  the  evagina- 
tion  from  the  pharynx  known  as  Rathke’s 
pouch  and  these  tumors  are  therefore  also 
known  as  Rathke’s  pouch  cysts.  These  rests 
may  be  seen  at  a point  along  the  pituitary 
stalk.  Metabolic  and  endocrine  dysfunction 
may  be  seen  as  a result  of  interference  with 
pituitary  function.  The.se  children  may  be 
underdeveloped  indicating  interference  with 
growth  hormone.  In  addition,  there  may  be 
signs  of  hypothalamic  involvement  with  dia- 
betes insipidus  as  a re.sult  of  interference 
with  the  .supra-optic  hypo-physical  tract. 
Abnormal  somnolence  may  be  seen  as  well 
as  disturbances  of  temperature  regulation. 
The  third  general  group  of  disturbances  in 


function  concerns  itself  with  visual  abnor- 
malities. Since  these  tumors  are  usually 
suprasellar  in  location,  they  may  project 
upward  into  the  III  ventricle  and  project 
downward  in  an  asymmetric  fashion  to  in- 
volve one  or  both  optic  nerves  and  the 
chiasm.  The  visual  field  defects,  therefore, 
may  be  more  irregular  than  are  those  seen 
with  chromophobe  adenoma  of  the  pituitary 
gland.  Homonymous  hemianopsia  may  be 
seen  as  well  as  irregular  bitemporal  field  de- 
fects. Optic  atrophy  and  occasionally  papil- 
ledema may  be  seen. 

The  child,  of  course,  may  be  totally  un- 
aware of  any  of  these  difficulties  including 
the  visual  abnormalities.  It  is,  therefore, 
highly  important  that  the  examining  phys- 
ician recognize  the  signs  of  physiologic  dis- 
turbance in  this  area.  X-rays  of  the  skull 
may  reveal  the  radiologic  signs  of  increased 
intracranial  pressure.  In  addition,  there  is 
a reported  incidence  of  sixty  to  seventy  per- 
cent of  suprasellar  calcification  in  these 
tumors.  Ventriculography  is  the  procedure 
of  choice  in  demonstrating  the  size  and  ex- 
tent of  this  tumor  mass.  On  satisfactory 
ventriculograms,  the  tumor  may  be  seen 
projecting  up  into  the  III  ventricle  if  the 
cyst  is  large. 

These  tumors  must  be  treated  surgically. 
Because  they  are  frequently  extremely  ad- 
herent to  surrounding  structures  including 
the  optic  nerves,  chiasm,  hypothalamus  and 
carotid  arteries,  it  may  be  impossible  to 
completely  remove  this  mass.  However,  a 
portion  of  the  cyst  can  be  removed  and  the 
contents  evacuated.  This  may  provide  sat- 
isfactory palliation  and  a long  survival 
period.  Complete  removals  are  reported,  but 
the  operator  must  content  himself  with  par- 
tial removal  in  the  largest  number  of  cases. 
The  tumor  is  not  radio-sensitive. 

GLIOMA  OF  THE  OPTIC  NERVE 

Glioma  of  the  optic  nerve  is  a rare  but 
important  tumor  entity  in  children.  These 
tumors  may  be  cured  if  they  are  detected 
sufficiently  early.  They  are  accompanied 
by  fairly  characteristic  signs  and  symptoms 
which  should  lead  to  their  early  recognition. 
The  clinical  picture  is  that  of  a young  child 
who  begins  to  develop  a painless  protru.sion 
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of  the  eye.  Usually,  visual  loss  precedes  the 
progressive  exophthalmos.  However,  in  the 
very  young  child,  this  may  not  be  recog- 
nized until  the  vision  is  almost  totally  lost. 
Examination  will  reveal  varying  degrees  of 
exophthalmos  of  the  involved  eye.  The  eye 
may  be  pushed  forward,  or  forward  and 
downward.  Funduscopic  examination  may 
in  some  instances  reveal  papilledema.  How- 
ever, the  usual  picture  is  that  of  primary 
optic  atrophy.  If  vision  is  seriously  im- 
paired, the  pupillary  light  reflex  will  be  in- 
terfered with  on  the  involved  side.  It  will 
be  noted  that  the  exophthalmos  is  not  pul- 
sating and  that  the  globe  is  not  reducible. 

The  tumor  may  involve  the  optic  nerve 
primarily  within  the  orbit  or  it  may  extend 
to  involve  the  intracranial  portion.  The 
orbital  part  of  the  optic  nerve  is  involved 
most  frequently.  The  tumor  may  extend  as 
far  back  in  the  optic  nerve  as  the  chiasm. 
This,  of  course,  precludes  complete  removal 
of  the  lesion.  However,  if  the  optic  nerve 
can  be  amputated  intracranially  at  or  in 
front  of  the  chiasm,  cure  may  be  accom- 
plished. Enucleation  of  the  globe  is  usually 
necessary. 

PINEALOMA 

Posterior  III  ventricle  tumors  are  an  im- 
portant segment  of  the  tumor  problem  in 
children.  The  most  important  single  tumor 
in  this  group  is  the  pinealoma.  This  tumor 
arises  from  the  cells  of  the  pineal  gland 
either  in  the  form  of  a pinealoma  or,  if  made 
up  of  more  primitive  cells,  the  pinealo- 
blastoma.  This  tumor  produces  an  enlarg- 
ing mass  in  the  posterior  portion  of  the  III 
ventricle  which,  as  it  extends,  tends  to  block 
the  cerebro-spinal  fluid  pathway  at  the  up- 
per end  of  the  aqueduct.  An  internal  hydro- 
cephalus is  thus  produced  with  the  classical 
signs  of  increased  intracranial  pressure.  In- 
itially, the  neurologic  signs  may  be  minimal. 
One  interesting  finding  in  this  tumor  is 
Parinaud’s  syndrome  in  which  the  patient  is 
unable  to  look  upward.  This  results  from 
pressure  of  the  tumor  on  the  collicular  plate 
of  the  midbrain. 

Plain  skull  x-rays  may  reveal  only  widen- 
ing of  the  suture  lines  and  some  increase  in 
digital  markings.  Occasionally  there  may 


be  thinning  of  the  dorsum  sellae.  Calcifica- 
tion may  be  present  in  these  tumors.  Ven- 
triculography reveals  dilated  lateral  ven- 
tricles with  a filling  defect  in  the  posterior 
portion  of  the  HI  ventricle  and  absence  of 
filling  of  the  aqueduct  and  IV  ventricle. 
This  clinical  picture  plus  the  roentgen  signs 
are  diagnostic  of  a pineal  tumor.  Occasion- 
ally, this  tumor  may  metastasize  and  ecto- 
pic pinealomas  are  reported  in  the  chia.smal 
region.^ 


5a.  A-P  ventriculogram  revealing  dilated  lateral  ventricles 
and  rounded  tumor  projecting  into  dilated  third  ventricle. 
(Arrows)  (Pinealoma) 


5b.  i.a.eral  ven.r.culogram  allowing  large  rounded  tumor 
occupying  the  posterior  and  mid  third  ventricle  producing 
ventricular  blocK.  Note  calcification  in  tumor.  (Pinealoma) 
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Because  of  the  location  of  the  pinealoma, 
surgical  extirpation  carries  a prohibitive 
mortality.  There  have  been  reports  of  suc- 
cessful removals  of  pineal  tumors  by  split- 
ting the  splenium  of  the  corpus  callosum 
and  approaching  the  tumor  from  above. 
However,  due  to  the  surrounding  structures 
and  the  difficulty  of  obtaining  adequate  ex- 
posure, it  may  be  impossible  to  satisfac- 
torily remove  the  tumor.  Since  this  tumor 
is  rather  slow  growing  and  is  sensitive  to 
deep  x-ray  therapy,  an  indirect  approach  to 
the  problem  may  be  used  with  satisfying 
results.  The  block  of  the  cerebro-spinal 
fluid  pathway  can  be  relieved  very  satisfac- 
torily by  performing  a Torkildsen  proce- 
dure. This  procedure  by-passes  the  area  of 
the  block  by  means  of  a rubber  catheter 
placed  from  the  lateral  ventricle  through  a 
burr  hole  and  proceeds  subcutaneously  to 
the  sub-occipital  region  where  it  is  led  into 
the  cisterna  magna.  Following  the  Torkild- 
sen procedure,  deep  x-ray  therapy  of  the 
tumor  is  carried  out.  Satisfactory  relief  of 
symptoms  and  long  periods  of  survival  may 
thus  be  obtained.  Since  any  attempt  to  ap- 
proach this  tumor  for  the  purposes  of  biopsy 
would  present  the  same  hazard  as  exposure 
for  the  purposes  of  removal,  it  is  impossible 
to  obtain  tumor  specimens  before  the  insti- 
tution of  x-ray  therapy. 


().  I.aleral  x-ray  of  patient  5 years  following  insertion  of 
Torkildsen  (ul)0  and  x-ray  therapy.  F’atient  usmypto- 
matic  at  present. 


MISCELLANEOUS 

Among  the  less  frequent  tumor  groups  in 
children  should  be  included  the  metastatic 
turnons.  Neuroblastoma  may  metastasize  to 
the  cranium  and  particularly  to  the  orbit. 


Von-Recklinghausen’s  disease,  as  in  adults, 
may  present  wdth  tumors  of  varying  patho- 
logic type.  Among  these,  the  gliomas  of  the 
optic  nerve  and  tumors  of  the  optic  nerve 
sheaths  are  of  importance.  Tumors  of  the 
lymphoblastoma  series  may  also  involve  the 
orbital  or  cranial  compartment. 

DIFFERENTIAL  DIAGNOSIS 

The  differential  diagnosis  of  brain  tumors 
in  children  brings  in  a large  array  of  un- 
related conditions  which  may  mimic  or 
mask  the  signs  of  brain  tumor.  Every  year 
a number  of  brain  tumor  cases  are  initially 
felt  to  be  victims  of  poliomyelitis.  The  re- 
semblance is  only  superficial.  The  child  with 
poliomyelitis  has  evidence  of  a lower  motor 
neurone  disease  with  flaccidity  of  the  in- 
volved extremity  or  muscle  group  and  de- 
creased or  absent  deep-tendon  reflexes.  No 
sensory  changes  are  present.  There  is  muscle 
tenderness  and  pain.  Stiffness  of  the  neck 
may  be  present  in  either  condition  but  is 
much  more  prominent  in  poliomyelitis. 
Headache,  vomiting  and  diplopia  are  not 
ordinarily  seen  with  poliomyelitis.  Papille- 
dema is  an  additional  sign  of  increased  in- 
tracranial pressure.  The  gait  distubrance 
and  difficulty  with  balance  of  the  child  who 
harbors  a posterior  fossa  tumor  cannot 
easily  be  confused  with  the  gait  of  the  polio- 
myelitic child  who  shows  lower  motor  neu- 
rone involvement  of  one  or  more  muscle 
groups.  The  typical  spinal  fluid  findings 
are  helpful  in  differentiating  the  two  condi- 
tions. The  roentgen  signs  of  increased  in- 
tracranial pressure  are  also  of  great  import- 
ance. 

Brain  stem  tumors  may  be  confused  with 
non-specific  virus  encephalo-myelitis  pri- 
marily involving  the  brain  stem.  A steadily 
progressive  involvement  of  the  various 
cranial  nerve  nuclei  plus  involvement  of  the 
long  tracts  in  the  absence  of  signs  of  in- 
flammation should  strongly  suggest  the 
presence  of  a brain  stem  tumor. 

Another  interesting  differential  problem 
involved  the  arterio-venous  anomalies  which 
may  be  seen  in  children.  There  have  been 
two  extensive  arterio-venous  anomalies  in 
our  series  of  cerebral  lesions  in  children. 
These  produced  diffuse  cerebral  swelling 
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with  papilledema  and  ventriculographic  de- 
fects suggesting  brain  tumor.  If  there  is  a 
past  history  of  seizures  and  the  presence  of 
a developing  neurologic  lesion,  a non-neo- 
plastic  lesion  such  as  an  arterio-venous 
anomaly  might  be  suspected  in  contradis- 
tinction to  a tumor. 

Subdural  hematoma  both  in  infants  and 
children  is  an  extremely  important  part  of 
the  differential  problem.  There  may  be  no 
history  of  trauma  so  that  the  patient  pre- 
sents again  with  the  story  of  progressive 
headache,  vomiting  and  perhaps  some  gait 
disturbance.  In  the  very  young  child  with 
an  open  fontanel  and  suture  lines,  the  diag- 
nosis can  easily  be  made  by  fontanel  punc- 
ture. In  the  older  child,  one  must  resort 
again  to  x-rays  of  the  skull  followed  by 
ventriculography.  If  the  history  of  trauma 
can  be  elicited,  this  is  a great  help  in  the 
differential  diagnosis. 

Degenerative  lesions  must  be  considered. 
Progressive  loss  of  intellectual  and  motor 
function  accompanied  by  seizures  strongly 
suggests  a degenerative  lesion.  In  Tay- 
Sach’s  disease,  a cherry  red  spot  at  the 
macula  will  be  helpful  in  establishing  this 
possibility  from  clinical  examination  alone. 
However,  this  finding  is  not  always  present. 
Detailed  neurologic  study  is  an  important 
part  of  this  differential  diagnosis.  The  pres- 
ence of  a large  degree  of  cerebral  atrophy 
plus  the  typical  clinical  pictures  rules  out 
brain  tumor  and  strongly  indicates  a pro- 
gressive degenerative  lesion. 

Meningitis  should  be  easily  differentiated 
by  the  onset  of  an  acute  infectious  illness 
with  fever,  stiff  neck  and  typical  spinal  fluid 
findings.  A brain  abscess  will  produce  the 
signs  of  increased  intracranial  pressure  plus 
evidence  of  an  inflammatory  lesion.  Some 
elevation  in  the  white  blood  cell  count  in 
the  peripheral  blood  may  be  seen  together 
with  an  elevated  white  cell  count  in  the 
spinal  fluid.  A stiff  neck  may  be  present 
and  often  a possible  source  for  an  abscess 
is  evident. 

Perhaps  the  most  important  part  of  the 
differential  diagnosis  of  brain  tumors  in 
children  is  the  realization  of  the  frequency 
with  which  they  may  occur.  One  should 
condition  himself  to  consider  this  prom- 


inently as  a differential  possibility  in  the 
diagnosis  of  cerebral  lesions  in  children. 

DIAGNOSTIC  STUDIES 

The  diagnostic  study  of  a child  suspected 
of  having  an  intracranial  tumor  proceeds 
along  very  logical  lines.  Obviously,  the 
study  begins  initially  with  a carefully  taken 
history  in  which  careful  attention  is  given 
to  the  signs  suggestive  of  increased  intra- 
cranial pressure  or  focal  neurologic  deficits. 
The  chronology  of  development  is  extremely 
important;  also  the  rapidity  with  which 
symptoms  have  developed  and  whether  or 
not  progression  or  regression  is  taking  place. 

The  neurological  examination  in  the  in- 
fant and  young  child  may  be  difficult.  How- 
ever, all  of  the  essential  information  can  be 
obtained  with  patience.  Inspection  may  dis- 
close that  there  is  obvious  enlargement  of 
the  head  or  that  the  child  does  not  move 
one  side  as  well  as  the  other.  Palpation  of 
the  head  may  reveal  widening  of  the  suture 
lines  and  confirm  the  visual  impression  of  a 
bulging  fontanel.  Macewen’s  Sign  or  the 
“cracked-pot  sound”  suggest  the  presence 
of  internal  hydrocephalus.  Cranial  nerve 
abnormalities  such  as  the  sixth  nerve  or  a 
third  nerve  paralysis  will  suggest  the  pres- 
ence of  increased  intracranial  pressure  or, 
in  the  case  of  the  third  nerve,  direct  pres- 
sure. Facial  weakness,  either  unilateral  or 
bilateral  may  suggest  the  presence  of  a 
brain  stem  tumor.  Difficulty  in  swallowing 
and  dysarthria  suggests  involvement  of  the 
lower  group  of  cranial  nerves  such  as  may 
be  seen  in  a pontine  and  upper  medullary 
tumor.  Ataxia  and  weakness  can  be  de- 
tected without  difficulty  even  in  the  very 
young  child.  Reflex  abnormalities  are  also 
easy  to  elicit.  Sensory  findings  are  difficult 
to  elicit  and  evaluate  in  the  young  child  but 
occasionally  they  will  be  helpful.  The  pres- 
ence or  absence  of  head  tilting  and  gait  dis- 
turbance should  be  observed. 

X-rays  of  the  skull  are  of  extreme  import- 
ance in  all  suspected  cases  of  brain  tumor 
in  children.  The  x-ray  may  reveal  evidence 
of  increased  intracranial  pressure  such  as 
increase  in  the  digital  markings  and  widen- 
ing of  the  suture  lines  as  well  as  erosion  in 
specific  areas  of  the  skull  such  as  the  dor- 
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sum  sellae  and  sphenoid  ridge.  It  should 
be  mentioned  that  the  mere  presence  of 
digital  markings  in  the  skull  x-ray  does  not 
constitute  sufficient  proof  that  there  is  in- 
creased intracranial  pressure  since  occasion- 
ally this  is  present  to  a mild  degree  in 
young  children.  Abnormal  intracranial  cal- 
cifications are  not  infrequently  seen  par- 
ticularly in  craniopharyngiomas  and  also  in 
astrocytomas  and  ependymomas.  In  gliomas 
of  the  optic  nerve,  the  unilateral  erosion  of 
one  optic  canal  is  of  great  importance  in 
establishing  the  diagnosis. 

Spinal  puncture  has  a very  limited  appli- 
cation in  the  diagnosis  of  intracranial  tu- 
mors in  children.  This  stems  from  the  fact 
that  most  of  these  tumors  are  associated 
with  increased  intracranial  pressure.  Per- 
forming a spinal  tap  in  the  presence  of  ele- 
vated pressure  may  produce  jamming  of  the 
cerebellar  tonsils  against  the  medulla  or  a 
temporal  lobe  pressure  cone  with  pressure 
on  the  midbrain  with  coma  and  death.  This 
is  a very  real  danger  and  therefore  a spinal 
puncture  is  contraindicated  whenever  in- 
creased intracranial  pressure  is  suspected. 

The  electro-encephalogram  has  only  a 
limited  diagnostic  usefulness  in  posterior 
fossa  tumors.  Since  the  clinical  and  roent- 
gen signs  of  these  tumors  are  quite  clear 
cut,  the  less  definitive  electro-encephalo- 
graphic  evidence  is  of  little  real  value.  How- 
ever, in  cerebral  tumors  in  children  the 
presence  of  a unilateral  delta  wave  focus 
may  be  of  great  assistance. 

Contrast  studies  are  essential  not  only  in 
giving  final  proof  of  the  presence  of  a sus- 
pected intracranial  neoplasm  but  of  deter- 
mining its  size  and  position.  The  most  use- 
ful contrast  study  in  children  is  ventriculog- 
raphy. In  the  very  young  child  with  an 
open  fontanel  this  can  easily  be  performed 
by  a puncture  with  a No.  20  needle  through 
the  lateral  angle  of  the  anterior  fontanel. 
An  exchange  of  fluid  and  air  is  carried  out 
and  ventriculographic  films  are  taken  in  the 
various  standard  positions.  In  the  older 
child,  a trephine  opening  in  the  skull  is 
necessary  in  order  to  permit  the  introduc- 
tion of  the  ventricular  cannula  for  the  ex- 
change of  fluid  and  air.  Since  by  far  the 
largest  group  of  tumors  in  children  is  lo- 


cated in  the  posterior  fossa  and  tends  to 
produce  an  internal  hydrocephalus,  a ven- 
triculogram will  very  satisfactorily  demon- 
strate the  ventricles  under  increased  pres- 
sure as  well  as  the  dilated  ventricular  sys- 
tem with  absence  of  filling  in  the  aqueduct 
and  fourth  ventricular  regions.  Ventriculog- 
raphy is  not  a hazardous  procedure.  How- 
ever, in  the  child  who  definitely  has  a pos- 
terior fossa  lesion,  ventriculography  must 
be  followed  either  by  ventriculostomy 
drainage  for  several  days  or  immediately  by 
definitive  cranitomy  with  removal  of  the 
tumor. 

The  use  of  arteriography  is  applicable  to 
children.  This  may  be  done  by  the  open  or 
the  percutaneous  route.  It  has  its  greatest 
application  in  the  suspected  presence  of 
arterio-venous  anomalies  or  in  cerebral 
hemisphere  tumors.  Diodrast  or  hypaque 
may  be  used. 

Pneumoencephalography  is  not  ordinarily 
employed  on  our  service  in  the  diagnosis  of 
brain  tumor  because  of  the  danger  of  ten- 
torial and  foramen  magnum  pressure  phe- 
nomena. However,  pneumoencephalography 
may  be  most  helpful  in  outlining  the  mid- 
brain and  pons  in  cases  of  suspected  brain 
stem  tumor.  Normally  the  distance  from 
the  anterior  surface  of  the  pons  to  the  floor 
of  the  fourth  ventricle  is  3.5  centimeters."’ 
If  there  is  widening  of  this  distance  with 
obliteration  of  the  pontine  cistern  and  pos- 
terior migration  of  the  floor  of  the  fourth 
ventricle,  then  there  is  adquate  proof  of  the 
presence  of  a brain  stem  tumor. 

TREATMENT 

As  has  been  indicated  in  the  foregoing 
sections,  the  treatment  of  brain  tumors  in 
children  as  well  as  in  adults  is  primarily 
surgical.  Since  the  largest  proportion  of 
these  tumors  occur  in  the  posterior  fossa, 
the  tumor  is  approached  by  the  sub-occipi- 
tal route.  The  child  is  positioned  prone 
with  the  head  in  the  cerebellar  headrest  in 
moderate  flexion.  The  most  widely  used  in- 
cision is  a curving  incision  extending  from 
one  mastoid  process  up  to  a point  one  cm. 
above  the  inion  and  curving  down  to  the 
opposite  mastoid  process.  This  gives  access 
to  all  parts  of  the  posterior  fossa.  The  sub- 
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occipital  muscles  are  stripped  away  from 
the  occipital  bone  and  a craniectomy  is 
done.  The  dura  is  opened  over  each  hemi- 
sphere and  the  occipital  sinus  is  secured 
prior  to  division  with  either  silver  clips  or 
silk  ligatures.  With  the  exposure  thus 
afforded  it  is  possible  to  inspect  the  fourth 
ventricle,  vermis  and  either  cerebellar  hemi- 
sphere. The  cerebello-pontine  angles  are 
also  accessible  should  exploration  in  this 
region  be  advisable. 

The  medulloblastomas  and  astrocytomas 
are  usually  evident  in  the  midline  or  ex- 
tending out  into  the  cerebellar  hemisphere. 
The  tumor  is  removed,  depending  on  its 
pathologic  type,  with  a combination  of  suc- 
tion dissection  and  piecemeal  removal  with 
biting  forceps.  One  of  the  most  important 
steps  is  to  unblock  the  aqueduct  in  order  to 
reestablish  spinal  fluid  circulation.  Follow- 
ing completion  of  the  tumor  procedure,  the 
dura  may  be  either  left  open  or  closed.  A 
layer  closure  with  silk  is  carried  out.  Fre- 
quently, a ventriculostomy  tube  is  left  in 
place  in  order  to  keep  the  ventricles  de- 
compressed while  the  spinal  fluid  circulation 
is  reestablished. 

A midline  incision  is  also  a useful  ap- 
proach, particularly  when  one  is  quite  cer- 
tain that  the  tumor  is  located  in  the  fourth 
ventricle  or  in  the  midline  vermis.  This  in- 
cision does  not  permit  the  possibility  of 
wide  exploration  over  the  cerebellar  hemi- 
spheres or  in  the  angles  should  this  be 
necessary.  Here  again  the  individual  situa- 
tion plus  the  preference  of  the  operator  will 
dictate  the  choice  of  approach. 

In  hemisphere  tumors,  the  surgical  ap- 
proach is  dictated  by  the  location.  A stand- 
ard horseshoe-shaped  osteoplastic  flap  is 
turned.  In  the  infant  this  may  be  done  with 
a pair  of  heavy  scissors.  In  the  older  child 
a standard  adult-type  of  flap  using  burr 
holes  is  necessary.  In  these  instances,  as 
complete  a tumor  removal  is  carried  out  as 
possible  depending  on  the  anatomic  loca- 
tion with  which  one  is  dealing. 

X-ray  therapy  plays  a very  important 
part  in  the  handling  of  brain  tumors  in 
children.  This  is  particularly  true  in  re- 
gard to  the  medulloblastomas.  These  tumors 


are  highly  malignant  as  has  been  pointed 
out.  They  are  also  among  the  most  sensi- 
tive to  irradiation.  Unfortunately,  cure  can- 
not be  accomplished  but  the  combination  in 
these  tumors  of  partial  or  complete  surgical 
extirpation  plus  irradiation  will  give  the 
longest  possible  survival.  As  has  been  pre- 
viously indicated,  a total  of  3,000  r to  the 
tumor  site  plus  an  additional  3,000  r to  the 
remainder  of  the  cerebro-spinal  axis  is  the 
treatment  of  choice.  The  astrocytomas 
show  little  or  no  response  to  x-ray  therapy 
and  it  is  probably  not  indicated  in  this 
group.  In  the  ependymomas,  depending  on 
the  individual  situation  and  the  complete- 
ness of  surgical  removal,  x-ray  therapy  may 
be  indicated.  Here  again,  3,000-4,000  r is 
the  usual  dose.  ’ X-ray  therapy  alone,  with- 
out prior  surgical  attack,  is  not  advisable. 
In  the  absence  of  partial  or  complete  tumor 
removal  with  the  decompression  thus  af- 
forded, fatal  cerebral  edema  might  ensue. 
In  addition,  of  course,  one  does  not  know 
the  tumor  type  and  may  therefore  irradiate 
a totally  insensitve  tumor. 

Mention  has  been  made  of  the  Torkildsen 
procedure  in  posterior  third  ventricle  le- 
sions. This  shunting  procedure  is  most 
effective  when  the  tumor  is  located  in  this 
region.  Should  the  tumor,  however,  be 
present  in  the  lower  end  of  the  fourth  ven- 
tricle and  cisterna  magna  region  with  ob- 
literation of  this  region,  such  a shunting 
procedure  will  not  be  effective.  Recent  de- 
velopments in  the  field  of  hydrocephalic 
shunting  procedures  have  given  us  a more 
effective  means  of  handling  this  problem.  A 
shunt  from  the  ventricle  to  the  jugular  vein 
will  satisfactorily  decompress  such  a dis- 
tressing and  difficult  situation. 

PROGNOSIS 

The  prognosis  of  brain  tumors  in  children 
will,  of  course,  depend  on  the  individual 
tumor  type  primarily.  Unfortunately,  the 
more  benign  types  of  tumor  seen  in  adults, 
such  as  the  acoustic  neuroma,  the  meningi- 
oma and  the  chromophobe  adenoma  of  the 
pituitary  gland  are  rarely  seen  in  children. 
The  astrocytomas,  however,  do  offer  a bet- 
ter prognosis  than  most  of  the  remaining 
group  of  tumors  in  children.  Satisfactory 
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survival  in  terms  of  years  may  be  accom- 
nlished  Even  in  the  medulloblastoma  group, 
fairly  long  survivals  have  been  achieved 
after  the  combination  of  surgical  extirpa- 
tion and  x-ray  therapy  which  has  been  out- 
lined. In  our  own  group  of  tumors,  tee 
are  two  seven  and  eight  year  survivals.  The 
ependymomas  offer  an  intermediate  grade 
of  malignacy.  The  brain  stem  gliomas  offer 
the  most  discouraging  outlook  since  these 
are  only  moderately  sensitive  to  eradica- 
tion and,  of  course,  are  totally  unapproach- 
able surgically.  However,  as  m all  other 
fields  of  neoplastic  disease,  the  continued 
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effort  at  better  handling  of  these  distressing 
problems  will  eventually  result  in  improved 
methods  of  treatment  with  longer  and 
longer  survivals. 
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TREATMENT  OF  ECZEMA  VACCINATUM  WITH  VACCINIA 
HYPERIMMUNE  GAMMA  GLOBULIN* 


William  F.  Neth,  M.D.,  Ray  G.  Sarver,  M.D.  and 
Richard  A.  Kahlbaugh,  M.D. 


Eczema  vaccinatum,  or  eczema  second- 
arily infected  with  vaccinia  virus,  is  an 
alarming  and  sometimes  fatal  infection.  It 
is  characterized  by  the  sudden  appearance 
of  umbilicated  varicelliform  vesicles  prin- 
cipally on  the  sites  previously  involved  by 
atopic  dermatitis.  High  fever  and  glandular 
enlargements  are  often  present  in  an  acutely 
ill  patient.  The  vesicles  become  hemorrhagic 
or  pustular  and  appear  in  crops  for  several 
days  to  a week. 

Until  recently  there  was  no  specific  treat- 
ment for  eczema  vaccinatum,  but  the  com- 
plicating bacterial  infection  could  be  treated 
with  antibiotics.  However,  in  1953  Kempe 
and  Benenson  first  reported  the  production 
of  passive  immunity  to  vaccinia  in  newborn 
infants.'  In  1955,  Barbero  et  al.  reported 
the  use  of  vaccinia  hyperimmune  gamma 
globulin  in  the  treatment  of  vaccinia  gan- 
grenosa.- The  following  case  report  illus- 
trates the  successful  use  of  this  hyper- 
immune serum  for  eczema  vaccinatum. 

CASE  REPORT 

A six-month-old  negro  male  infant  was  admitted 
to  the  hospital  on  September  12,  1956.  Through- 
out his  life  he  had  infantile  eczema,  which  had 
become  quiescent  during  the  two  months  prior 
to  admission.  Thickening  of  the  skin  and  pruritus 
remained  during  this  time.  There  was  no  family 
history  of  eczema,  but  a grandfather  had  asthma. 

At  a Well  Baby  Clinic  on  September  4,  1956, 
eight  days  prior  to  admission,  the  patient  received 
a smallpox  vaccination  on  the  left  deltoid  area. 
Vesiculation  and  crusting  were  noted  on  the  fifth 
or  sixth  day.  In  the  following  two  to  three  days 
s^ondary  vesicles  developed  about  the  vaccination 
site,  on  the  left  scapular  region,  right  elbow,  and 
right  groin.  The  groin  area  was  not  previously 
involved  by  eczema.  He  had  been  febrile  four 
days  prior  to  admission  and  for  two  days  had 
been  vomiting  and  eating  poorly. 

On  admission,  examination  revealed  a slightly 
pale,  well-developed,  well-nourished,  negro  male 
infant  who  appeared  acutely  ill  and  mildly  de- 
hydrated. The  temperature  was  103.4° F the  pulse 
was  126,  the  respirations  were  50,  and  his  weight 

‘From  the  Department  of  Pediatrics,  Delaware  Hospital,  Inc., 
Wilmington,  Delaware. 


was  8.5  Kg.  The  skin  showed  generalized  thicken- 
ing in  the  typical  areas  for  atopic  eczema,  includ- 
ing the  cheeks,  antecubital  and  popliteal  spaces, 
and  the  back  of  the  neck.  No  evidence  of  vesicu- 
lation or  weeping  was  present.  Multiple  umbili- 
cated, pustular  lesions  were  present  about  the  pri- 
marv  vaccination  site.  Similar  lesions  were  found 
on  the  left  scapular  region,  right  elbow,  the  inner 
aspect  of  the  right  thigh  and  the  groin,  where  the 
skin  showed  no  evidence  of  eczema.  There  was 
generalized  cervical,  axillary,  and  inguinal  adeno- 
pathy. The  tip  of  the  spleen  was  palpable  and 
the  liver  edge  was  felt  1.5  cm.  below  the  right 
costal  margin.  The  remainder  of  the  physical 
examination  was  normal. 

LABORATORY  FINDINGS: 

Hemoglobin  8.1  gm.;’  hematocrit  28%;  white 
blood  count  11,700,  polys  23,  bands  17,  lympho- 
cytes 53,  monocytes  7,  eosinophiles  3.  The  urin- 
alysis was  normal.  Cultures  of  the  naso-pharynx 
and  lesion  on  the  thigh  revealed  a staphylococcus 
aureus,  coagulase  positive,  sensitive  to  penicillin 
and  tetracycline.  Blood  cultures  were  negative.  A 
culture  of  the  lesion  on  the  right  thigh,  taken  on 
admission,  was  sent  to  a virus  diagnostic  labora- 
tory. Typical  vaccinia  lesions  were  seen  on  chorio- 
allantoic membranes  of  embryonated  hen  eggs  in- 
oculated with  this  material.  The  acute  phase 
hemagglutination  inhibition  titer  was  1 : 10  dilution 
on  September  12.  1956.  The  convalescent  serum 
taken  on  September  22,  1956  was  1:160  dilution. 

Hyperimmune  vaccinia  gamma  globulin  (5  cc 
or  0.06  cc/Kg),  obtained  from  Dr.  C.  Henry 
Kempe  at  the  University  of  California  Medical 
School,  was  given  intramuscularly  about  twenty- 
eight  hours  after  admission.  Supportive  treatment 
consisted  of  tetracycline,  hydration,  and  protection 
of  the  skin  from  further  scratching  and  trauma. 

On  the  day  after  admission  the  patient  devel- 
oped a new  lesion  on  the  right  elbow.  No  addi- 
tional lesions  developed  after  the  gammo  globulin 
injection.  After  three  days  his  temperature  re- 
turned to  normal  and  remained  normal  until  dis- 
charge. Repeated  injections  of  immune  gamma 
globulin  were  not  indicated  because  the  patient 
improved  clinically  and  did  not  develop  new  le- 
sions. The  lesions  became  dry  and  crusted  during 
his  ten  day  hospital  stay.  Except  for  the  primary 
vaccination  site,  most  of  the  lesions  had  dis- 
appeared or  were  disappearing  at  the  time  of  dis- 
charge. 

DISCUSSION 

Identical  clinical  syndromes  may  be  pro- 
duced in  children  with  eczema  by  vaccinia 
and  herpes  simplex  viruses.^  In  1887, 
Kaposi  described  a varicelliform  eruption  in 
children  with  eczema  which  he  called 
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“eczema  herpetiforme.”  Although  this  name 
was  descriptive  and  the  cause  unknown, 
Kaposi  is  most  often  associated  with  eczema 
herpeticum  in  the  modern  literature.*’® 
Some  authors  include  both  eczema  vac- 
cinatum and  eczema  herpeticum  in  discus- 
sions of  Kaposi’s  varicelliform  eruption, 
since  the  picture  is  not  always  distinguish- 
able on  clinical  grounds.^ 

Eczema  herpeticum  is  considered  to  be  a 
primary  herpes  simplex  infection  in  a child 
with  eczema,  almost  always  of  the  atopic 
dermatitis  variety.  Eczema  vaccinatum  is  a 
generalized  vaccinia  in  children  with  eczema 
in  which  normal  as  well  as  eczematous  areas 
of  skin  are  involved.  In  both  diseases,  there 
is  much  evidence  of  a viremia  with  wide- 
spread tissue  involvement.*-^’®’"  Subsidence 
of  the  infection  depends  on  the  development 
of  an  adequate  titer  of  neutralizing  anti- 
bodies. Kempe  feels  that  evidence  for  vir- 
emia in  uncomplicated  smallpox  vaccination 
is  not  adequate.  However,  in  cases  with 
complications  such  as  generalized  vaccinia, 
vaccinia  gangrenosa,  and  eczema  vaccina- 
tum, the  evidence  is  overwhelming."  His 
assumption  is  that  certain  persons  fail  to 
develop  sufficient  neutralizing  antibodies 
normally  present  at  the  peak  of  the  primary 
vaccination.  A few  of  these  patients  may 
have  hypogammaglobulinemia.  Therefore, 
regardless  of  whether  the  concentration  of 
gamma  globulin  in  the  serum  is  elevated, 
normal  or  absent,  this  defect  might  be 
“adequately  corrected  by  therapeutic  use  of 
passive  antibodies  in  large  quantity  in  the 
form  of  hyperimmune  vaccinia  gamma  glo- 
bulin.” * For  this  reason,  he  has  developed 
this  gamma  globulin  for  use  in  prophylaxis 
and  treatment  of  this  disease.  The  mor- 
tality rate  in  eczema  vaccinatum  is  esti- 
mated to  be  30-40%,  especially  in  the  first 
2 years  of  life,  and  a specific  agent  for  its 
treatment  is  most  welcome. 

An  accurate  diagnosis  must  be  made  or 
suspected  as  soon  as  possible,  since  this 
gamma  globulin  is  currently  available  only 
through  Dr.  Kempe,  who  is  evaluating  its 
use.  He  has  been  kind  enough  to  supply  it, 
as  he  did  in  our  case,  if  proper  studies  are 
done  to  prove  the  diagnosis.  In  his  series, 
which  is  the  only  group  with  laboratory 
confirmation  of  the  diagnosis,  the  only 


fatalities  were  in  cases  of  more  than  5 days 
duration  before  gamma  globulin  was  given.* 

In  vaccinia,  a history  of  vaccination  or 
exposure  to  a vaccinated  child  is  usually 
obtainable,  but  herpes  simplex  virus  is  so 
widespread  that  it  is  usually  impossible  to 
be  certain  of  a contact.  In  eczema  herpeti- 
cum the  lesions  tend  to  develop  in  crops, 
but  this  in  itself  is  not  diagnostic.  A useful 
procedure  in  trained  hands  is  the  skin  bi- 
opsy, which  will  determine  whether  or  not 
the  lesions  are  due  to  viral  infection,  and,  if 
so,  the  inclusion  bodies  of  vaccinia,  unlike 
herpes,  are  intracytoplasmic.^  A virus  cul- 
ture should  be  done,  and  acute  and  con- 
valescent sera  obtained. 

There  is  a need  for  reemphasis  of  the 
danger  in  vaccinating  a patient  with  atopic 
eczema  or  any  chronic  dermatitis.  If  vac- 
cination must  be  done,  because  of  some  un- 
usual exposure  or  risk  of  smallpox,  or  if 
vaccination  is  done  inadvertently,  it  would 
seem  wise  to  give  hyperimmune  vaccinia 
gamma  globulin  as  prophylaxis.  When  the 
differential  diagnosis  between  eczema  vac- 
cinatum and  eczema  herpeticum  is  impos- 
sible, it  would  seem  advisable  to  give  the 
gamma  globulin.  No  specific  therapy  has 
been  proposed  for  eczema  herpeticum  in 
which  the  mortality  is  much  lower. 

SUMMARY 

1.  A six-month-old  infant  with  eczema 
vaccinatum,  treated  with  vaccinia  hyper- 
immune gamma  globulin,  recovered  more 
quickly  than  would  be  expected  without 
this  specific  therapy. 

2.  It  is  reemphasized  that  a child  with 
active  atopic  eczema  should  not  be  vac- 
cinated, and  should  be  guarded  against  con- 
tact with  fresh  vaccination  sites  on  other 
individuals. 

The  authors  wish  to  exj)ress  our  appreciation  to  Dr.  C. 
Henry  Kempe  of  the  Department  of  l’e<Jiatrics,  University  of 
California,  for  suppljring  us  with  the  vaccinia  hyi>erimmune 
gamma  globulin  us^  in  treating  tliis  patient. 
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EOSINOPHILIC  GRANULOMA  OF  THE  FEMORAL 
SHAFT  RESEMBLING  EWING’S  SARCOMA* 

Walter  L.  Bailey,  M.D. 


Differential  diagnosis  between  benign  and 
malignant  tumors  of  bone  can  be  extremely 
difficult.  Eosinophilic  granuloma,  a benign 
tumor  of  bone,  will  at  times  exhibit  all  the 
clinical  and  roentgenographic  features  of  a 
malignant  tumor.  Definite  diagnosis  is  im- 
perative so  that  treatment  can  be  intelli- 
gently instituted,  and  adequate  biopsy  of 
the  lesion  is  the  chief  means  by  which  final 
diagnosis  can  be  readily  established. 

Eosinophilic  granuloma  of  bone  is  usually 
a well-localized  single  lesion  with  a definite 
histological  appearance  and  of  unknown 
etiology,  having  its  origin  in  the  medullary 
cavity  of  bone.  It  tends  to  expand,  erode, 
and  destroy  locally.  It  must  be  differenti- 
ated from  a number  of  lesions  of  the  infec- 
tious, metabolic,  developmental,  and  neo- 
plastic category. 

Eosinophilic  granuloma  arising  in  a long 
bone  may  closely  resemble  Ewing’s  sarcoma, 
the  latter  being  a highly  malignant  tumor. 
Ewing’s  sarcoma  arises  ordinarily  in  the  mid 
shaft  of  a long  bone,  most  generally  the 
femur,  and  gives  rise  to  a characteristic, 
clinical,  and  roentgenographic  pattern.  The 
clinical  features  are  pain,  tenderness,  swell- 
ing and  loss  of  function  occurring  in  an  in- 
dividual imder  twenty  years  of  age.  Eosino- 
philic granuloma  occurring  in  the  mid  shaft 
of  a long  bone  usually  gives  rise  to  the  same 
symptoms.  There  is  generally  a difference 
in  the  time  interval,  the  clinical  course  of 
the  eosinophilic  granuloma  being  a bit  more 
rapid,  a period  of  weeks  instead  of  months. 

Lesions  which  tend  to  erode  and  destroy 
bone  will  ordinarily  give  rise  to  the  deposi- 
tion of  reactive  new  bone  along  the  shaft. 
Not  infrequently,  because  of  the  periosteal 
reaction  and  lamination,  the  new  bone  ap- 
pears in  the  so-called  “onion  skin”  manner, 
this  being  characteristic  of  the  roentgeno- 

*From  the  Department  of  Orthopedic  Surgery,  Delaware  Hos- 
pital. Wilmington.  Delaware. 


graphic  picture  of  Ewing’s  sarcoma.  Hence, 
it  is  only  by  adequate  biopsy  and  thorough 
examination  of  the  tissue  that  exact  diag- 
nosis can  be  made. 

CASE  REPORT 

A three  year  old  white  boy  was  admitted 
to  the  Delaware  Hospital  on  July  26,  1957. 
He  had  been  complaining  of  pain  in  the  left 
leg  for  almost  three  weeks.  There  was  no 
history  of  injury.  His  mother  stated  that 
he  limped  and  was  often  awakened  at  night 
because  of  pain.  On  several  occasions  prior 
to  his  admission  to  the  hospital  he  refused 
to  walk,  apparently  because  of  discomfort. 

Physical  examination  revealed  a well-de- 
veloped white  child  whose  general  physical 
examination  was  within  normal  limits.  Ex- 
amination revealed  slight  palpable  thicken- 
ing of  the  mid  portion  of  the  left  thigh  and 
mild  tenderness  on  fairly  deep  pressure.  The 
child  voluntarily  resisted  motion  of  the  left 
leg  and  thigh.  There  were  no  palpable  in- 
guinal nodes.  There  was  no  obvious  super- 
ficial venous  engorgement  in  the  left  thigh. 
His  blood  count  and  urinalysis  were  nor- 
mal. 

X-ray  examination  (Figure  1,  A and  B) 
showed  an  obviously  thickened  femur  with 
a reactive  type  of  bone  paralleling  the  shaft. 
In  the  center  portion  of  the  femur  an  erod- 
ing destructive  type  lesion  was  visible.  This 
roentgenogram  strongly  resembled  Ewing’s 
Sarcoma.  Chest  film  revealed  a normal 
heart  and  lungs. 

On  July  29,  1957,  biopsy  of  the  lesion  was 
done.  Roentgenographic  control  at  biopsy 
was  utilized  to  be  certain  that  the  material 
was  taken  from  the  lesion.  The  following 
gross  findings  were  evident:  The  soft  tissues 
were  not  remarkable.  Over  the  shaft  of  the 
femur,  there  was  a great  deal  of  new  bone 
formation,  fairly  soft  in  consistency  and 
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Figure  1A 


somewhat  edematous.  The  lesion  itself  con- 
tained a grayish  brown  material  which  after 
curettage  did  not  hemorrhage  unduly.  Cul- 
tures from  this  lesion  were  negative.  The 
curettings  from  the  lesion,  pieces  of  cortical 
bone  removed  in  order  to  gain  access  to  the 
lesion,  and  appropriate  sections  of  the  re- 
active new  bone  were  all  examined. 

Pathology  Report;  A small  amount  of  material 
was  submitted  and  consisted  partly  of  soft  brown 
and  yellow  amorphous  material  in  which  numer- 
ous small  irregular  fragments  of  bone  and  bony 
spicules  were  noted. 

Microscopically  the  tissue  presented  areas  of 
reticuloendothelial  (histiocytic)  cell  proliferation 
appearing  as  solid  sheets,  these  being  interspersed 
with  eosinophiles  which  contrasted  sharply  with 
the  few  neutrophiles  and  lymphocytes  which  were 
present.  The  picture  was  that  of  a “granulo- 
matous” lesion  and  not  of  a malignant  tumor. 
Because  of  the  numerous  eosinophiles  present  in 
this  lesion,  it  could  be  properly  classified  as 
eosinophilic  granuloma  of  bone. 

Many  tables  of  classification  include 
eosinophilic  granuloma  as  a member  of  the 
histiocytic  diseases  suggesting  its  possible 
relation  to  Hand  Schuller  Christian’s  Dis- 
ease. 

SUMMARY 

An  interesting  case  of  eosinophilic  granu- 
loma of  bone,  a benign  lesion  resembling 
Ewing’s  sarcoma  of  the  femoral  shaft,  has 
been  reported  together  with  its  outstanding 
clinical,  pathological,  and  roentgenographic 
features.  The  necessity  of  biopsy  as  a means 
of  establishing  definite  diagnosis  has  been 
demonstrated.  Treatment  of  such  lesions 
by  high  voltage  x-ray  alone  without  an  ade- 
quate biopsy  should  never  be  undertaken. 

The  author  expre.sses  grateful  appreciation  to  J.  F.  Krafka. 
M.U.,  Senior  Resident  of  the  iDepartment  of  Pathology, 
Delaware  Hospital,  for  his  assistance  in  this  case  report. 
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THE  DOCTOR  AND  HIS  TAXES* 

H.  L.  Brown** 


It  was,  of  course,  a pleasure  to  be  invited 
here.  More,  though,  it  is  an  honor  because 
frankly  I marvel  always  that  you  physicians 
can  remember  and  pronounce  the  names  of 
the  ills  that  afflict  us  let  alone  cure  us  of 
them.  And  for  a reason  which  you  will  see 
later,  I have  asked  Mr.  Attilio  Porcelli,  of 
our  office,  head  of  our  Audit  Division,  to 
come  with  us.  This  is  Mr.  Porcelli.  He  is 
quiet  right  now  but  he  will  give  forth  a 
little  later. 

I am  supposed  to  speak  words  of  wisdom 
which  will  make  your  annual  accounting 
to  the  Internal  Revenue  Service  an  easy 
even  though  not  a pleasant  one,  but  I will 
confess  straight  off  that  I am  not  sure  that 
there  is  a great  deal  I can  tell  you,  which 
shows  the  confidence  we  have  in  the  physi- 
cians as  a body. 

It  goes  almost  without  saying  that  you 
must  keep  records.  Fundamentally  your 
professional  bookkeeping  is  a simple  matter. 
On  the  income  side  you  have  your  fees,  and 
on  the  other  side  of  the  ledger  you  have 
expenses,  such  as  salaries  of  office  assistants 
and  nurses,  office  rental,  drugs  and  sup- 
plies, professional  dues,  repairs,  deprecia- 
tion, travel  expense,  including  the  cost  of 
operating  your  automobile,  electricity,  mag- 
azines for  your  reception  room,  preferably, 
according  to  rumor,  six  months  old,  and 
the  inevitable  miscellaneous  items. 

Now,  what  problems  do  you  as  doctors 
have  with  these  items?  First  of  all,  we 
hope  that  you  are  lucky  enough  not  to  be 
faced  with  the  main  problem  that  most  of 
us  meet,  where  we  will  find  the  money  to 
pay  the  taxes;  but  if  we  pass  that  hurdle, 
we  have  only  found  two  or  three  areas 
where  questions  may  generally  arise.  Those 
are,  your  receipts,  your  automobile  use,  and 
the  deduction  for  costs  where  a physician 
uses  part  of  his  residence  as  his  office. 

‘Presented  at  the  Aimual  Meeting,  Medical  Society  of  Dela- 
ware, Wilmington,  October  1957. 

“Director  of  Internal  Revenue  &rvice,  Wilmington. 


As  to  receipts,  we  ask  no  more  than  that 
you  make  a strict  accounting  of  the  fees 
collected.  And  I can  say  that  the  situation 
here  is  vastly  improved  over  what  it  was 
fifteen  years  ago.  Then  there  was  an  un- 
fortunate laxness  in  this  respect.  Now,  we 
believe  that  practically  all  of  you  have 
taken  steps  to  make  sure  that  your  fees 
are  properly  booked,  which  is  nice  for  you 
and  for  us. 

As  to  the  cost  of  operating  your  auto- 
mobiles for  professional  use,  we  ask  only 
that  you  be  reasonable.  If  you  have  two 
automobiles,  one  for  professional  and  one 
for  personal  use,  there  is  no  problem.  All 
the  depreciation  on  the  car  and  gasoline, 
oil,  repairs,  insurance,  and  so  forth,  are  of 
course  deductible. 

If  you  have  only  one  automobile  — and 
I may  be  insulting  you  when  I suggest  that 
you  possibly  have  only  one  — there  must 
be  an  allocation  of  depreciation  and  op- 
erating expenses  of  that  car  between  pro- 
fessional and  personal  use,  of  which  only 
the  professional  part,  of  course,  is  deduct- 
ible. We  have  found  that  quite  generally 
you  are  fair  in  making  this  allocation  be- 
tween professional  and  personal  use. 

The  third  item  concerns  an  office  in  your 
home.  The  procedure  here  is  to  deduct  as 
professional  expense  a portion  of  the  depre- 
ciation on  the  residence  and  of  the  general 
operating  and  maintenance  charges  on  that 
house.  The  pro-ration  is  generally  based  on 
the  ratio  of  office  space  to  total  space  in  the 
home.  Naturally,  any  repairs  which  apply 
only  to  the  office  quarters  are  deductible  in 
full.  On  the  other  hand,  those  that  apply 
only  to  the  rest  of  the  house  and  don’t 
affect  the  office  are  non-deductible. 

Thus,  for  example,  roof  repairs  or  heating 
system  repairs  would  be  pro-rated,  part 
business  and  part  personal;  whereas  paint- 
ing and  papering,  for  instance,  in  the  living 
quarters  only,  would  be  a personal  expense. 
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Now  then,  so  far  as  I know  those  are  the 
items  which  mostly  concern  us.  But  each 
year  we  have  a number  of  delinquents  in 
the  securing  of  a stamp  to  prescribe  or  ad- 
minister narcotics.  This  stamp,  which  is 
valid  from  July  1 to  June  30  of  the  follow- 
ing year  must  be  obtained  prior  to  the  time 
when  you  use  or  prescribe  narcotics.  We 
know  that  the  failure  to  purchase  these 
stamps  is  invariably  an  oversight,  but  you 
may  save  yourselves  a minimum  penalty  of 
$5.00  and  us  some  unnecessary  work  in 
determining  how  severe  that  penalty  should 
be  if  you  will  purchase  this  one-dollar  item 
timely. 

It  may  be  well  to  mention  another  matter 
which  is  common  to  you  and  all  other  tax- 
payers, and  that  is,  the  filing  of  a declara- 
tion of  estimated  tax.  This  return  is  due 
on  or  before  April  15  of  each  year.  With 
it  you  should  make  payment  of  at  least 
one- fourth  of  the  income  tax  you  estimate 
will  be  owed  for  that  year.  The  other  in- 
stallments are  due  on  June  15,  September 
15,  and  January  15,  the  following  year. 

No'w,  you  may  amend  this  declaration  up- 
ward or  downward  at  any  installment  date 
to  reflect  a changed  income  situation. 
Roughly  speaking,  if  you  have  an  estab- 
lished practice  so  that  you  anticipate  a 
fairly  steady  income,  a safe  rule  is  to  make 
this  original  estimate  based  on  last  year’s 
tax  liability.  The  reason  is  that  if  you  de- 
clare and  pay  an  estimate  equal  to  last 
year’s  tax,  there  will  be  no  penalty  for 
under-estimation  even  though  your  income 
may  far  exceed  the  income  of  the  previous 
year,  and  the  tax  of  course  will  be  that 
much  greater.  Otherwise  the  Internal  Rev- 
enue Code  provides  a six  per  cent  penalty 
on  the  difference  in  tax  between  the  es- 
timated amount  paid  and  seventy  per  cent 
of  the  actual  tax. 

Let’s  get  to  figures.  Let’s  assume  that 
for  the  year  1957  your  income  tax  liability 
is  a measly  $100,000,  and  that  you  have 
declared  $60,000  as  your  estimate  of  income 
tax  for  the  year  ’57.  Now,  70%  of  the 
actual  amount  of  $100,000  tax  is  $70,000. 
You  have  made  an  estimate  of  $60,000. 
You  would  he  subject  to  a penalty  on  the 
$10,000  difference.  It  is  worth  .saving. 


I think  a word  would  not  be  amiss  with 
respect  to  your  rights  in  the  event  of 
a dispute  concerning  your  tax  liability. 
Strangely  enough,  it  sometimes  happens 
that  we  in  the  Internal  Revenue  Service 
make  a faulty  diagnosis  and  prescribe  the 
wrong  treatment.  If  we  do  and  you  dis- 
agree with  the  findings  of  our  agent  or 
auditor,  you  will  receive  a notice  of  our 
proposed  changes  on  those  disputed  points. 
You  then  have  ten  days  in  which  you  can 
ask  for  an  informal  conference  on  these 
disputed  items  in  our  office.  Most  of  the 
time  this  informal  hearing  will  result  in  an 
agreement  because  I can  tell  you  frankly 
that  we  are  as  anxious  as  you  are  to  settle 
cases  lawfully  at  the  lowest  possible  level. 
It  not  only  saves  you  bother  and  money 
in  the  way  of  litigation,  if  we  may  call  it 
that,  but  permits  us  to  get  on  with  some 
other  taxpayer. 

Perhaps  as  a result  of  this  conference  you 
are  still  not  satisfied.  Then  we  will  furnish 
you  with  a copy  of  our  report  and  give  you 
thirty  days  in  which  to  file  a written  pro- 
test. This  protest  will  be  screened  by  our 
conference  coordinator.  If  there  are  new 
facts  or  precedents  presented,  he  will  either 
refer  it  to  the  agent  to  verify  the  facts  or 
he  may  allow  the  protest  and  settle  the 
case  himself. 

Now,  if  there  is  no  agreement  at  that 
point,  the  protest,  along  with  the  full  case 
file,  will  at  your  request  be  forwarded  to 
our  Regional  Appellate  Division  in  Phila- 
delphia. They,  too,  will  give  you  a hearing 
at  a time  convenient  to  you.  From  there 
you  may  carry  it  on  to  the  Supreme  Court 
— I hope  none  of  you  have  to  do  that. 

There  is  an  alternate  route.  If  you  dis- 
agree with  us,  you  can  pay  the  tax,  then 
file  claim  for  refund,  and  if  we  refuse  that 
claim,  you  can  sue  for  recovery  in  the  Dis- 
trict Court  or  in  the  U.  S.  Court  of  Claims. 

I have  confined  my  remarks  to  your  pro- 
fessional income.  Perhaps  in  doing  this  I 
have  over-simplified  as  did  a C.P.A.  who 
died  some  years  ago,  the  senior  member 
of  a distinguished  accounting  firm.  Mr. 
Jones  was  a man  of  few  words  who  had 
received  his  certificate  without  examina- 
tion at  the  time  the  C.P.A.  Law  was  en- 
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acted  in  his  State,  and  very  often  at  staff 
meetings  there  would  he  some  audit  point 
under  discussion,  and  he  would  unlock  his 
middle  drawer,  pull  it  out,  glance  down 
there,  close  the  drawer,  shake  his  head  one 
way  or  another. 

Finally,  Mr.  Jones  died  and  the  office 
could  scarcely  wait  until  he  was  cold  to  see 
what  was  this  wonderful  paper  in  his  mid- 
dle drawer.  Well,  they  opened  it  and  all 
they  found  in  the  drawer  was  a white  sheet 
with  big  capital  letters  printed  on  it,  say- 
ing: “Credits  are  on  the  right  side,  debits 
are  on  the  left.”  (Laughter) 

Probably  I have  omitted  to  cover  some 
matters  dealing  with  your  professional  in- 
come accounts  which  you  would  like  to 
have  discussed.  Undoubtedly  there  are  other 
tax  problems  aside  from  the  professional 
end  of  it  which  you  would  like  an  answer 
to.  That  is  the  reason  I brought  Mr.  Por- 
celli  along.  We  now  open  our  breasts  to 
any  questions  you  want  to  throw  at  us. 
Many  of  them  I cannot  answer.  Very  few 
Mr.  Porcelli  cannot.  So  if  you  have  any- 
thing that  is  disturbing  you,  let  us  know 
and  we  will  try  to  give  you  the  answer.  If 
we  can’t  now  we  will  give  it  to  you  later. 

Dr.  Poole:  What  about  deducting  a part 
of  the  second  car  that  you  have?  For  ex- 
ample, if  your  car  breaks  down  and  you 
have  to  use  your  wife’s  car  for  a day  or  two. 
Are  you  permitted  to  take  a percentage  of 
that  car? 

Mr.  Brown:  You  can,  of  course.  On  the 
other  hand,  it  is  possible  that  sometimes 
you  may  use  your  professional  car  to  go 
out  to  the  country  club.  In  other  words, 
again  it  is  a matter  of  reasonableness.  If 
the  use  of  your  second  car  is  worthwhile, 
makes  it  worthwhile  to  claim  it,  okay,  but 
remember,  by  the  same  token  you  ought  to 
deduct  from  your  other  car.  So  chances  are 
you  will  be  square  with  the  board  if  you 
claim  it  on  your  one  car. 

Dr.  Poole:  In  one  part  of  your  house 
you  may  be  called  upon  to  see  some  em- 
ergency patients  late  at  night  or  over  the 
weekend,  and  you  maintain  a separate  of- 
fice away  from  your  home,  but  you  may  be 
called  upon  to  practice  from  your  home  oc- 


casionally during  various  parts  of  the  year. 
Is  a part  of  your  house  then  deductible 
toward  the  upkeep  of  your  house? 

Mr.  Porcelli:  You  say  you  have  an  of- 
fice away  from  where  you  live? 

Dr.  Poole:  My  office  is  separated  from 
my  home.  If  I should  be  called  upon  to 
see  patients  during  the  weekend  or  late  at 
night  at  my  home,  does  that  designate  my 
home  as  an  office,  and  is  part  of  the  expense 
of  that,  the  maintenance  of  that  deductible? 

Mr.  Porcelli:  If  you  make  it  a practice 
to  do  that  and  it  is  necessary  in  the  conduct 
of  your  practice,  to  utilize  your  home,  I 
would  say  that  to  that  extent  it  would  be 
deductible.  If  you  could  very  well  see  your 
patients  in  your  office  and  you  do  it  as  a 
matter  of  convenience,  then  you  would  not 
be  allowed  the  deduction. 

Dr.  Poole:  Well,  it  would  be  partially  a 
matter  of  convenience  as  well  as  a necessity? 

Mr.  Porcelli:  Well,  the  law  says  what 
is  ordinary  and  necessary  in  your  business, 
in  your  practice.  If  it  is  ordinary  and  neces- 
sary for  you  to  see  your  patients  at  home, 
and  you  say  you  have  an  emergency  and 
you  have  to  do  it  in  that  case,  I would  say 
yes.  But  if  it  isn’t  and  you  do  it  as  a mat- 
ter of  convenience,  we  wouldn’t  allow  it. 

Dr.  Poole:  What  the  patient  calls  an 
emergency  and  what  the  doctor  calls  an 
emergency  sometimes  don’t  agree.  Lots  of 
times  the  patient  thinks  it  is  an  emergency 
and  therefore  you  see  them  immediately, 
when  they  could  have  been  seen  at  your  of- 
fice the  next  morning.  That  happens  fre- 
quently. 

Mr.  Porcelli:  You  are  the  one  to  de- 
termine. 

Dr.  Poole:  What  about  entertaining 

professional  colleagues?  Is  that  deductible? 

Mr.  Porcelli:  It  goes  back  to  the  same 
definition,  that  it  has  to  be  ordinary  and 
necessary  in  the  conduct  of  your  practice 
and  it  has  to  have  some  connection  with  it. 
My  answer  to  you  would  be  if  it  is  neces- 
sary and  ordinary  in  the  conduct  of  your 
practice  to  entertain  your  colleagues,  then 
it  is  deductible,  but  I just  can’t  see  where 
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it  would  be  necessary  or  ordinary  for  you 
to  entertain  your  colleagues  in  order  to  con- 
duct your  practice.  Wouldn’t  you  say  so? 

Dr.  Poole:  Under  some  circumstances  I 
think  it  is,  yes. 

Mr.  Brown:  May  I interject  one  thing 
here. 

I have  heard  of  cases  where  a Specialist, 
for  example,  entertained  G.P.’s  because  they 
were  supposed  to  funnel  some  business  to 
him.  I think  that  in  some  cases  this  has 
been  allowed  upon  a showing  that  it  was 
ordinary  and  customary  in  his  community 
to  do  that,  and  that  it  was  necessary  in  the 
conduct  of  his  business,  and  could  show, 
moreover,  that  some  business  did  flow  to 
him.  It  is  a rather  difficult  thing. 

You  understand  that  every  expense  must 
be  substantiated.  So  if  you  claim  something 
like  that,  be  prepared  to  have  some  good 
arguments  for  it. 

Mr.  Porcelli:  Another  feature.  Doctor, 
that  must  be  considered,  is  if  the  particular 
state  under  which  you  are  practicing  con- 
siders such  an  act  to  be  unethical  or  against 
public  policy,  then  we  would  not  allow  it.  If 
it  is  unethical  or  against  public  policy,  then 
we  couldn’t  allow  it,  even  though  it  is  or- 
dinary and  necessary  in  your  practice. 

Dr.  Repman:  Did  I understand  you  to 
say  that  there  is  a penalty  for  under-es- 
timating your  tax  even  though  at  the  end 
of  the  year  you  make  a full  return  and  pay 
the  full  tax? 

Mr.  Porcelli:  That  is  correct,  sir.  The 
law  provides  a penalty  for  that,  as  Mr. 
Brown  explained.  You  are  required  to  es- 
timate at  the  beginning  of  the  year,  by 
April  15,  what  you  expect  your  income  to 
be  for  the  ensuing  nine  months,  or  eight 
and  a half  months.  At  that  time  you  may 
state  what  you  consider  to  be  your  best 
judgment. 

At  the  end  of  June,  at  the  end  of  Sep- 
tember, and  in  January,  if  the  facts  indi- 
cate that  you  have  been  wrong,  one  way  or 
the  other,  up  or  down,  you  may  amend  at 
that  time  your  return. 

Dr.  Repman:  I understand  that. 


Mr.  Porcelli:  You  can  be  safe,  as  Mr. 
Brown  explained  it  to  you,  if  your  return 
for  this  year  is  based  on  your  income  for 
the  prior  year;  regardless  of  the  amount  of 
income  that  you  actually  earn,  you  will  not 
be  subject  to  any  penalty.  The  law  pro- 
vides that  safeguard  for  you.  But  if  you 
don’t  do  that,  that  is,  if  you  don’t  estimate 
as  much  income  in  this  year  as  you  reported 
the  last  year,  if  you  feel  your  practice  has 
dwindled  and  your  income  will  not  be  as 
great,  and  then  you  under-estimate  below 
70%  Mr.  Brown  told  you  about,  you  would 
be  subject  to  a penalty,  even  though  you 
filed  a return. 

Dr.  Repman:  I understand  the  me- 

chanics of  it.  A lot  of  these  questions  of 
deduction  seem  to  be  based  on  what  is 
reasonable,  what  is  usual  in  the  community 
and  what  is  common  custom,  and  yet  dis- 
regarding the  actual  ruling,  does  that  seem 
to  be  a reasonable  thing,  to  penalize  some- 
one for  guessing  wrong  even  though  at  the 
end  of  the  year  whenever  you  make  your 
final  return  you  make  full  payment?  This 
is  not  fraud,  this  is  just  a poor  guess.  In 
the  spirit  of  these  other  deductions,  does 
this  seem  to  be  reasonable  and  usual? 

Mr.  Brown:  I am  not  going  to  take 

upon  myself  to  criticize  either  favorably  or 
unfavorably  the  action  of  the  Congress 
which  passed  this  law.  However,  I can  tell 
you  what  underlies  that  estimated  tax  re- 
quirement. 

In  1943  we  were  all  put  on  a pay-as-you- 
go  basis.  Since  that  time,  if  I get  wages 
and  salary,  a certain  amount  of  income  tax 
is  withheld  from  that  each  pay  day  and 
paid  into  the  Treasury.  It  was  to  equalize 
in  some  manner  the  tax  liability  of  self-em- 
ployed persons,  such  as  you,  and  have  that 
money  flowing  in  also  during  the  year,  at 
least  in  quarterly  periods,  that  they  put 
this  declaration  of  estimated  tax  into  the 
law. 

Dr.  La  Motte:  I have  two  questions: 
One,  is  it  true  or  is  it  false  that  the  gentle- 
men who  occasionally  spotcheck  the  income 
tax  returns  work  on  a quota  basis  to  justify 
the  increased  collections  that  they  get  from 
these  spot  checks?  That  is  just  a rumor  I 
have  heard. 
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Let  me  give  you  my  second  question: 
Second,  in  the  deduction  of  a professional 
car,  is  this  scheme  of  rental  of  a car  for  a 
doctor  on  a professional  basis  a fully  de- 
ductible item  just  as  the  depreciation  of  his 
own  car  plus  the  full  deduction  of  the  cost? 

Mr.  Porcelli:  Your  first  question,  if  I 
understand  it  correctly,  is  that  we  follow 
a practice  of  selecting  returns,  and  the 
agent  or  the  person  who  selects  the  returns 
gets  a premium  if  he  picks  out  a certain 
amount  — 

Dr.  La  Motte:  Yes. 

Mr.  Porcelli:  No.  Our  method  of  pro- 
cedure is  this:  We  have  a number  of  re- 
turns in  this  district  which  require  auditing. 
Our  personnel  is  not  sufficiently  large  to 
audit  every  one  of  those  returns.  We  have 
persons  who  are  trained  in  the  task  of  go- 
ing through  these  returns  and  selecting  only 
those  which  on  the  face  appear  to  have 
something  wrong  with  them.  Of  course,  the 
very  large  returns  of  earnings  over  a certain 
amount,  are  automatically  verified.  But  of 
course  the  agent  who  is  given  the  return  to 
audit  may  look  at  it  and  accept  it  if  he  is 
familiar  with  the  person  who  has  filed  that 
return,  is  familiar  with  the  business,  or  the 
profession.  He  may  accept  it  and  not  do 
anything  with  it.  Other  returns  which  are 
not  in  that  category  will  only  be  selected 
for  audit  if  they  indicate  that  there  is  some- 
thing wrong  with  them.  But  the  agent  who 
is  making  the  selection,  he  doesn’t  even 
audit  the  return.  He  doesn’t  know  until 
months  later  what  the  results  of  the  selec- 
tions were.  So  there  is  no  connection  be- 
tween the  selection  of  his  return  and  the 
final  results. 

We  try  to  do  a good  job,  and  we  are  look- 
ing at  it  from  the  viewpoint  of  getting  the 
return  correct.  We  are  not  so  much  inter- 
ested in  getting  additional  revenue,  al- 
though in  most  cases  that  is  what  happens, 
as  much  as  we  are  interested  in  getting  the 
return  correct.  Does  that  answer  your 
question? 

Dr.  La  Motte:  I think  so. 

Mr.  Porcelli:  Now,  with  respiect  to  the 
next  problem  that  you  asked,  it  doesn’t 
make  any  difference  whether  you  own  your 


car  or  whether  you  rent  it.  If  you  use  your 
car  in  your  profession,  and  you  can  show 
that  you  do,  we  will  allow  you  either  the 
depreciation  of  your  personally  owned  car 
or  the  amount  that  you  pay  as  rental,  for 
the  rented  car. 

Dr.  Frelick:  In  the  final  analysis  then 
who  decides  what  is  reasonable,  the  man 
who  is  doing  the  auditing  or  the  physician? 

Mr.  Porcelli:  Well,  as  Mr.  Brown  ex- 
plained it  to  you,  we  have  certain  rules  that 
we  apply.  We  also  have  our  experience  to 
guide  us.  You  are  not  the  only  doctor  that 
we  check.  We  have  others  of  your  colleagues 
that  we  check,  and  more  or  less  the  agent 
who  has  checked  a lot  of  the  doctors’  re- 
turns reaches  a point  where  he  can  more 
or  less  make  up  his  mind  as  to  what  is  fair 
and  what  is  reasonable. 

But  even  in  that  stage  the  agent  may  be 
wrong,  and  as  Mr.  Brown  explained  to  you, 
you  have  the  right  to  protest.  If  you  feel 
the  agent  is  leaning  backwards  and  not  al- 
lowing you  what  you  think  is  fair,  you  can 
protest  his  findings  and  have  the  agent’s 
superior  examine  it  and  decide  whether  or 
not  the  amount  which  is  allowed  to  you  is 
fair.  If  you  have  records.  Doctor,  to  sub- 
stantiate the  deduction,  I don’t  think  you 
will  have  any  difficulty  in  proving  them.  It 
is  only  in  the  event  that  you  come  in  and 
ask  for  a certain  amount  of  deductions,  and 
you  have  nothing  to  show  that  you  actually 
have  those  expenditures,  that  our  problem 
arises. 

Dr.  Frelick:  I have  been  told  that  if 
one  questions  too  carefully  and  objects  to 
decisions  made  by  the  man  who  does  the 
auditing,  that  this  is  going  to  subject  you 
to  future  spot  auditing  at  more  frequent 
intervals  in  the  future  and  be  more  of  a 
headache  than  otherwise.  Is  this  so? 

Mr.  Porcelli:  No,  that  isn’t  so,  because 
as  I said  to  the  other  doctor  before,  the 
person  w'ho  selects  your  return  may  not  be 
familiar  with  you,  may  not  be  familiar  with 
the  fact  that  your  return  for  a prior  year 
was  selected.  He  wouldn’t  know.  He  is 
only  selecting  that  year’s  return  because 
something  in  that  particular  return  appears 
to  be  out  of  line,  except  in  the  instance  I 
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told  you  where,  if  you  are  in  a position  of 
having  a very  large  income,  your  return  will 
automatically  be  selected  for  audit.  But 
even  in  that  case  as  I said  before,  the  agent 
has  discretion  as  to  whether  or  not  he 
should  audit  the  return.  Even  though  it 
was  selected  because  of  a large  amount  of 
income,  he  may  find  there  is  no  necessity 
to  check  it  because  everything  appears  to 
be  in  order,  in  which  case  it  will  be  accepted 
and  you  will  be  notified  that  the  return 
was  accepted  as  it  was  filed. 

Have  I answered  your  question.  Doctor? 

Dr.  Frelick:  In  part. 

Mr.  Porcelli:  Then  if  I haven’t  an- 
swered it,  ask  it  again  and  I will  try  to 
answer  it. 

Dr.  Frelick;  I sort  of  object  to  the  idea 
that  a man  is  considered  guilty  until  proven 
innocent.  It  doesn’t  sound  to  me  as  if  this 
is  the  American  approach  to  things,  and 
yet  this  is  the  approach  I recently  had  with 
an  auditor. 

Mr.  Porcelli:  Are  you  talking  in  gen- 
eral or  are  you  talking  about  your  particu- 
lar case? 

Dr.  Frelick:  Well,  I have  heard  other 
people  say  the  same  thing. 

Mr.  Porcelli;  I can  honestly  say.  Doc- 
tor, that  we  operate  under  the  system  I 
described.  We  have  an  open  mind,  at  least 
I have  an  open  mind,  and  I direct  the  peo- 
ple under  my  control  to  have  open  minds. 
But  if  you  don’t  get  the  correct  treatment 
in  our  office,  and  at  any  time  you  think  you 
are  not  being  properly  treated,  the  case 
isn’t  being  properly  handled,  my  door  is  al- 
ways open,  and  you  can  always  come  in  and 
talk  to  me. 

Mr.  Brown;  Me  too. 

Dr.  Allen  King:  Occasionally  we  are 
confronted  with  the  problem  of  how  to  ad- 
vise a person  if  they  have  to  take  a trip  or 
something  is  situate  to  their  health  or  is  a 
part  of  the  treatment  of  some  condition.  Is 
there  any  way  we  can  have  access  to  rules 
concerning  that  or  have  .some  guidance? 
For  instance,  I have  had  patients  who 
thought  they  might  get  income  tax  deduc- 


tion for  a trip  to  Florida  because  of  psori- 
asis which  is  benefitted  by  sunshine,  and 
those  things  do  come  up  to  us  occasionally, 
and  I wondered  if  there  was  some  reference 
book  or  someone  we  can  consult. 

Mr.  Porcelli:  There  have  been  a lot  of 
cases.  Doctor,  on  that  issue  that  you  might 
point  out,  and  I think  both  Congress  and 
the  Treasury  Department  have  liberalized 
it;  in  many  instances  where  we  used  to  not 
allow  a deduction  we  now  allow  it.  The 
trip  must  be  in  order  to  alleviate,  to  correct, 
the  particular  thing  that  the  patient  is  suf- 
fering from,  and  not  a pleasure  trip. 

Dr.  King;  Would  that  be  all-inclusive, 
such  a trip  for  the  individual? 


Mr.  Porcelli:  The  meals  and  lodging 
would  not  be  allowed.  Doctor,  because  in 
that  particular  case  he  would  have  to  have 
had  his  meals  and  lodging  wherever  he 
resided. 

Dr.  King;  Transportation? 

Mr.  Porcelli:  Transportation,  addition- 
al expenses  incurred  in  connection  with  go- 
ing to  that  particular  site,  if  it  was  bene- 
ficial to  his  health  and  necessary  to  cure 
him  or  arrest  whatever  was  troubling  him. 

Dr.  McGuire:  I wanted  to  ask,  what  is 
the  basis  of  that  income  that  is  automati- 
cally subject  to  spot  check?  There  is  a base 
figure,  isn’t  there,  above  which  everybody 
gets  a spot  check? 


Mr.  Porcelli:  The  exact  figure.  Doctor, 
I believe  is  around  $30,000. 


Dr.  McGuire; 
Mr.  Porcelli: 
Dr.  McGuire: 


Is  that  gross  or  net? 
I beg  your  pardon? 
Is  that  gross  or  net? 


Mr.  Porcelli:  Net.  That  may  apply  to 
individuals  — that  figure  changes  with  cor- 
porations, it  is  a much  larger  one  with  re- 
spect to  corporations.  I may  be  wrong 
about  the  amount,  but  there  is  an  amount 
at  which  point  all  returns,  fall  into  a cate- 
gory that  we  call  automatic.  They  must  be 
selected  for  audit,  and  the  agent  must  look 
at  them.  We  don’t  have  any  judgment  here 
as  to  picking  it  up  or  not.  They  have  to  be 
picked  up.  An  agent  looks  at  it,  and  if 
(Continued  on  page  52) 
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LUNG 

For  the  past  five  years  the  medical  pro- 
fession has  been  divided  into  two  camps. 
One  believes  that  smoking  is  responsible 
for  cancer  of  the  lung;  the  other  claims  that 
there  is  no  evidence  to  support  this  belief. 
Somewhere  between  these  divergent  groups 
are  those  who  doubt  that  smoking  is  the 
cause  of  lung  cancer  but  believe  that  it  is 
one  of  several  major  factors. 

One  thing  is  certain  — more  data  are 
needed  to  properly  evaluate  the  status  of 
this  important  question. 

The  National  Cancer  Institute  and  the 
National  Office  of  Vital  Statistics  will  un- 
dertake a study  to  coUect  information  rela- 
tive to  smoking  histories  and  additional 
diagnostic  data  on  ten  percent  of  all  1958 
lung  cancer  deaths.  This  means  that  about 
one  Delaware  death  certificate  will  be 
studied  each  month. 
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CANCER 

The  forms  and  procedures  to  be  used  in 
writing  to  physicians  and  relatives  of  the 
decedent  to  obtain  this  information  have 
been  tested  in  Pennsylvania  with  satisfac- 
tory results.  In  that  State,  returns  were 
received  from  97  percent  of  the  physicians 
and  94  percent  of  the  families.  The  physi- 
cian is  queried  first.  This  gives  him  an  op- 
portunity to  contraindicate  questioning  the 
family  informant  listed  on  the  death  certifi- 
cate if  he  feels  that  this  is  desirable.  He 
may  suggest  the  name  of  another  relative. 
The  letter  to  the  family  is  sent  about  ten 
days  after  that  to  the  physician. 

This  study  should  be  supported  whole- 
heartedly by  our  profession.  Let  us  strive 
to  make  the  Delaware  record  100  percent. 
Our  knowledge  will  grow  in  direct  propor- 
tion to  the  data  collected.  If  you  are  ques- 
tioned about  a death,  your  prompt  coopera- 
tion is  essential  to  the  success  of  the  project. 
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something  appears  to  be  wrong  with  it,  it 
will  be  sent  out  for  audit.  If  nothing  ap- 
pears to  be  wrong,  the  agent  accepts  it, 
you  will  be  notified,  and  everything  is 
closed. 

Dr.  Cascells;  In  reference  to  the  ques- 
tion Dr.  Frelick  asked,  there  is  a general 
feeling  that  once  you  get  on  the  tax  collec- 
tor’s list  you  are  very  apt  to  remain  there. 
I know  a number  of  doctors  who  have  been 
checked  perhaps  once  in  ten  years  and  then 
almost  yearly  or  every  other  year  someone 
drops  around  to  them  to  talk  to  them  about 
their  tax  return.  On  the  other  hand,  some 
have  been  in  practice  for  ten  years  and  have 
never  received  a visit  from  the  Internal 
Revenue  Service,  people  who  are  in  com- 
parable tax  brackets,  and  one  wonders  why 
one  person  is  checked  repeatedly  and  an- 
other is  not,  unless  it  is  bad  to  get  on  the 
man’s  list,  and  is  it  true  you  can’t  get  off  it? 

Mr.  Porcelli:  I will  have  to  repeat  what 
I said  before,  that  unless  you  have  a very 
large  income  and  you  fall  into  that  category 
that  I told  you  about,  your  return  was  se- 
lected because  something  appears  to  be 
wrong  with  it. 

Now,  it  is  very  possible  that  you  are  con- 
tinuing the  same  practice  year  in  and  year 


out  of  which  we  are  complaining,  and  that 
is  the  reason  your  return  is  being  selected 
every  year  for  audit. 

Dr.  Cascells:  That  doesn’t  quite  answer 
the  question.  As  a matter  of  fact,  I am  not 
involved  in  that  situation.  But  people  who 
are  in  comparable  income  brackets. 

Mr.  Porcelli:  If  you  mean  we  have  a 
black  list  of  people  we  call  on  every  year, 
you  are  wrong;  we  don’t  have  such  a list. 
If  you  think  we  have  such  a list,  we  don’t 
have  it. 

Dr.  Cascells:  There  is  a common  sup- 
position around  town  that  there  is  such  a 
list. 

Mr.  Porcelli:  It  is  a wrong  one,  I can 
assure  you.  We  don’t  have  any  black  list. 

Does  anyone  else  have  any  questions? 

(No  response.) 

Mr.  Porcelli:  Thank  you  very  much. 

Chairman  Murray:  The  next  discussion 
will  be  at  3:30. 

(At  this  point  the  meeting  was  recessed 
until  3:30  o’clock,  p.m.) 
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stimulates  protein  synthesis, 
corrects  negative  nitrogen  balance 


Nilevar 


Increased  nitrogen  loss,  with  resulting  nega- 
tive nitrogen  balance,  occurs  in  infection, 
trauma,  major  surgery,  extensive  burns,  cer- 
tain endocrine  disorders  and  starvation  and 
emaciation  syndromes.  The  intrinsic  control 
of  protein  metabolism  is  lost  and  a protein 
“catabolic  state”  occurs.  A patient  requiring 
more  than  ten  days  of  bedrest  usually  has  had 
sufficient  metabolic  insult  ^ to  precipitate  such 
a “catabolic”  phase. 

Nilevar  (brand  of  norethandrolone)  has 
been  used  in  patients  with  varied  conditions 
including  hyperthyroidism,  poliomyelitis, 
aplastic  anemia,  glomerulonephritis,  anorexia 
nervosa  and  postoperative  protein  depletion. 
The  patients  gained  weight  and  felt  better. 


It  was  concluded-  that  “the  drug  certainly 
caused  a reversal  of  rather  recalcitrant  or 
progressive  catabolic  patterns  of  disease.” 

Nilevar  is  unique  among  anabolic  steroids 
in  that  androgenic  side  action  is  minimal  or 
absent. 

The  suggested  adult  dosage  is  three  to  five 
tablets  (30  to  50  mg.)  daily.  For  children  1.5 
mg.  per  kilogram  of  weight  is  recommended. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  Axelrod,  A.  E.;  Beaton.  J.  R.;  Cannon,  P,  R,,  and  others: 
Symposium  on  Protein  Metabolism,  New  York.  The  National 
Vitamin  Foundation.  Incorporated.  (March)  1954,  p.  100. 

2.  Proceedings  of  a Conference  on  the  Clinical  Use  of  Ana- 
bolic Agents.  Chicago,  Illinois,  G.  D.  Searle  & Co.,  April  9, 
1956,  pp.  32-35. 
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in  cases  of  tension 


(Reserpine,  Vale) 


. . . the  preferred  drug  where  anxiety  or  emotional  agitation 
must  be  controlled 


provides  sedation  without  hypnosis,  a sense 
of  relaxed  well  being  and  tranquility 

effects  a graduol  and  sustoined  lowering  of 
elevated  blood  pressure  in  patients  with 
mild,  labile  or  essential  hypertension 


0.1  mg.  and  0.25  mg.  tablets  in  bottles  of  100, 
500  and  1000,  or  on  prescription  at  leading 
pharmacies 


KAtJWOLFIA 

SEKPENTIN 

in  cases  of  hypertension 

Rauval' 

(RauwolHa  Serpentina,  Vale) 

. . . double  assayed  to  insure  optimal  therapeutic  effect 

tested  cheoiie^ty  to  imure  total  alkaloid  content 
tested  biotoekany  to  insere  uniform  hypotensive  action 

. . , ideal  therapy  in  labile  and  moderate  hyper- 
tension or  as  adjunctive  therapy  in  severe 
hypertension 


. . . achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquilization  with  prolonged 
effect  even  after  cessation  of  therapy 

supplied;  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY.  INC. 

Pharmaceuticals 


allentown,  pa. 
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AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


Minutes 

L;  Applied  Physiolggy,  ed.  8.  London, 
1947,  p.  734. 


f ^ vf 


Whafs  wrong  with  the  term 

'‘emptying  of  the  gallbladder  *? 

The  gallbladder  discharges  bile  by  fractional  evacuation.  It  is  not 
emptied  completely  at  any  one  time  even  following  a fatty  meal. 

5c>i/rfe  — Lichtman,  S.  S.:  Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts,  ed.  3, 
Philadelphia,  Lea  & Febiger,  1953,  vol.  2,  p.  1177. 


routine  physiologic  support  for  ‘“sluggish”  older  patients 

DECHOLIN^one  tablet  t.i.d. 

therapeutic  bile 

increases  bile  flow  and  gallbladder  function  — combats  bile  stasis 
and  concentration . . . helps  thin  gallbladder  contents. 

corrects  constipation  without  catharsis— prevents  colonic  dehydra- 
tion and  hard  stools . . . provides  effective  physiologic  stimulant. 

Decholin  tablets  (dehydrocholic  acid,  Ames)  3%  gr.  Bottles  of  100  and  500. 

fii!S  AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  ‘isss 
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IT  DOESN'T  STOP  THE  PATIENT 


...and  for  a nutritional  buildup 
plus  freedom  from  leg  cramps* 

STORCAVITE* 

phosphate-free  calcium,  10  essential 
vitamins,  8 Important  minerals. 

Bottles  of  100. 

*due  to  calcium-phosphorus  Imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


BONADOXIN  brings  relief  to  88.1% 
of  patients... often  within  a few  hours.'-* 
Gut  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
"toxicity  and  intolerance  ...  [is]  zero."* 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 

and  just  one  supplies  the 
full  50  mg.  of  pyridoxine 
EACH  TABLET  CONTAINS: 

MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI SO  mg. 

Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  ah  Clin. 

Med.  2^:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.i 
Minnesota  Med.  40;99  (Feb.)  1957. 


BONADOXIN^ 

STOPS  MORNING  SICKNESS ...  BUT 


relaxes 

both 

mind 


muscle 

without 
impairing 
mental 
or  physical 
efficiency 


nontoxic  / no  blood  dyscrasias,  liver  toxicity, 
Parkinson-like  syndrome  or  nasal  stuffiness  / 
well  suited  for  prolonged  therapy 


Sul)l)lied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets.  Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Fo?'  anxiety,  tension  and  muscle 
spasm  in  everyday  practice. 

Milt  own 

tranquilizer  with  muscle-relaxant  action 

2- methyl-2-ii- propyl -1,3-propanediol  dicarbamate 


THE  ORIGINAL  MEPROBAMATE 

DISCOVERED  & INTRODUCED  BY 

WALLACE  LABORATORIES 

NEW  BRUNSWICK,  NEW  JERSEY 

CM-6058 


N IMPORTANT  ADVANCE  IN  MENOPAUSAL  THERAPY 

Because  it  replaces  half  control  with  full  control. 
Because  it  treats  the  whole  menopausal  syndrome. 
Because  one  prescription  manages  both  the 
psychic  and  somatic  symptoms. 


SUPPLIED  : Bottles  of  60  tablets. 
Each  tablet  contains : 


Two-dimensional 

treatment 


MUjTOWN®  (meprobamate,  Wallace) 400  m^. 

2-methyl-2-/i-propyl*l, 3-propanediol  dicarbamate. 

U.  S.  Patent  No-  2,724,720. 

Conjugated  Estrogens  (equine)  0.4  mg. 

Licensed  under  U.  S.  Patent  No.  2,429,398. 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 


“Milprem” 

MILTOWN®  , CONJUGATED  ESTROGENS  (EQUINE) 

A Proven  Tranquilizer  ' A Proven  Estrogen 


^/wALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

who  discovered  and  introduced  Miltown^  the  original  meprobamate. 
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CLINICAL 

COLLOQUY 


My  'patients  complain  that 
the  pain  tablets  1 prescribe 
are  too  slow-acting . . . 
they  usually  take  about 
30  to  AO  minutes  to  work. 

Why  don't  you  try 
the  new  analgesic 
that  gives  faster, 
longer- lasting  pain  relief? 

What  is  it... 
how  fast  docs  it  act? 

It's  Percodan*— relieves  pain 
in  5 to  15  minuteSf 
with  a single  dose 
lasting  6 hours  or  longer. 

Hotv  about  side  effects? 

No  problem.  For  example, 
the  incidence  of  constipation 
with  Percodan*  is  rare. 

Sounds  worth  trying  — 
whafs  the  average  adult  dose? 

One  tablet  every  6 hours. 

That's  all. 

Where  can  1 get 
literature  on  Percodan? 

Just  ask  your  Endo  detailman 
or  write  to: 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


*U.  S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  aU  pharmacies. 
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JOHN  G.  MERKEL 
&S0NS 

S!aioiafoii^ — 


PHONE  OL  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

900  Orange  Street 

513  Market  Street  723  Market  Street 

Fairfax  3002  Concord  Pike 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


WHEN 

- 1 , • ' 

LIFE 

SEEMS 

OUT 

•4w 

OF 

k FOCUS 

BECAUSE  OF  TENSION,  MILD  DEPRESSION, 
ANXIETY,  FEARS-THIS  IS  AN  INDICATION 
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Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
j Thorough  Investigation  And  Saves  You  The 

. High  Costs  Of  Litigation. 

) The  Only  Plan  Which  Is  Officially  Sponsored 

I By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

j DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 
If  it's  insurable  tee  can  insure  it 


COME  FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31;  NEBRASKA 

Since  1902 


RESTORE  PERSPECTIVE  WITH 
MILDLY  ANTIDEPRESSANT 

SUAVITIL 

-iitly,  gradually,  without  euphoric  buffering, 
^.VITIL  helps  patients  recover  normal  drive  and 
lips  free  them  from  compulsive  fixations. 

BONIMENDED  DOSAGE:  1.0  mg.  t.i.d.  for  two  or  three 
i '■s.  If  necessary  this  dosage  may  be  gradually 
'reased  to  3 mg.  t.i.d. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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for  “This  Wormy  World" 


Pleasant  tasting 

‘ANTEPAR’l 

PIPERAZINE 

SYRUP  ■ TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

palatable  • DEPENDABLE  • ECONOMICAL 


m 


‘ANTEPAR’  SYRUP  “ Piperazine  Citrate,  100  nig.  per  ce. 
‘ANTEPAR’  TABLETS  “ Piperazine  Citrate,  2f)0  or  500  mg.,  scored 
‘ANTEPAR’  WAFERS  •“  Piperazine  Phosphate,  500  mg. 


Literature  available  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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help  reduce 
the  pressures 
IN  your 
patients 


for  total  management 
of  your  hypertensive 
patients  rely  upon 


Squibb  Whole  Root  Rauwolfia  Serpentina 


Raudixin  provides  gi'adual,  sustained  lowering  of 
blood  pressure  in  hypertensive  patients,  as  well  as 
a mild  bradycardia.  Hence,  the  work  load  of  the 
heart  is  reduced. 

. . often  preferred  to  reserpine  in  private 
practice  because  of  the  additional  activity 
of  the  ivhole  root” 

Corrin,  K.  M.:  Am.  Pract.  & Dig.  Treatment  8:721  (May)  1957. 


Tranquilizing  Raudixin  helps  relax  the  anxious 
hypertensive  patient  so  that  he  is  better  able  to 
cope  with  external  pressures  without  being  over- 
whelmed by  them.  By  reducing  these  anxieties  and 
tension.s,  Raudixin  helps  break  the  mental  tension 
—hypertension  cycle. 

Dosage:  Two  100  mg.  tablets  once  daily;  may  be  adjusted 
within  range  of  50  to  300  mg.  Supply:  50  and  100  mg.  tablets. 
Bottles  of  100, 1000  and  5000. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


•RAUDOm**  IS  « SCUieBTRAOCMARX 


there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prima 
secondary  fibrositis- 

early  rheumatoid  art 


lore  potent  and  comprehensive  treatment 
^an  salicylate  alone 

ssured  anti  inflammatory  effect  of  low-dosage 
orticosteroid'  . . . additive  antirheumatic  action  of 
orticosteroid  plus  salicylate*  * brings  rapid  pain 
elief;  aids  restoration  of  function  . . . wide  range 
f application  including  the  entire  fibrositis  syn- 
rome  as  well  as  early  or  mild  rheumatoid  arthritis 

lore  conservative  and  manageable  than  full- 
losage  corticosteroid  therapy— 
luch  less  likelihood  of  treatment-interrupting 
ide  effects'  * . . . reduces  possibility  of  residual 
' njury  . . . simple,  flexible  dosage  schedule 

pHERAPY  SHOULD  BE  INDIVIDUALIZED 
cute  conditions;  Two  or  three  tablets  tour  times  daily.  After 
lesired  response  is  obtained,  gradually  reduce  daily  dosage 
7nd  then  discontinue. 

ubacute  or  chronic  conditions;  Initially  as  above.  When  sat- 
^factory  control  is  obtained,  gradually  reduce  the  daily 
i osage  to  minimum  effective  maintenance  level.  For  best 
esults  administer  after  meals  and  at  bedtime. 


'precautions;  Because  sigmagen  contains  prednisone,  the 
ame  precautions  and  contraindications  observed  with  this 
teroid  apply  also  to  the  use  of  sigmagen. 


in 

any 
case 
it  calls  for 


0.75  mg. 
325  mg. 
75  mg. 
20  mg. 


Composition 

METicoRTEN®  (prednisone) 

Acetylsalicylic  acid  

Aluminum  hydroxide  

Ascorbic  acid  


teu/i. 


Packaging;  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.;  J.A.M.A.  159:645. 
1955.  2.  Spies,  T.  D..  et  al.;  Postgrad.  Med.  17;1,  1955. 
3.  Gelli,  G..  and  Della  Santa,  L.;  Minerva  Pediat. 
7;1456,  1955.  4.  Guerra.  F.;  Fed.  Proc.  12;326,  1953. 
5.  Busse.  E.  A.;  Clin.  Med.  2;1105,  1955.  6.  Sticker, 
R.  B.;  Panel  Discussion,  Ohio  State  M.  J.  52;1037, 1956. 
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PERFORMANCE  WITH 
GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractorin 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


CREAM 

clal  Coal  Tar  Extract  J 
stainless  vanishing  ere. 


Hydrocortisone  0.5%  and  Sp< 
(TARBONIS®)  in  a greaseless. 


0.35%  (as  Sulfate)  and  Special 
) in  an  ointment  base. 


ED  A CARNRI 


CK  / 


Jersey  City 


6.  New  Jersey 


* 


1. Clyman.  S.  G. : Postgrad.  Mod  f / :309,  19B7. 

2.  Bleiberg,  .1.;  J M.  S..0,  N\--w  Jersey  5J:37.  1956. 

3.  Abrams.  B.  P..  and  Shaw.  C. : Clin.  Med.  3 :839.  1956.  | 

4.  Welsh.  A.  L..  and  Ede,  M. : Ohio  State  M.  J.  50:837.  1954. 

5.  Bleiberg,  J.:  Am.  Practitioner  5:1404.  1957. 


ViLcJi  Pm ...  give  real  relief : 


A.P.  C.""“ 


Demerol 

1jdMa 


Asoirin  200  mg.  (3  grains)  ■)  or  2 tablets. 

Phenacetin  150  mg.  (21/2  grains) 

Caffeine  30  mg.  (V2  gram)  Narcotic  blank  required. 

Demerol  hydrochloride  30  mg.  (V2  grain) 

Potentiated  Pain  Relief 


WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 


Lederle  announces  a major  drug  with  great  new  promise 


0 


□ d 


a new  corticosteroid  created  to  minimize  the 
major  deterrents  to  all  previous  steroid  therapy 


i 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 

■ * t 


Q a new  high  in  anti-inflammatory  effects  with  lower  dosage 
(averages  \j^  less  than  prednisone) 

Q a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Lower  incidence  of  peptic  ulcer  and  osteoporosis 


LEDERLE  laboratories  division.  AMERICAN  CTANAMID  COMPANT,  PEARL  RIVER,  NEW  YORK 


xlii 


Delaware  State  Medical  Journal 


February,  1958 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN" 


in  very  special  cases 
a very  superior  brandy... 
specify 

HEHNESST 

COGNAC  BRANDY 

8A  Proof  I Schieffelin  & Co.,  New  York 


widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 


CAPPEAU^S,  INCo 

PHARMACISTS 
Wilmington,  Del. 


AS  NEAR  AS  YOUR  TELEPHONE 

Ferris  Rd.  & 
W.  Gilpin  Drive 
Willow  Run 


WY  4-3701 


Delaware  Ave. 
& Dupont  St. 
Dial  OL  6-8537 
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a Major  Breakthrough 
in  EDEMA- 
in  HYPERTENSION 


(CHLOROTHIAZIDE) 


EDEMA-'DIURIL'  is  an  entirely  new,  orally  effec- 
tive, nonmercurial  diuretic— classed  as  the  most 
potent  and  most  consistently  effective  oral  agent  avail- 
able—with  activity  equivalent  to  that  of  the  parenteral 
mercurials.  It  has  no  known  contraindications. 

Indications:  Any  indication  for  diuresis  is  an  indica- 
tion for  'DIURIL'. 

Dosage:  One  or  two  500  mg.  tablets  of  'DIURIL'  once 
or  twice  a day. 

HYPERTENSION— 'DIURIL'  improves  and  sim- 
plifies the  management  of  hypertension : it  potentiates 
the  action  of  antihypertensive  agents  and  often 
reduces  dosage  requirements  for  such  agents  below 
the  level  of  distressing  side  effects. 

Indications:  Hypertensionof  anydegreeof  severity. 

Dosage:  One  250  mg.  tablet  'DIURIL'  two  times 
daily  to  one  500  mg.  tablet 'DIURIL'  three  times  daily. 

Supplied:  250  mg.  and  500  mg.  scored  tablets 
'DIURIL'  (Chlorothiazide),  bottles  of  100  and  1,000. 

'DIURIL'  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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Orana 


POLYMYXIN  B-BACITRACIN  OINTMENT 


cA 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  Va 
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relief  in  minutes 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  "unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  "nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

'Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 

Each  double-dose  "timed-release"  triaminic 

Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniraminemaleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


congestion  m^ijy 


. , lasts  for  hours 

Each  double-dose  **timed-release’* 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  “around-the^clocl^’ 
freedom  from  congestion  on 
just  three  tablets  a day 


dtsintegratas  to  give  3 to  4 
more  hours  of  relief 


AUo  aroilable:  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


Triaminic 


^timed-release’* 

tablets 


running  noses 


SMITH-DORSEY  • a division  of  The  Wander  Company  • 


and  open  stuffed  noses  orallii 


Lincoln,  Nebraska  • Peterborough,  Canada 
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New... from  Pfizer  Research 


compounds  tested 


compound  unexcelled 


Proprre.ss  has  been  made  in  antibiotic  therapy 
through  the  use  of  absorption-enhancinj?  agents, 
resulting  in  higher,  more  effective  antibiotic  blood 
levels. 

For  the  past  two  3’ears,  in  a continuing  search 
for  more  effective  agents  for  enhancing  oral  anti- 
biotic blood  levels,  our  Research  Laboratories 
screened  eighty-four  adjuvants,  including  sorbitol, 
citric  acid,  .sodium  hexametaphosphate,  and  other 
organic  acids  and  chelating  agents  as  well  as  phos- 
phate complex  and  other  analogs.  After  months  of 
intensive  comparative  testing,  glucosamine  proved 
to  be  the  absorption-enhancing  agent  of  choice. 
Here’s  why : 

1 Crossover  tests  show  that  average  blood  levels 
achieved  with  glucosamine  were  markedly  higher 
than  those  of  other  enhancing  agents  screened.  In 
some  cases  this  effect  was  more  than  double. 

2 Of  great  importance  to  the  practicing  physi- 
cian is  the  consistency  of  the  blood  level  enhance- 
ment achieved  with  glucosamine.  Extensive  te.sts 
show  that  the  enhancing  effect  with  glucosamine 
occurs  in  a greater  percentage  of  cases  than  with 
any  other  agent  screened. 

3 Glucosamine  is  a nontoxic  physiologic  metabo- 
lite occuri'ing  naturally  and  widely  in  human  se- 
cretions, tissues  and  organs.  It  is  nonirritating  to 
the  stomach,  does  not  increase  gastric  .secretion, 
is  sodium  free  and  releases  only  four  calories  of 
energy  per  gram.  Also,  there  is  evidence  that  glu- 
cosamine may  favorably  influence  the  bacterial 
flora  of  the  intestinal  tract. 

For  these  reasons  glucosamine  provides  you  with 
an  important  new  adjuvant  for  better  enhance- 
ment of  antibiotic  blood  levels.  Tetracycline,  po- 
tentiated physiologically  with  glucosamine,  is  now 
available  to  you  as  Cosa-Tetracyn. 

Capsules  250  mg.  and  125  mg. 


COSA-TETRACYN 


CLUCOSAMINE-POTENTIATED  TETRACYCLINE 


(Pfizen 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 


The  most  widely  used 
broad-spectrum  antibiotic 
now  potentiated  with 
glucosamine, the 
enhancing  agent  of  choice 

*TradeinArk 


i 


TAKE  A NEW  LOOK  AT  AL_LERGE> 
TAKE  A LOOK  AT  NEW  DIMETAN: 

There  is  no  antihistamine  better  than  dimf.TANE  for  allergic  protection,  dimet^ 
gives  you  good  reasons  to  re-examine  the  antihistamine  you  are  now  using:  iiAj 
celled  potency,  unsurpassed  therapeutic  index  and  relative  safety. ..mininW 
drowsiness  or  other  side  eflects.  Has  been  ellective  where  other  antihistamines  1^ 
failed.  di.me'EANE  Extentabs®  (12  mg.)  protect  for  10-12  hours  on  one  tablet.  M 
available:  d'ablets  (1  mg.),  Elixir  (2  mg.  per5cc.). 

A.  II.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 
Ethical  Pharmaceuticals  of  Merit  Since  1878 


•Typical  Allergens:  Amma!  Hair  and  Dander  • Pollen  • Molds  • Bacteria 
and  Viruses  ■ Feathers  • Insect  Scales  • Vegetable  Fibers  and  Seeds 
Plant  Juices  ■ House  Dust  • Drugs  and  Chemicals  • Minerals  and  Metals. 
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Alseroxylon  less  toxic  than  reserpine 
. .alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958. 


Just  two  tablets 
at  bedtime 


Rauwiloid® 

(alseroxylon.  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

olseroxylon  1 mg.  and  olkovervir  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

oiseroxylon  1 mg.  and  hexamemonium  chloride  dinydrote  250  mg. 

in  severe,  otherwise  intractable  hypertension. 
Initial  dose  14  tablet  q.i.d. 


Both  combinations  in  convenient  single-tablet  form. 


To  prevent  emotional  upsets  in  cardiovascular  conditions 


'Compazine’,  by  controlling  anxiety  and 
tension,  can  prevent  the  emotional  upsets 
that  so  often  play  an  exacerbating  role 
in  cardiovascular  conditions. 

And,  ‘Compazine’  can  be  depended  upon 
to  have  little,  if  any,  hypotensive  effect. 


Compazine 


the  trancjuilizin^  a^ent  rcwarkcihle 
for  its  freedom  froDi  drowsiness  and 
depressiti(^  effect 

Available:  Tablets,  Ampuls,  Multiple  dose 
vials,  Spansule®  sustained  release  capsules. 
Syrup  and  Suppositories. 


Smith  Kline 


& French  Laboratories,  Philadelpl 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
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SPECIFICALLY 
for  petit  mal 
and  psychomotor 


MCTHSUXIMIOC* 

0.3  GRAM 

Cautioh— Federal  U« 
prohibits  dispensing 
wiihowt  presaipcioo. 

U 1 H4»t 


CELONTIN  KAPs^ 


(methsuximide,  Parke- Davis)^j 


O 

U 


i;*  PARKE.  DAVIS 


Clinical  experience*’-’^  indicates  that  CELONTIN: 

• provides  effective  control  with  minimal  side  effects  in  the  treatment  of 
petit  mal  and  psychomotor  epilepsy; 

• frequently  checks  seizures  in  patients  refractory  to  other  medications; 
» has  not  been  observed  to  increase  incidence  or  severity  of  grand  mal 

attacks  in  patients  with  combined  petit  and  grand  mal  seizures. 
Optimal  dosage  of  CELONTIN  should  be  determined  by  individual 
needs  of  each  patient.  A suggested  dosage  schedule  is  one  0.3  Gm. 
Kapseal  daily  for  the  first  week.  If  required,  dosage  may  be  increased 
thereafter  at  weekly  intervals,  by  one  Kapseal  per  day  for  three  weeks, 
to  maximum  total  daily  dosage  of  four  Kapseals  (1.2  Cm.). 

1.  Zimmcniian,  E T,  and  Burgcmcister,  B.:  Arch.  Neurol,  ir  Psijchiat.  72:720,  1954. 

2.  Zimniernian,  E T,  and  Burgcmcister,  B.:  J.A.M.A.  157:1194,  1955. 

3.  Zimmennan,  E T:  Arch.  Neurol,  ir  Psijchiat.  76:65,  1956. 


the  Parke-Davis  family  of  anti-epileptics  provides  specificity 
and  flexibility  in  treatment  for  convulsive  disorders 

for  grand  mal  and  psychomotor  seizures 
DILANTIN*  Sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  supplied  in  a variety  of 
forms  — including  Kapseals®  of  0.03  Gm.  and  of  0.1  Gm.  in  bottles  of  100 
and  1,000. 

PHELANTIN®  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephedrine  hydro- 
chloride 2.5  mg.),  bottles  of  100. 

for  the  petit  mal  triad 

CELONTIN®  Kapseals  (methsuximide,  Parke-Davis),  0.3  Gm.,  bottles  of  100. 

milontin*  Kapseals  (phensuximide,  Parke-Davis),  0.5  Gm.,  bottles  of  100  and  1,000, 
MILONTIN  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 

DETROIT  32,  MICHIGAN 
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on/noimc&o... 


a superior  psychochemical 

for  the  management  of  both 
minor  and  major 

emotional  disturl)ances 


• more  effective  than  most  potent  tranquilizers 

• as  well  tolerated  as  the  milder  agents 

• consistent  in  effects  as  few  tranquilizers  are 


Dartal  is  a unique  development  of  Searle  Research, 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  dangerous  toxic  reactions.  Drowsiness 
and  dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients, 
but  in  almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity,  in  diseases  with  strong  psychic  overtones  such  as  ulcera- 
tive colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  • In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 


Symptomatic  relief  of  aches,  pains,  fever,  coryza,  and  rhinorrhea  associated 
with  upper  respiratory  tract  infections. 

Prevention  of  secondary  pyogenic  infections  due  to  tetracycline-sensitive  or- 
ganisms — which  often  follow  viral  infections  of  the  upper  respiratory  tract. 


IQ  ^ 11 


LABORATORIES  INC.  SYRACUSE,  NEW  YORK 


JEDICATION 


/lu,”  *'grippe,”  “virus"  and  the  common  cold 


etrex-Alfc 

mmm  am  mam  ■v® 


with 


BRISTAMIN 

TETRACYCLINE  PHOSPHATE  COV:PLEX  WITH  PHENYLTOLOXAMINE  AND  APC 


Each  TETREX-APC  WITH  BRISTAMIN  Capsule  contains: 

A broad-spectrum  antibiotic 

TETREX  (tetracycline  phosphate  complex) 125  mg. 

(tetracycline  HCf  activity) 

An  established  analgesic-antipyretic  combination 

Aspirin  150  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

A dependable  antihistamine 

BRISTAMIN  (phenyltoloxamine,  Bristol) 25  mg. 

Dosage;  Adulfs:  2 capsules  at  onset  of  symptoms,  followed  by  2 capsules  3 or  4 
times  a day  for  3 to  5 days.  Children,  6 to  12  yrs.:  One-half  adult  dose. 

M 

Supplied:  Bottles  of  24  and  100  capsules. 
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How  to  provide  unsaturated  fatty  acids 

without  dieting 


With  type  as  well  as  amount  of  fat  in  the  human 
diet  now  assuming  such  importance,  the  new 
role  of  corn  oil  as  a source  of  unsaturated  fatty 
acids  has  prompted  these  questions: 


1 What  is  the  role  of  unsaturated  fats  in 
the  daily  diet? 

answer:  There  is  now  ample  clinical  evidence 
that  unsaturated  fats  tend  to  lower 
the  serum  cholesterol  level  of  human 
subjects,  whereas  saturated  fats  have 
the  opposite  effect. 


2 How  much  of  the  important  unsaturated 
fatty  acids  does  corn  oil  provide? 

^^answer:  MAZOLA  Corn  Oil  yields  an  average 
of  85  per  cent  unsaturated  fatty  acids. 
100  grams  of  MAZOLA  will  yield:  53 
grams  of  linoleic  acid  and  28  grams  of 
oleic  acid;  it  also  provides  1.5  grams 
of  sitosterols,  and  only  12  grams  of 
saturated  fatty  acids. 

What  is  the  best  way  to  provide  unsatu* 
rated  fatty  acids? 

By  balancing  the  types  of  fat  in  the 
daily  diet.  Many  doctors  now  agree 
that  from  one  third  to  one  half  of  the 
total  fat  intake  should  be  in  the  form 
of  a vegetable  oil  such  as  corn  oil 
(MAZOLA). 


3 

[ answer: 
1 


4 How  is  corn  oil  most  easily  taken  in  the 
usual  daily  diet? 

answer:  There  is  no  need  to  disturb  the  daily 
routine  of  meals  or  to  have  separate 
diets  for  individual  members  of  the 
family.  MAZOLA  Com  Oil  can  be 
used  instead  of  solid  fats  in  preparing 
and  cooking  foods,  it  is  also  ideal  for 
salad  dressings. 


How  can  I obtain  further  information  on 
the  value  of  corn  oil  as  a source  of  un- 
saturated fatty  acids? 

The  subject  is  reviewed  in  the  book 
“Vegetable  Oils  in  Nutrition.”  Also 
available  is  a recipe  book  for  distribu- 
tion to  your  patients.  It  tells  how  to 
use  corn  oil  in  everyday  meals.  Both 
books  will  be  sent  free  of  charge  to 
physicians,  on  request. 


5 
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IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 

comprehensive  control 


with 


CREMOMYCIN 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 


LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  CREMOMYCIN  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages.  ^ 

=?  Sulfasuxidine  IS  a trade-mark  of  Merck  & Co.,  Inc.  DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA. 


Robaxin  - synthesized  in  the  Robins  Research  Laboratories,  and 
intensively  studied  for  five  years -introduces  to  the  physician  an 
entirely  new  agent  for  effective  and  well-tolerated  skeletal  muscle 
relaxation.  Robaxin  is  an  entirely  new  chemical  formulation,  with 
outstanding  clinical  properties: 

• Highly  potent  and  long  acting.^'^ 

• Relatively  free  of  adverse  side  effects.’ 

• Does  not  reduce  normal  muscle  strength  or  reflex  activity 
in  ordinary  dosage.^ 

• Beneficial  in  94.4%  of  cases  with  acute  back  pain 
due  to  muscle  spasm.’'^'^  *'^ 


CLINICAL  RE 


DISEASE  ENTITY 


Acute  back  pain  du 


(a)  Muscle  spasm  sec  || 
to  sprain 


(b)  Muscle  spasm  du 
trauma 


(c)  Muscle  spasm  du 
nerve  irritation 


(d)  Muscle  spasm  i 
to  discegenic  d 
and  postopera 
orthopedic  pro 


Miscellaneous  (bursii 
torticollis,  etc.) 


TOT( 


75^ 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


Highly  specific  action 

Robaxin  is  highly  specific  in  its  action  on  the 
intemuncial  neurons  of  the  spinal  cord  — with 
inherently  sustained  repression  of  multisyn- 
aptic  reflexes,  but  with  no  demonstrable  effect 
on  monosynaptic  reflexes.  It  thus  is  useful  in 


Beneficial  in  94.4%  of  cases  tested 

When  tested  in  72  patients  with  acute  back 
pain  involving  muscle  spasm,  Robaxin  in- 
duced marked  relief  in  59,  moderate  relief  in 
6,  and  slight  relief  in  3 — or  an  over-aU  bene- 
ficial effect  in  94.4%.^'®'^’®’’^  No  side  effects 


the  control  of  skeletal  muscle  spasm,  tremor  and  occurred  in  64  of  the  patients,  and  only  slight 

other  manifestations  of  hyperactivity,  as  well  side  effects  in  8.  In  studies  of  129  patients, 


as  the  pain  incident  to  spasm,  without  impair- 


moderate  or  negligible  side  effects  occmred 


ing  strength  or  normal  neuromuscular  function.  in  only  6.2%.^-  ’ 


ilOBAXII 

hj  IN  ACUTE  BACK  PAIN’-a 

4.  e.  7 

•URATION 

OF 

REATMENT 

DOSE  PER  DAY  (divided) 

RESPONSE 
marked  mod.  slight 

neg. 

SIDE  EFFECTS 

-42  days 

3-6  Gm. 

17 

1 

0 

0 

Nane,  16 
Dizziness,  1 
Slight  nausea,  1 

-42  days 

2-6  Gm. 

8 

1 

3 

1 

None,  12 
Nervousness,  1 

-240  days 

2.25-6  Gm. 

4 

1 

0 

0 

None,  5 

-28  days 

1.5-9  Gm. 

24 

3 

0 

3 

None,  25 
Dizziness,  1 
Lightheaded- 
ness, 2 
Nausea,  2 * 

h60  days 

4-8  Gm. 

6 

0 

0 

0 

None,  6 

59 

6 

3 

4 

* Relieved  on 
reduction 
of  dose 

References’  l.  Carpenter,  E.  B.:  Publication  pending.  2.  Carter, 
C.  H.:  Personal  communication.  3.  Forsyth,  H.  F.:  Publication 
pending.  4.  Freund,  J.:  Personal  communication.  5.  Morgan, 
A.  M.,  Truitt,  E.  B.,  Jr.,  and  Little,  J.  M.:  American  Pharm.  Assn. 
46:374,  1957.  6.  Nachmam,  H.  M.:  Personal  communication. 
7.  O’Doherty,  D.:  Publication  pending.  8,  Truitt,  E.  B.,  Jr.,  and 
Little,  J.  M.:  J.  Pharm.  & Exper.  Tfaerap.  119:161,  1957. 


Indications  — Acute  back  pain  assocb 
ated  with:  (a)  muscle  spasm  secondary  to 
sprain;  (b)  muscle  spasm  due  to  trauma; 

(c)  muscle  spasm  due  to  nerve  irritation; 

(d)  muscle  spasm  secondary  to  discogenic 
disease  and  postoperative  orthopedic 
procedures;  and  miscellaneous  conditions, 
such  as  bursitis,  fibrositis,  torticollis,  etc. 

Dosage  — Adults:  Two  tablets  4 times 
daily  to  3 tablets  every  4 hours.  Total  daily 
dosage:  4 to  9 Gm.  in  divided  doses. 

Precautions  — There  are  no  specific  con- 
traindications to  Rohaxin  and  untoward 
reactions  are  not  to  he  anticipated.  Minor 
side  effects  such  as  Ughtheadedness,  dizzi- 
ness, nausea  may  occur  rarely  in  patients 
with  unusual  sensitivity  to  drugs,  but  dis- 
appear on  reduction  of  dosage.  When  ther- 
apy is  prolonged  routine  white  blood  cell 
counts  should  be  made  since  some  decrease 
was  noted  in  3 patients  out  of  a group  of 
72  who  had  received  the  drug  for  periods 
of  30  days  or  longer. 

Supply  — Robaxin  Tablets,  0.5  Gm.,  in 
bottles  of  50. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

Blhical  Pharmaceuticals  of  Merit  since  1878 


- 


1 ^ W:!' 


'ptwf'^ 


HOCH CH  — N CH, 


QUININE 


ATABRINE® 


■2HCI-2H,0 


CH, 

I 

NH  CH-CH,  CH,  CH,  N(C,H,), 


ARALEN^ 


Remarkably 

effective 


"It  has  a high  degree  of  cm 
safety. . . It  is  considered  i 
to  be  the  preferred  antimalgl 
drug  for  treatment  of  dU 
of  connective  tissue,  becot 
of  the  low  incidence  of  gastroiafc 
distress  as  compared  to  that 

with  chloroquine  phosphate."'  . 


". . . Plaquenil  is  decidedly  less  toxic  an 

tolerated  by  the  average  patient,  even 
dosage,  than  is  chloroquine."^ 

". . . the  least  toxic  of  its  class . . 


2 H.PO, 


Write  for  Boo 


SIDE  EFFECTS  MARKEDLY  REDUCED 


DOSE:  Initial  - 400  to  600  mg.  (2  or  3 tablets)  Plaquenil  sulfate  daily. 
Maintenance  — 200  to  400  mg.  (1  or  2 tablets)  daily. 

SUPPLIED;  Tablets  of  200  mg.,  bottles  of  100. 


lAtOIArOIlit 


lEFERENCES: 

. Schcrbel,  A.L.,  Schuchter.  S.L.,  and  Harrison,  J.W.:  Cleveland  Clin.  Quart.  24:98,  Apr..  1957. 
. Editorial:  /lull  A.  Mil.  Dcrmaioloi/iatx,  The  Shock  Section  5:26,  Nov.,  1966. 


Atabrloe  (brand  of  quinacrine).  Arajen  (brand 
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REMARKABLE  EFFECTIVENESS  PLUS  A SAFETY  RECORD 
UNMATCHED  IN  SYSTEMIC  ANTIBIOTIC  THERAPY  TODAY 


Actually,  after  almost  six  years  of  extensive  use,  there  has  not  been  a single  report 
of  a serious  reaction  to  erythrocin.  And,  after  all  this  time,  the  incidence  of 
resistance  to  erythrocin  has  remained  exceptionally  low. 

You’ll  find  ERYTHROCIN  is  highly  effective  against  the  majority  of  coccal  infec- 
tions and  may  also  be  used  to  counteract  complications  from  Q Q ii 
severe  viral  attacks.  It  comes  in  Filmtabs  and  in  Oral  Suspension.  L^UljX3iX 

•02069 


^ '■ 


life.- 
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Compocillin-V‘ 

Indications 

Against  all  penicillin-sensitive 
organisms.  For  prophylaxis  and 
treatment  of  complications  in 
viral  conditions.  And  as  a prophy- 
laxis in  rheumatic  fever  and  in 
rheumatic  heart  disease. 

Dosage 

Depending  on  the  severity  of  the 
infection,  125  to  250  mg.  (200,000 
to  400,000  units)  every  four  to  six 
hours.  For  children,  dosage  is  de- 
termined by  age  and  weight. 

Supplied 

Filmtabs  compocillin-v  (Potas- 
sium Penicillin  V,  Abbott)  come  in 
125  mg.  (200,000  units),  bottles  of 
50;  and  in  250  mg.  (400,000  units), 
bottles  of  25.  Oral  Suspension 
COMPOCiLLiN-v  (Hydrabamine 
Penicillin  V,  Abbott),  contains  180 
mg.  per  5-cc.  teaspoonful,  in  40-cc. 
and  80-cc.  bottles. 


for  those 

penicillin-sensitive 

organisms 
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THE  HIGHER  BLOOD  LEVELS  OF  COMPOCILLIN-V 

-IN  EASY-TO-SWALLOW  FILMTABS  AND  TASTY, ORAL  SUSPENSION 


units/cc.  16 


Hours 


Now,  with  Filmtab  COMPOCILLIN-V,  patients  get  (and  within  minutes)  fast,  high  peni- 
cillin concentrations.  Note  the  blood  level  chart. 

COMPOCILLIN-V  is  indicated  whenever  penicillin  therapy  is  desired.  It  comes  in 
two  highly-acceptable  forms.  Filmtab  compocillin-v  offers  two  therapeutic  dosages 
(125  and  250  mg.).  Patients  find  Filmtahs  tasteless,  odorless  and  easy-to-swallow. 
For  children,  COMPOCILLIN-v  comes  in  a tasty,  banana-flavored  /Hi  P P \A- 

suspension.  It’s  ready-mi.xed  — stays  stable  for  at  least  18  months. 
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indications 


and  when 
coccal  infections 
hospitalize 
the  patient 


SPONTIN  is  indicated  for  treating  gram- 
positive bacterial  infections.  Clinical 
reports  have  indicated  its  effectiveness 
against  a wide  range  of  staphylococcal, 
streptococcal  and  pneumococcal  infec- 
tions. It  can  be  considered  a drug  of 
choice  for  the  immediate  treatment  of 
serious  infections  caused  by  organisms 
resistant  to  other  antibiotics. 

Dosage 

Recommended  dosage  depends  on  the 
sensitivity  of  the  microorganism  and  on 
the  severity  of  the  disease  under  treat- 
ment. For  pneumococcal  and  streptococ- 
cal infections,  a dosage  of  25  mg./Kg. 
per  day  will  usually  be  adequate.  Major- 
ity of  staphylococcal  infections  will  be 
controlled  by  25  to  50  mg./Kg.  per  day. 
However,  in  endocarditis  due  to  rela- 
tively resistant  strains  or  where  vege- 
tations or  abscesses  occur,  dosages  as 
high  as  75  mg./Kg.  per  day  may  be  used. 
It  is  recommended  that  the  daily  dosages 
be  divided  into  two  or  three  equal  parts 
at  eight-  or  twelve-hour  intervals. 

Supplied 

SPONTIN  is  supplied  as  a sterile,  lyophi- 
lized  powder,  in  vials  representing  500 
mg.  of  ristocetin  activity. 


•02070 
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A LIFESAVING  ANTIBIOTIC  AFTER  OTHER  ANTIBIOTICS  HAD  FAILED 


SPOXTIN  conies  to  the  medical  profession  with  a clinical  history  of  dramatic  results 
— cases  where  the  patients  were  given  little  chance  of  survival. 

During  these  careful,  clinical  investigations,  lives  were  saved  after  weeks  (and 
sometimes  months)  of  antibiotic  failures.  These  were  the  cases  where  the  infecting 
organisms  had  become  resistant  to  present-day  therapy.  And,  just  as  important, 
were  the  good  results  found  against  a wide  range  of  gram-positive  coccal  infections. 

Essentially,  spontin  is  a drug  for  hospital  use,  for  patients  with  potentially 
dangerous  infections.  In  its  present  form,  spontin  is  administered  intravenously 
using  the  drip  technique.  Dosage  may  be  dissolved  in  5%  de.xtrose  in  water  or  in 
any  isotonic  or  hypotonic  saline  solution.  Some  of  the  important  therapeutic  points 
of  SPONTIN  include : 

1 successful  short-term  therapy  for  acute  or  subacute  endocarditis 

2 new  antimicrobial  activity  — no  natural  resistance  to  SPONTIN  was  found  in 
tests  involving  hundreds  of  coccal  strains 

3 antimicrobial  action  against  which  resistance  is  rare  — and  e.xtremely  diffi- 
cult to  induce 

4 bactericidal  action  at  effective  therapeutic  dosages. 

SPONTIN  is  truly  a lifesaving  antibiotic.  It  could  save  the  life  Q 0 ’ it 

of  one  of  your  patients  — does  your  hospital  have  it  stocked?  LTaAKMX 


: \.,  '-,  ' !■■>■'. ^rl- 


I. 


PARTICULARLY  FOR  CHILDREN 

Helps  young  appetites  keep  pace  with  the  increased  nutrition; 
demands  of  childhood  while  supplying  adequate  amounts  (I 
essential  iron. 


• Offers  appetite  stimulating  Vitamins  Bj,  Bg,  B12  and  protein 
upgrading  I -Lysine,  fortified  with  a readily  absorbed,  well| 
tolerated  form  of  iron. 

• Delicious  cherry  base  designed  to  appeal  to  all  patients. 


SYRUP 


uvc 


FORMULA 

EACH  TEASPOONFUL  (5  cc.)  CONTAINS 


l-Lysine  HCI 300  mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  Mononitrate  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Alcohol 0.75% 


Average  dosage  is  one  teaspoonful  daily.  Available  in  bottles  of  4 fl.  oz. 

•reg.  u.  s.  pat.  off. 


2000% 


1333% 


400% 


300% 


300^ 


LEDERLE  laboratories  division.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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NOW. . . A NEW  TREATMENT 


ANGINA 


; 


OR! 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


Cardilate'  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe.  New  York 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


?h5i\amplus 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


Fm  too  little 


STIMAVITE® 

stimulates  appetite  and  growth 

vitamins  Bi,  Bs,  B12,  C and  L-lysine 


I’m  simply  two 


OBROW 

a nutritional  buildup  for  the  OB  patient 

OBRON^ 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  Fm  getting  brittle 


m 


NEOBON® 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 

Fll  never  make  it  up 
that  high 


ROETINIC® 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA^  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


( Prescription  information  on  request) 


New  York  17,  New  York 
Division.  Chas.  Pfizer  & Co.,  Inc. 


Gastric  distress  accompanying  ‘‘predni-steroid*’ 
therapy  is  a definite  clinical  problem —well 
documented  in  a growing  body  of  literature. 


lew  of  the  beneficial  re- 
observed  wbeit  uiitueids 
(1  diets  were  used  concom- 
ih  pre«Inisone  and  prediii- 
c feel  that  llicse  measures 
)c  einployeil  j)ropbylaeti- 
offsel  any  paslrointestinal 
•Is." — Dordiek.  J.  K.  el  al.: 
le  J.  Med.  57:20  t9  (June 


is  our  prowinp;  eonvie- 
tion  that  all  pali<-nts  reeeiviiip 
oral  sleroitls  should  take  each 
dost-  after  food  or  witli  ade- 
(|uale  Itiifl'erinp  w ith  aliiininuin 
or  inapnesium  hydroxide  prep- 
arations."— Sipler.  J.  \S  . and 
Knsipn.  I).  (!.:  J.  Kentucky 
Slate  M.  A.  5 1:771  (Sept.)  1956. 


5fs"Thc  apparent  biph  inci- 
dence of  this  serious  [pasiric] 
side  elTecI  in  ]>atienls  receiving 
jtrcilnisone  or  prctlnisolonc 
siippests  the  atlvisability  of 
routine  co-adniinisiration  of  an 
aluininiitn  liytlroxide  gel.” — 
itollet.  A.  J.  and  liiinim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid"  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-deltra  or  co-hydeltra. 


bDeltra. 

PREDNISONE  BUFFERED 

ible  compressed  tablets 


provade  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  Inc,  Philadelphia  I.  Pa. 
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Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


BAYNARD  BUILDING  MEDICAL  CENTER 

5fh  & Market  Sts.  1003  Delaware  Avenue 

Wilmington,  Delaware 


^5^  e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S,  INC, 

PHARMACISTS 
Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 

Ferris  Rd.  & 

Delaware  Ave.  W.  Gilpin  Drive 

& Dupont  St.  Willow  Run 

Dial  OL  6-8537  WY  4-3701 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON'^  Lederle 


* 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . ivith  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.l.  disorders. 

Dosage:  1 tablet  t.  i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


*TradefT»arl»  ® Registered  Trademark  for  Tridihexelhyl  Iodide  Led*»rle 

LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


I 


Makoi,  1958 


Delaware  State  Medical  Journal 


XXV 


The  Flavor  Remains  Stable  down  to  the  last  tablet. 


25i^  Bottle  of  48  tablets  (134  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

The  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Broadway.  New  York  18,  N.  Y. 
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diagnosis:  hypertension,  moderate  to  severe 

0> 

prescribed:  * 

(Rauwolfia  Serpentina  and  Protoveratrines  A & B Combined) 


^ Rauwolfia  $«rpentina's  gradual  tranquilizing  and  pro- 

I longed  hypotensive  effect  combines  with  foster-acting, 
more  potent  Protoverotrine  for  effective  therapy  with  a 
minimum  of  risk.  Each  of  the  agents  appears  to  poten- 
tiate the  other’s  hypotensive  activity  and  produce  ben- 
eficial vosodilitation,  without  ganglionic  or  adrenergic 
blockade  . . . without  direct  smooth  muscle  depression 
and  without  deranging  those  mechanisms  which  control 
blood  distribution  and  which  normally  prevent  postural 
hypotension. 

. ^ Relief  of  symptoms  is  produced  rapidly,  blood  pressure 

is  lowered  and  tranquility  ensues  . . . with  a minimum 
* of  side  effects. 


supplied:  in  bottles  of  100  and  1000  tablets,  each  containing  50  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratrlnes  A and  B (the  chemically 
standardized  alkaloid  of  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 

THE  VALE  CHEMICAL  COMPANY,  INC.  alleniown,  pa. 


Pharmaceuticals 


•Trade  Mark 
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■j.  Recurrent  joint  pain  followed  by 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


SERUM  URIC  ACID 
CONCENTRATION 


NORMAL  RANGE  GOUTY  RANGE 




3,  Elevated  serum  uric  acid  levels. 


2i  Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


4,  Colchicine  test:  full  dose  (0.5 
mg.)  every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


I FROM  THESE  FINDINCS... SUSPECT  GOUT; 


BENEMID 


© 


PROBENECID 

A SPECIFIC  FOR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 

• Urinary  excretion  of  uric  acid  is  approximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 

• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 

RECOMMENDED  DOSAGE;  0.25  Gm.  (%  tablet)  twice  daily  for 
one  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses. 

BEN’emjd  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1.  PA. 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women — especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in”  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


CapHuIca  (260  mK./250,000  u.),  bottles 
of  16  and  100.  Half-Strenf/lh  Capsules 
(125  mR./126,000  u.).  buttles  of  16 
and  100.  Suspension  (126  m8r./126.000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
niK./lOO.OOO  u.),  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


25  PATIENTS  ON 

25  PATIENTS  ON 

TETRACYCLINE  ALONE 

TETRACYCLINE  PLUS  MYCOSTATIN 

After  seven  days 

After  seven  days 

Before  therapy 

of  therapy 

Before  therapy 

of  therapy 

• • • • 

9 o 

• • • • • 

• • 

• • • • • 

• 

C V # 

Monilial  overgrowth  (rectal  swab)  None  ^ Scant)!  ^ Heavy 

Childs.  A.  J.:  British  M J.  1:660  1956. 


•MYtTieilN,  • -MTCOSTATIN-.t  AhO  ’lu) 


How  Old 
is  Too  Old 
for 

Tranquilizers 


;it;ir;ix 

in  any 

hyperemotive 
state 

for  childhood  behavior  disorders 

10  mg.  tablets-3-6  years,  one  tab- 
let t.i.d.;  over  6 years,  two  tablets 
t.i.d.  Syrup— 3-6  years,  one  tsp. 
t.i.d.;  over  6 years,  two  tsp.  t.i.d. 

for  adult  tension  and  anxiety 

25  mg.  tablets— one  tablet  q.i.d. 
Syrup-one  tbsp.  q.i.d. 

for  severe  emotional  disturbances 

100  mg.  tablets— one  tablet  t.i.d. 

for  adult  psychiatric  and  emotional 
emergencies 

Parenteral  Solution-25-50  mg. 
(1-2  cc.)  intramuscularly,  3-4 
times  daily,  at  4-hour  intervals. 
Dosage  for  children  under  12  not 
established. 

Supplied;  Tablets,  bottles  of  100.  Syrup, 
pint  bottles.  Parenteral  Solution,  10  cc. 
multiple-dose  vials. 


The  psychological  needs  of  the  elderly  confront  physicians  with  one  of  their  most 
perplexing  problems.  Perhaps  no  other  patient  group  suffers  so  much  from  emo- 
tional distress.  Yet,  precisely  because  of  their  age,  geriatric  patients  often  seem 
beyond  the  reach  of  tranquilizing  treatment. 

When  tranquilization  seems  risky  . . . 

They  are  too  much  beset  by  complicating  chronic  ailments,  too  susceptible  to 
serious  side  effects.  Ataraxia  is  clearly  indicated,  yet  the  doctor  cannot  risk  side 
reactions  on  liver,  blood  or  nervous  system. 

Is  there  an  answer  to  this  dilemma? 

We  feel  there  is.  In  four  recent  papers  investigators  have  reported  good  results  with 
ATARAX  in  patients  up  to  90  years  of  age.*  In  one  study,  improvement  was  “pro- 
nounced” in  76%,  "good”  in  an  additional  18.5%.*  atarax  has  been  successfully 
used  in  such  cases  as  senile  anxiety,  agitation,  hyperemotivity  and  persecution 
complex.*  On  ATARAX,  patients  became  “.  . . quieter  and  more  manageable.  They 
slept  better  and  demonstrated  improved  relations  with  other  patients  and  hospital 
personnel.  Even  their  personal  hygiene  improved,  and  they  required  less  super- 
visory management."* 

. . . ATARAX  is  safe 

Yet  even  in  the  aged,  atarax  has  given  "no  evidence  of  toxicity. . . . Complete  liver 
function  tests  and  blood  studies  were  made  on  all  patients  after  two  months  of 
therapy.  . . . There  were  no  significant  abnormalities.”*  With  still  other  elderly 
patients  "tolerance  to  the  drug  was  excellent,  even  in  cases  where  the  patients 
were  given  relatively  high  doses.”*  Similarly,  no  parkinsonian  effects  have  been  ob- 
served on  ATARAX  therapy. 

Nor  does  atarax  make  your  patients  want  to  sleep  all  day.  Instead,  they  can  better 
take  care  of  themselves,  because  atarax  leaves  them  both  calm  and  alert.  In  sum, 
ATARAX  “.  . . does  not  impair  psychic  function  and  has  a minimum  of  side  effects. 
...  It  appears  that  atarax  is  a safe  drug.  . . .”* 

These,  undoubtedly,  are  the  results  you  want  when  emotional  problems  beset  your 
geriatric  patients.  For  the  next  four  weeks,  won’t  you  prescribe  tiny  atarax  tablets 
or  pleasant-tasting  atarax  syrup  - both  so  readily  acceptable  to  the  elderly. 

♦Documentation  on  request 
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(BRAND  OF  HYDROXYZINE) 


Medical  Director 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


TASTY, 

FAST-ACTING 
ORAL  FORM 
OF  CITRATE-BUFFERED 
ACHROMYCIN  V 


11 


aqueous 
ready-to-use 
freely  miscible 


1 TETRACYCLINC  eUFPCRCO  WITH  SODIUM  CITRATI 


SYRUP 


accelerated  absorption  in  the  gastro- 
intestinal tract 

• early,  high  peaks  of  concentration  in  body 
tissue  and  fluid 

• quick  control  of  a wide  variety  of  infections 

• unsurpassed,  true  broad-spectrum  action 

• minimal  side  effects 

• well-tolerated  by  patients  of  all  ages 

ACHROMYCIN  V SYRUP: 

Orange  Flavor.  Each  teaspoonful  (5  cc.) 
contains  125  mg.  of  tetracycline,  HCI  equivalent, 
citrate-buffered.  Bottles  of  2 and  16  fl.  oz. 

DOSAGE: 

6-7  mg.  per  lb.  of  body  weight  per  day. 

•Reg.  U.S.  Pol.  Olf. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


-i 


for  simultaneously  combating 
inflammation,  allergy,  infection 


(0.5%  prednisolone  acetate  and  10%  sulfacetamide  sodium  •• 
5 cc.  dropper  bottle) 


for  ocular 
allergies 


(0.2%  prednisolone 
acetate  and 
Chlor-Trimeton®— 
5 cc.  dropper 
bottle) 


/ - 

'-I 


(0.5%  prednisolone  acetate,  10%  sulfacetamide  sodium  and 
0.25%  neomycin  sulfate— oz.  tube) 


0.3% 


Standard  for  ocular  infections 


(Sulfacetamide  Sodium  U.S.R— 5 and  15  cc.  dropper  bottles) 


(15  cc.  dropper  bottle) 


(Vs  oz.  tube) 


M.J.tza 
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The  non-narcotic  analgesic  with  the  potency  ot  codeine 


DARVON  (Dextro  Propoxyphene 
Hydrochloride,  Lilly)  is  equally  as  po- 
tent as  codeine  yet  is  much  better 
tolerated.  Side-effects,  such  as  nausea 
or  constipation,  are  minimal.  You  will 
find  ‘Darvon’  helpful  in  any  condition 
associated  with  pain.  The  usual  adult 
dose  is  32  mg.  every  four  hours  or  65 
mg.  every  six  hours  as  needed.  Avail- 
able in  32  and  65-mg.  pulvules. 


DARVON  COMPOUND  (Dextro  Pro- 
poxyphene and  Acetylsalicylic  Acid 
Compound,  Lilly)  combines  the  antipy- 
retic and  anti-inflammatory  benefits  of 
‘A.S.A.  Compound’*  with  the  analgesic 
properties  of  ‘Darvon.’  Thus,  it  is  useful 
in  relieving  pain  associated  with  recur- 
rent or  chronic  disease,  such  as  neural- 
gia, neuritis,  or  arthritis,  as  well  as  acute 
pain  of  traumatic  origin.  The  usual  adult 
dose  is  1 or  2 pulvules  every  six  hours 
as  needed. 


Each  Pulvule  'Darvon  Compound’  provides: 


‘Darvon’ 32  mg. 

Acetophenetidin 162  mg. 

‘A.S.A.’  (Acetylsalicylic  Acid,  Lilly) 227  mg. 

Caffeine 32.4  mg. 

•'A.S.A.  Compound'  (Acetylsalicylic  Acid  and  Acotophonotidin  Compound,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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PHYSICAL  MEDICINE 
IN  OCCLUSIVE  ARTERIAL  DISEASE 

Abraham  Vinograd,  M.D.* 


Occlusive  arterial  disease  is  the  most  fre- 
quent single  factor  necessitating  amputa- 
tion of  the  lower  extremity.  Since  the  diag- 
nosis in  most  cases  is  arteriosclerosis  oblit- 
erans, the  discussion  will  be  limited  to  this 
entity,  although  a number  of  points  made 
here  are  applicable  to  thromboangiitis  oblit- 
erans (Buerger’s  disease)  and  some  other 
conditions.  Diabetic  vascular  disease  is  es- 
sentially arteriosclerosis  obliterans.  Arterio- 
sclerosis obliterans  is  a disease  of  the  male 
past  middle  age  and  as  his  life  span  becomes 
longer,  the  condition  assumes  greater  im- 
portance. 

Valuable  diagnostic  and  therapeutic  pro- 
cedures used  in  occlusive  arterial  disease 
are  in  the  field  of  physical  medicine,  and 
understanding  of  the  rationale  and  effects 
of  physical  agents  will  be  advantageous  to 
the  referring  physician.  It  must  be  stressed 
that  conservative  and  prophylactic  meas- 
ures described  here  have  their  greatest  value 
in  the  early  cases.  When  the  condition  is 
far  advanced  more  heroic  measures  are  in 
order.  This  paper  is  not  intended  as  a com- 
plete coverage  of  the  subject  but  rather  as 
a guide  based  on  physiologic  principles. 

Physiologic  Considerations 

Problems  of  indications  and  contraindi- 
cations become  simpler  if  we  consider  the 
physiology  of  peripheral  circulation. 

In  evaluating  the  circulatory  status  of  a 
limb  the  classical  observations  of  Sir 
Thomas  Lewis^  are  helpful.  When  blood 
flows  rapidly  the  skin  is  pale  pink  and 

• Chief,  Physi^  Medicine  and  Rehabilitation  Service,  Vet- 
erans Administration  Hospital,  Wilmington. 


warm.  “The  slower  the  blood  flows  through 
the  skin  the  more  oxygen  it  gives  up,  caus- 
ing cyanosis.”  Cold  cyanotic  skin  denotes 
very  slow  or  absent  blood  supply.  Cold 
deeply  red  skin  (“cold  rubor”)  occurs  when 
minute  vessels  are  damaged  by  severe  pro- 
longed ischemia,  resulting  in  permanent  di- 
latation. 

Arterial  channels  reaching  the  extremity 
branch  to  supply  the  muscles  and  the  skin. 
Considerable  differences  exist  between  the 
cutaneous  and  muscular  arterial  trees  with 
respect  to  results  of  occlusion,  vasomotor 
innervation,  influence  of  physical  agents, 
effects  of  sympathectomy,  responses  to 
drugs,  etc.  Keeping  these  differences  in 
mind  gives  us  the  key  to  understanding  the 
major  problems. 

In  occlusive  arterial  disease  the  vessel 
may  be  partially  or  completely  closed  by 
arteriosclerotic  thrombosis  from  within,  by 
vasoconstriction  or  vasospasm  from  with- 
out, or  by  a combination  of  both.  Ischemia 
at  the  point  of  supply  is  the  result.  Inter- 
ruption of  blood  flow  to  the  skin  results  in 
ulceration  and  gangrene  while  interference 
with  supply  to  the  muscle  causes  intermit- 
tent claudication.  The  claudication  pain  on 
walking,  resulting  from  muscular  ischemia, 
is  analogous  to  the  angina  of  effort.  Al- 
though both  the  skin  and  the  muscles  are 
often  simultaneously  affected,  differentia- 
tion should  be  attempted  for  clarification 
of  our  therapeutic  objectives.  Likewise,  an 
effort  should  be  made  to  find  out  whether 
we  are  dealing  with  organic  obstruction  by 
a thrombus  or  with  vasoconstriction.  If 
both  elements  are  present  we  should  try  to 
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estimate  which  of  the  two  predominates, 
before  planning  our  treatment.  Segmental 
occlusion  by  a thrombus  may  require  vas- 
cular surgery  while  other  measures  are  used 
for  the  constrictive  phenomena. 

Vasomotor  Innervation.  The  cutaneous 
arterial  branches  are  well  provided  with 
sympathetic  vasoconstrictor  nerve  fibers, 
maintaining  the  vascular  tone  and  control- 
ing  their  lumen.  If  the  arterioles  of  the 
skeletal  muscle  are  also  supplied  with  sym- 
pathetic constrictor  fibers  (as  is  claimed  by 
some)  their  number,  according  to  Stillwell,^ 
is  not  significant.  On  the  other  hand,  the 
muscular  arterioles  do  contain  some  sym- 
pathetic vasodilator  fibers.  The  net  result 
of  sympathetic  overactivity  is  cutaneous 
vasoconstriction.  Sympathetic  stimulation, 
as  well  as  increased  sympathetic  tone,  com- 
mon in  certain  individuals,  has  one  other 
important  effect:  stimulation  of  nerve  fi- 
bers supplying  the  sweat  glands  (sympa- 
thetic sudomotor  fibers). 

The  Role  of  Perspiration.  The  extent  of 
sweating  in  peripheral  vascular  disease  is  of 
utmost  practical  importance:  1.  Evapora- 
tion of  sweat  produces  local  cooling  of  the 
skin  resulting  in  vasoconstriction;  2.  Exces- 
sive moisture  of  the  skin  favors  maceration 
and  fungus  infection  since  sweat  is  an  ex- 
cellent culture  medium  for  fungi.  Second- 
ary infection  may  supervene  and  a disas- 
trous chain  of  events  (fissure  — cellulitis  — 
gangrene)  is  easily  initiated. 

In  addition  to  the  neural  control,  the 
walls  of  the  cutaneous  and  muscular  ves- 
sels are  subject  to  direct  action  of  metabo- 
lites. Dilatation  of  the  muscular  tree,  inci- 
dental to  production  of  lactic  acid  during 
muscular  exercise,  is  an  example. 

Tobacco  is  a vasoconstrictor  and  smoking 
should  be  avoided  in  occlusive  arterial  dis- 
ease. Additional  deleterious  effect  of  tobac- 
co in  thromboangiitis  obliterans  is  definite 
but  so  far  not  fully  explained. 

Effects  of  Heat 

Heat  applied  locally  causes  hyperemia. 
At  the  same  time  it  raises  tissue  metah- 
oli.sm  in  the  heated  area.  When  circulation 


is  inadequate  for  removal  of  accumulated 
metabolites  tissue  damage  results.  A con- 
tributing factor  may  be  reduced  pain  and 
temperature  sensation  due  to  an  ischemic 
neuropathy  and  a burn  may  be  produced. 
Reduced  blood  flow  slows  the  dissipation 
of  heat  applied  locally  and  this,  too,  in- 
creases the  damage.  A history  of  a hot  foot 
bath  preceding  the  onset  of  gangrene  is 
rather  common  when  the  patient  is  admit- 
ted to  the  hospital.  The  hot  phase  of  the 
contrast  bath  makes  it  a contraindicated 
procedure  for  an  ischemic  limb.  All  baths, 
including  whirlpool,  should  be  of  room  tem- 
perature, and  excessive  bathing  should  be 
avoided  to  prevent  maceration. 

Reflex  Heating.  Prolonged  application  of 
heat  to  a part  of  the  body  provokes  general- 
ized cutaneous  vasodilatation.  In  this  man- 
ner the  extra  heat  introduced  is  eliminated 
by  radiation  into  the  environment  from  the 
hyperemic  skin.  This  thermoregulatory  re- 
flex brings  about  an  inhibition  of  sympa- 
thetic vasoconstrictor  fibers,  so  to  speak,  a 
“physiologic  sympathectomy”.  This  reflex 
heating  can  be  used  to  advantage,  both  in 
diagnosis  and  in  treatment.  When  we  want 
to  know  whether  a surgical  sympathectomy 
should  be  considered  reflex  heating  can  pro- 
vide us  with  valuable  information.  In  Lan- 
dis-Gibbon’s  test  the  upper  extremities  are 
immersed  in  hot  water.  The  temperature 
of  the  feet  is  taken  with  a thermocouple 
before  and  after  the  test.  Significant  rise 
in  temperature  demonstrates  the  ability  of 
skin  vessels  to  dilate  and  the  absence  of 
extensive  intravascular  organic  obstruction 
so  that  sufficient  blood  can  reach  the  skin. 
Such  a response  would  be  in  favor  of  doing 
a sympathectomy.  Confirmatory  informa- 
tion is  gained  from  sympathetic  blocks 
(posterior  tibial  or  paravertebral)  or  by  a 
trial  of  an  orally  administered  sympathetic 
blocking  agent,  such  as  Dihenzyline  (“med- 
ical sympathectomy”).  Reflex  heating  is  oc- 
casionally u.sed  in  a therapeutic  attempt  at 
vasodilatation.  This  is  done  by  applying 
diathermy  to  the  abdomen  or  to  the  hack. 
It  may  he  effective  when  pedal  ischemia  is 
due,  in  part  at  least,  to  cutaneous  vasocon- 
striction or  vasospasm. 
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Sympathectomy 

Since  interruption  of  sympathetic  stimuli 
can  improve  the  blood  flow  through  the 
skin,  sympathectomy  is  often  helpful  in  the 
prevention  and  treatment  of  ulcerative  le- 
sions. Warm,  dry  skin  is  produced.  If  we 
deal,  however,  with  a severe  organic  ob- 
struction, or  if  the  cutaneous  vessels  show 
no  dilatation  potential,  sympathectomy  will 
be  useless. 

As  stated  earlier  the  arterioles  of  the 
skeletal  muscle  are  not  equipped  with  any 
significant  number  of  sympathetic  va.socon- 
strictor  fibers.  Consequently,  we  cannot  ex- 
pect the  sympathectomy  to  produce  vaso- 
dilatation in  the  patient’s  calf  muscles.  This 
operation  does  not,  as  a rule,  relieve  inter- 
mittent claudication;  in  fact,  it  often  aggra- 
vates it.  The  following  explanation  is  given: 
If  a limited  blood  supply  of  an  arterioscler- 
otic leg  is  drained  by  the  dilated  skin  ves- 
sels one  would  expect  the  muscular  ischemia 
to  increase.  We  can  conclude  that  for  re- 
lief of  claudication,  in  the  absence  of  skin 
lesions,  sympathectomy  is  not  indicated. 
Lumbar  sympathectomy  is  a major  proced- 
ure and  should  not  be  approached  lightly 
in  older  individuals.  In  younger  men  bilat- 
eral sympathectomy  causes  sexual  impot- 
ence. 

Electrical  Skin  Resistance.  Since  the 
sweat  glands  receive  their  impulses  via  the 
sympathetic  sudomotor  fibers  presence  of 
moist  skin  is  an  indication  of  intact  sympa- 
thetic innervation.  Conversely,  a sympa- 
thectomized  segment  of  skin  is  dry  and  this 
phenomenon  is  used  in  judging  the  effective- 
ness of  sympathectomy.  Small  amounts  of 
sweat  cannot  be  always  easily  detected  by 
palpation  and  a more  accurate  objective 
method  is  desirable.  Sweat,  being  a solu- 
tion of  electrolytes,  facilitates  conduction 
of  electric  current  applied  to  the  body,  of- 
fering “low  resistance”  to  the  passage  of 
current.  On  the  other  hand,  dry  (sympa- 
thectomized)  skin  has  high  electrical  re- 
sistance. The  ohmmeter,  an  apparatus  for 
measuring  resistance,  is  used  to  evaluate 
effectiveness  of  sympathectomies.  The  test 
is  done  pre-  and  post-operatively,  as  well 
as  in  testing  the  success  of  paravertebral 
blocks. 


Effects  of  Cold 

The.se  are  more  or  less  the  opposite  of 
those  produced  by  heat.  Application  of  cold 
locally  lowers  tissue  metabolism  and  en- 
ables it  to  withstand  curtailed  blood  supply 
for  longer  periods  of  time.  Among  other 
effects  of  cold  is  direct  local  va.soconstric- 
tion  and  reduction  of  absorption  which  has 
the  advantage  of  slowing  the  entry  of  nox- 
ious substances  into  general  circulation 
from  a gangrenous  limb.  This,  together 
with  the  local  anesthetic  action,  makes  re- 
frigeration a u.seful  therajjeutic  adjunct 
when  amputation  of  a gangrenous  extremity 
must  be  delayed  for  medical  reasons. 

However,  application  of  cold,  can  cause 
reflex  vasoconstriction  in  distant  areas  of 
skin  as  a part  of  thermoregulation,  thereby 
reducing  heat  loss.  Vasospasm,  too,  may  be 
produced  by  application  of  cold.  The  cold 
phase  of  a contrast  bath  may  trigger  reflex 
vascular  narrowing  in  the  other  leg  which 
usually  is  also  involved  in  the  arterioscler- 
otic process.  This  shows  that  contrast  baths 
should  have  no  place  in  the  management  of 
ischemic  extremities.  The  patient’s  legs,  in 
general,  should  be  given  protection  against 
cold.  Warm  clothing  should  be  worn  during 
the  winter. 

Responses  to  Certain  Drugs 

The  aim  is  vasodilatation,  and  here  again 
we  select  the  drug  depending  on  whether 
it  is  the  cutaneous  or  the  muscular  blood 
flow  w'e  try  to  improve. 

In  Dibenzyline,  according  to  Abram- 
son* and  others,  we  have  an  adrenergic 
blocking  agent  inhibiting  the  transmission 
of  sympathetic  impulses  to  the  vascular 
wall.  In  a patient  with  skin  lesions  it  may 
be  useful  as  a therapeutic  trial  and  also  to 
see  whether  the  patient  would  benefit  from 
sympathectomy.  It  is  given  orally  in  doses 
of  10-20  mg.  three  times  a day.  Side  effects 
include  nasal  stuffiness  and  interference 
with  sex  function  (ejaculation).  Dibenzyl- 
ine is  more  effective  than  Priscoline  in  oral 
medication. 

For  specific  dilatation  of  arteries  of  the 
skeletal  muscle  Arlidin,  an  adrenergic  com- 
pound, is  used.  Given  orally  in  doses  of 
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6 mg.  three  times  a day,  it  is  used  for  re- 
lief of  intermittent  claudication.  Increased 
walking  tolerance  occurs  in  about  half  the 
cases  treated.  Arlidin  is  contraindicated  in 
patients  with  coronary  thrombosis. 

To  concentrate  the  effect  of  a drug  on  the 
walls  of  the  peripheral  arteries  and  to  avoid 
systemic  reactions  intra-arterial  route  is 
used.  Thus  Priscoline  and  other  drugs  have 
been  found  effective  in  dilating  the  cutane- 
ous tree  when  injected  into  the  femoral 
artery.  More  recently  27  MI*,  an  iodide 
compound,  has  been  used  intra-arterially. 
Rose  and  EbeP  found  that  relief  of  rest 
pain  occurred  in  92%  of  cases  and  that 
healing  of  ulcerations  “appeared  to  be  ex- 
pedited by  this  form  of  treatment”.  27  MI 
caused  less  local  reaction  and  fibrosis  at 
the  site  of  the  injection  and  a greater  in- 
crease in  the  skin  blood  flow  as  compared 
with  Priscoline.  During  the  two  years  with 
the  peripheral  vascular  disease  clinic  of  the 
Bronx  VA  Hospital,  I administered  a large 
number  of  these  injections  and  was  im- 
pressed with  the  rapid  onset  of  pronounced 
hyperemia.  Although  demonstrable  vaso- 
dilatation lasts  less  than  one  hour,  such 
daily  opening  of  arterial  channels  is  worth- 
while. 

Histamine  Iontophoresis 

Another  route  of  depositing  the  medica- 
tion where  it  is  needed  and  lessening  the 
danger  of  systemic  reactions  is  by  ion  trans- 
fer. In  the  technic  recommended  by  Har- 
puder,'^  histamine  ointment  is  applied  to 
the  skin  either  proximal  to  or  around  the 
ulceration.  Galvanic  current  is  used  and 
positive  histamine  ions,  while  being  re- 
pelled from  the  positive  electrode,  are  driven 
into  the  skin.  Dilatation  occurs  as  a result 
of  a direct  action  on  the  vascular  wall.  Both 
iontophore.sis  and  intra-arterial  medication 
may  be  used  after  .sympathectomy  if  an  at- 
tempt at  additional  cutaneous  dilatation  is 
desirable. 

Effects  of  Exercise 

That  active  exerci.se  is  a potent  means 
of  increasing  mu.scular  blood  flow  was  con- 

^ While  not  commercially  available  the  druK  was  suppluMl  by 
('ampbcll  Pharmacculicals  for  researcdi  purposes. 


clusively  demonstrated  by  Wisham,  Abram- 
son and  Ebel.®  The  most  effective  type  of 
exercise  is  where  the  muscles  are  offered  re- 
sistance. On  the  other  hand,  the  time-hon- 
ored Buerger’s  postural  exercises  must  be 
considered  useless,  as  stated  by  Allen,  Bar- 
ker and  Hines."  “Active-resistive”  exercise 
is  also  credited  with  stimulating  the  devel- 
opment of  collateral  circulation  in  response 
to  increased  demand  for  blood.  Standing  up 
on  toes  is  good  exercise.  Walking  to  the 
point  of  incipient  claudication  pain  is  bene- 
ficial. Following  brief  rest  periods,  walkng 
should  be  continued.  Severe  pain  must  be 
avoided  since  it  may  provoke  vasospasm. 
Harpuder®  encourages  his  patients  to  walk 
and  to  go  to  work  “except  in  cases  of  gan- 
grene, larger  ulceration  or  infection”.  The 
popularly  held  belief  that  walking  shortens 
the  life  of  an  arteriosclerotic  leg  does  not 
hold  true,  provided  no  significant  skin  le- 
sions are  present. 

If  the  patient  must  remain  in  bed  for  a 
longer  period  of  time,  exercises  should  be 
administered  in  bed.  Muscle  atrophy  and 
contractures  must  be  prevented.  Patients 
with  painful  lesions  of  the  feet  have  a tend- 
ency to  hold  their  legs  in  a flexed  attitude. 
The  result  of  this  “withdrawal  reflex”  is  a 
flexion  contracture  of  the  knee  which  is 
seen  rather  frequently  in  this  condition  un- 
less prevented  by  exercises. 

Rehabilitation  aspects  of  borderline  indi- 
cations for  amputation  may  be  a decisive 
factor.  A younger  man  remaining  bedridden 
for  many  months  either  because  of  severe 
claudication  or  a hopeless  ulceration  should 
be  given  the  benefit  of  earlier  amputation 
so  that  he  may  sooner  return  to  a produc- 
tive occupation. 

Summary  and  Conclusions 

1.  Physical  medicine  contributes  valu- 
able procedures  for  the  diagnosis  and  treat- 
ment of  occlusive  arterial  disease. 

2.  Va.sodilatation  is  a major  therapeu- 
tic objective.  Various  dilator  agents,  phys- 
ical and  medicinal,  are  reviewed.  Some  of 
the  newer  va.sodilator  drugs,  oral  and  intra- 
arterial, are  briefly  di.scus.sed. 

3.  The  subject  is  pre.sented  against  the 
background  of  physiology.  Distinction  be- 
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tween  the  cutaneous  and  muscular  circula- 
tion helps  to  clarify  many  problems.  The 
part  played  by  perspiration  is  discussed.  In- 
termittent claudication  is  not  an  indication 
for  sympathectomy. 

4.  Active  exercise  is  a potent  physiolog- 
ic dilator  of  muscular  arteries.  Certain  time- 
honored  beliefs  and  procedures  must  be 
discarded.  Walking  does  not  shorten  the 
life  of  the  leg  unless  skin  lesions  are  pres- 
ent. Buerger’s  exercises  are  of -no  value. 
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COMMON  APPLICATIONS  OF  MENTAL  HYGIENE 

PRINCIPLES 

D.  A.  Rovito,  M.D.* 


With  increasing  knowledge  in  the  psycho- 
pathology of  emotional  disorders,  there  is  a 
parallel  interest  in  utilizing  the  newer  in- 
sights, and  the  bulk  of  clinical  experience 
in  the  prevention  of  psychiatric  disorders. 
This  interest  probably  dates  back  to  primi- 
tive man  who  found  the  cause  of  mental  ill- 
ness in  the  sun,  moon,  etc.,  and  proceeded 
towards  the  deification  of  inanimate  and 
animate  objects.  The  subsequent  vicissi- 
tudes of  the  concept  of  mental  illness, 
through  the  middle  ages  with  its  demon- 
ology and  witchcraft,  the  closer  ties  between 
psychiatry  and  medical  sciences,  the  dis- 
coveries of  Freud  with  emphasis  on  a dy- 
namic, biological  psychology,  are  all  now  a 
matter  of  record. 

In  this  country,  the  names  of  Benjamin 
Rush,  Dorothea  Dix,  George  Miller  Beard, 
Clifford  Beers,  and  Adolph  Meyers  are  iden- 
tified as  the  main  springs  of  a revival  of  in- 
terest which  led  to  the  foundation  of  a Na- 
tional Committee  for  Mental  Hygiene  in 
1910.  The  growth  of  psychological  sciences 
has  been  phenomenal  in  the  last  30 -years. 
Its  ramification  is  manifold,  reaching  in  all 
areas  of  endeavor,  with  an  outgrowth  of 
sub.specialities  requiring  highly  specialized 
skills  such  as  psychosomatic  medicine,  child 
psychiatry,  criminality,  and  group  psycho- 
therapy. 

In  a consideration  of  the  problem  of  pre- 
vention in  psychiatry,  certain  clarifications 
are  necessary.  Specific  etiological  factors, 
similar  to  the  frame  of  reference  accepted 
in  medicine,  are  generally  not  known.  It 
should  he  recognized  that  emotional  dis- 
orders are  not  diseases,  but  rather  disturb- 
ances of  personality,  reactions  to  inner  and 
outer  conflicts,  present  or  past.  In  this  re- 
spect the  early  formative  years  of  life  be- 
come of  paramount  importance.  A child 

^ Chief.  NR  Service,  VA  Mo-spital,  Wilmington.  Delaware 


senses  anxiety,  love,  warmth,  acceptance, 
verbal  or  non-verbal  or  its  opposite,  in  the 
parents.  Another  clarification  is  the  con- 
cept of  latency.  A syphlitic  chancre  will 
heal  with  or  without  treatment  but  the  dis- 
eases may  reappear  15  or  20  years  later 
as  central  nervous  system  lues.  Similarly, 
emotional  disorders,  while  rooted  in  child- 
hood, may  manifest  themselves  at  any  time 
in  life,  such  as  upheavals  at  puberty,  mal- 
adjustments in  adulthood,  and  personality 
changes  in  the  senium. 

Every  psychiatrist  in  the  course  of  his 
practice  is  confronted  with  the  question: 
“If  my  troubles  go  back  to  childhood,  why 
do  I feel  upset  now!”  The  explanation  is 
not  always  apparent  or  simple.  We  are  cer- 
tain of  the  importance  of  unfavorable  con- 
stellations without  entering  into  a polemic 
of  the  constitutional  versus  the  environ- 
mental. A mild  obsessive  compulsive  im- 
proved rather  dramatically  in  his  overt 
symptomatology.  He  had  been  recently  ap- 
pointed constable.  When  seen  again  about 
3 years  later,  he  suffered  a relapse  following 
an  arrest  he  made  on  an  individual  who  had 
to  be  forcefully  subdued.  This  man  was  a 
rigid,  perfectionistic  personality,  who  upon 
becoming  an  authority  figure,  achieved  a 
measure  of  balance,  but  when  confronted 
with  an  act  of  violence,  guilt  feelings  be- 
came reactivated  with  re-emergence  of  overt 
symptoms. 

It  is  in  the  field  of  child  psychiatry  that 
prevention  olays  a major  role.  No  attempt 
will  be  made  here  to  cover  this  subject.  Suf- 
fice it  to  say  schematically  that  from  the 
early  years  to  adolescence,  a process  of 
growth,  phy.sical  and  psychological,  un- 
folds itself.  In  this  procevSs  there  are  needs 
to  be  satisfied;  food,  warmth,  organismal 
spontaneous  activity,  hut  al.so  the  demands 
of  cultural  in.stitutions  to  be  met.  In  this 


March,  1958 


Delaware  State  Medical  Journal 


59 


struggle  the  personality  molds  itself,  fight- 
ing and  fearing,  overcoming  obstacles, 
erecting  defenses,  compromising  in  the  con- 
stant ebb  and  flow  of  the  vicisvsitudes  of 
life.  From  a state  of  helplessness,  which  in- 
cidentally is  longest  amongst  all  mammals, 
he  may  reach  a high  state  of  independence, 
mastery  of  his  environment,  maturity.  One 
cannot  but  marvel  at  man’s  remarkable 
ability  to  adaptation,  providing  however 
that  the  process  of  adaptation  be  gradual. 
This  principle  of  the  potentialities  of  the 
individual  for  change  should  always  guide 
us  in  our  efforts  to  treat  psychiatric  dis- 
orders in  fostering  mental  health  and  in  the 
education  of  children,  keeping  mainly  in 
mind  the  necessity  for  gradual  change. 

Specifically,  in  daily  clinical  experience, 
. many  valuable  conclusions  have  been  drawn 
after  thorough  and  longitudinal  evaluation 
of  patterns  of  behavior.  In  infancy,  the 
problem  of  weaning  is  outstanding.  This 
should  be  gradual.  If  too  abrupt,  there  will 
be  a tendency  later  on  in  life  to  develop  a 
feeling  of  being  cheated.  If  too  late,  a tend- 
ency towards  dependency  with  possible 
branching  into  one  of  many  clinical  syn- 
dromes: alcoholism,  obesity,  peptic  ulcer, 
bronchial  asthma,  etc.  The  underlying 
theme  is  “the  world  owes  me  a living 
and  a loving”.  Later,  bowel  training  re- 
quires tactful  handling.  The  child  wants 
to  touch,  smear,  but  slowly  he  must  con- 
form to  societal  demands.  If  he  does  not 
conform,  it  is  preferable  not  to  make  an 
issue.  Laxatives  and  enemas  should  be 
avoided  as  much  as  possible.  Disturbances 
in  this  area  subsequently  may  lead  to  path- 
ological degrees  of  orderliness,  punctuality, 
and  aggressiveness.  The  foundations  are 
laid  for  a future  obsessive  compulsive  per- 
sonality and  a potential  involution  psy- 
chosis. 

At  puberty  one  is  confronted  with  an  up- 
heaval both  psysiological  and  social.  There 
are  normal  transitory  feelings  of  isolation, 
insecurity,  inadequcy,  and  emotional  in- 
stability in  the  form  of  easy  crying  and 
laughing.  The  genital  urge  is  more  power- 
ful, yet  culture  and  religion  impose  restric- 
tions. Much  tact  will  be  needed  in  reaching 
a balance  through  supervision  and  educa- 


tion. While  it  would  he  ideal  if  the  wisdom 
of  the  elderly  could  be  absorbed  by  youth, 
this  rarely  happens,  and  we  must  recognize 
the  right  of  the  individual  to  learn  from 
one’s  own  experience.  To  be  avoided  are 
strong  admonishments  and  fearful  overpro- 
tectiveness. Gregariousness,  healthy  identifi- 
cations, opportunities  for  advancements  and 
achievements  at  school  and  in  sports  should 
he  encouraged.  In  the  adult,  prevention 
presupposes  recognition  of  the  problem  with 
psychogenic  potentialities.  An  acquaintance 
with  the  ordinary  workings  of  the  mind  is 
indispensable  as  are  the  newer  acqusitions 
in  the  field  of  p.sychosomatic  medicine. 

Fundamental  in  treatment  and  preven- 
tion is  a healthy  doctor-patient  relation- 
ship, particularly  the  ability  to  empathize. 
This  has  been  defined  as  the  capacity  to 
project  one’s  feelings  to  others  and  works 
both  ways.  Mutual  understanding  can  pave 
the  way  for  a sound  relationship  and  can 
soften  resistance,  lack  of  co-operation,  and 
defiances. 

Some  of  the  more  common  problems  met 
in  daily  practice  will  be  briefly  discussed. 
The  question  of  iatrogenic  phobias  has  prob- 
ably been  overstressed  in  the  literature.  A 
low  or  high  blood  pressure  reading  to  the 
patient  can  become  the  focus  of  all  his  at- 
tention and  trigger  off  a change  in  pattern 
of  behavior,  a manipulation  of  environment 
to  achieve  mastery,  with  secondary  gain  of 
money  or  sympathy.  I’m  inclined  to  be- 
lieve that  such  changes  would  have  devel- 
oped sooner  or  later,  and  that  the  medical 
statement  was  seized  upon  only  inciden- 
tally. It  could  have  been  a sentence  from 
a book  or  sermon;  a scene  from  a moving- 
picture  or  television. 

In  the  field  of  surgery,  it  is  advisable  to 
exercise  some  psychiatric  prophylaxis,  dis- 
cussing the  chances  of  success,  the  amount 
of  pain,  the  total  financial  expenses  and 
allaying  fears.  Alertness  is  necessary  in 
those  patients  who  beg  for  operation.  The 
need  is  probably  more  psychological  than 
medical.  An  operation  may  release  an 
acute  endogenous  depression  with  suicide. 
The  depression  may  have  been  masked  only 
by  a subjective  symptom  of  fatigue,  or  con- 
stipation, or  a fixation  on  some  body  organ. 
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Plastic  surgery  generally  is  not  noxious. 
The  cosmetic  repairs  in  women  and  children 
gratify  a nucleus  of  narcissism  that  is  pres- 
ent in  everyone.  A diagnosis  of  malignancy 
can  have  disastrous  repercussion.  When 
little  time  is  available  to  size  up  the  strength 
of  a personality,  and  this  can  be  very  de- 
ceptive even  for  those  better  trained,  a talk 
with  the  nearest  responsible  relative  can  at 
times  guide  us  in  our  decision  to  inform  or 
not  inform  the  patient. 

Occasionally  one  is  confronted  with  the 
phenomenon  of  denial  of  illness,  for  example 
in  cases  of  coronary  thrombosis.  Restriction 
of  physical  activities,  absolute  rest  in  bed, 
etc.,  are  prescribed,  yet  the  patient  behaves 
very  lax,  and  nothing  from  his  manner  and 
attitude  transpires  which  would  suggest 
that  he  realizes  the  seriousness  and  gravity 
of  his  illness.  This  is  a very  touchy  situa- 
tion. I wish  to  convey  here  simply  the 
thought  that  the  anxiety  generated  from 
the  emotional  acceptance  of  illness  can  be 
more  devastating  on  a heart  than  physical 
activity. 

Another  medical  responsibility  is  that  of 
preventing  suicide.  There  are  no  absolute 
criteria  for  determining  suicidal  drives.  It 
can  be  postulated  however  that  danger  ex- 
ists if  (1)  a lot  of  self-depreciation  is  pres- 
ent with  little  or  no  psycho-motor  retarda- 
tion; (2)  fear  of  losing  his  mind.  Con- 
trary to  old  medical  beliefs,  such  fears 
usually  indicate  a disintegrating  mental 
process;  (3)  fear  of  punishment  more  so  in 
the  course  of  surgical  operation  in  old  peo- 
ple; (4)  family  history  of  suicide;  (5)  re- 
cent loss  of  person  on  whom  patient  de- 
pended such  as  wife,  brother,  or  friend. 
While  a depressed  patient  will  commit  sui- 


cide after  careful  planning,  the  hysterical 
will  do  so  on  an  impulse  of  the  moment. 

A great  challenge  faces  the  medical  pro- 
fession in  the  field  of  geriatrics.  Those  of  us 
who  dedicate  most  of  our  time  in  hospitals 
cannot  but  witness  the  increase  in  the  per- 
centage of  elderly  persons  in  a hospital  pop- 
ulation. They  have  become  a burden  to  their 
families  and  the  trend  today  is  to  shift  this 
burden  from  the  family  to  the  community. 
They  are  the  unwanted  and  the  unloved. 
Apart  from  whatever  measure  of  improve- 
ment can  be  derived  by  correction  of  certain 
physical  disabilities,  prostatism,  cataracts, 
etc.,  it  is  essential  that  their  sense  of  be- 
longing to  a social  group  be  restored.  In- 
activity is  demoralizing.  At  the  VA  Hos- 
pital in  Wilmington  a few  patients  with 
chronic  brain  syndrome  due  to  arterio- 
sclerosis are  admitted  to  the  psychiatric 
ward  either  directly  or  as  transfer  from  a 
medical  ward.  It  is  remarkable  how  a pro- 
gram of  diversional,  occupational,  and 
group  psychotherapy  activities,  coupled 
with  personalized  interest,  will  restore  a 
sense  of  self-confidence  and  a degree  of  hap- 
piness. We  believe  this  can  be  attributed 
to  a common  denominator:  socialization. 

In  summarizing,  the  concepts  of  person- 
ality, latency,  adaptation  have  been  out- 
lined. Because  of  the  nature  of  psychiatric 
disorders,  prevention  is  more  effective  in 
childhood.  In  adults  there  are  limitations 
which,  if  properly  assessed,  can  reduce 
future  disappointments  for  the  physician 
and  patient.  A few  common  medical  situa- 
tions are  presented,  which,  it  is  hoped,  will 
stimulate  attention  in  an  area  beyond  the 
overt  clinical  symptomalogy. 
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THE  RORSCHACH  EXAMINATION  IN  DIAGNOSIS 

AND  TREATMENT 

Richard  H.  Price,  M.D.* 


Although  most  medical  men  are  familiar 
with  the  Rorschach  examination  (ink  blot 
test),  few  are  cognizant  of  the  true  value 
of  the  test  in  diagnosis  and  treatment. 

The  test  was  devised  more  than  forty 
years  ago  by  a physician,  but  its  admin- 
istration was  taken  over  largely  by  clinical 
psychologists,  who  have  published  more 
than  three  hundred  books  and  myriads  of 
articles  concerning  it — mostly  in  non-med- 
ical literature. 

The  modern  thought  in  the  practice  of 
medicine  is  that  we  should  treat  patients — 
not  symptoms;  personalities — not  “cases”. 
The  Rorschach  test  affords  a rapid  means 
for  personality  evaluation. 

In  the  1957  edition  of  Psychosomatic 
Medicine  by  Weiss  and  English,  the  follow- 
ing statements  are  made  under  the  heading 
Rorschach  Test: 

“The  name  Rorschach  is  derived 
from  the  man  who  originated  the  test 
and  pioneered  in  its  development. 
Usually  it  requires  about  an  hour  to 
administer,  and  even  a longer  time  to 
interpret.  The  test  consists  of  ten  bi- 
laterally symmetrical,  meaningless  ink 
blots  on  cards  which  are  presented  one 
at  a time  to  the  patient  w'ho  is  aked 
to  tell  what  they  represent  to  him  or 
what  he  sees  in  them.  Half  of  the  cards 
are  black  and  white  and  half  of  them 
have  color.  The  responses  and  com- 
ments when  evaluated  offer  a remark- 
ably accurate  means  of  gaining  infor- 
mation about  the  patient’s  reactions  in 
terms  of  intellectual  capacity,  emo- 
tional control,  quantity  and  quality  of 
intellectual  drive,  special  topics  of  con- 
flict, and  the  manner  of  approach  to 
various  problems.  . . . When  one  finds 

• Attending  Physician,  Mental  Hygiene  Clinic 


that  a considerable  amount  of  in- 
stinctual energy  is  being  inhibited  in 
the  presence  of  psycho.somatic  disea.se 
we  should  suspect  that  this  energy  is 
playing  a part  in  symptom  formation. 
Hence,  the  Rorschach  test  may  be  use- 
ful not  only  to  the  psychologist  and 
psychiatrist  but  akso  to  the  physician 
who  is  interested  to  know  how  mi.s- 
directed  emotional  energies  may  dis- 
turb the  workings  of  the  body.  . . . 

“Kemple,  working  with  patients  in 
the  general  medical  wards  of  the  Pres- 
byterian Hospital  of  New  York,  found 
that  Rorschach  .study  of  hospital  pa- 
tients with  rheumatic  disease,  hyper- 
tensive cardiova.scular  disease,  coron- 
ary occlusion  and  fracture  showed  dis- 
tinctive personalities  associated  with 
each  illness  syndrome.”  * 

Many  thousands  of  Americans  learned 
of  the  Rorschach  by  means  of  a motion  pic- 
ture, Dark  Mirror.  In  the  picture,  Olivia 
DeHavilland  took  a dual  role,  portraying 
twins.  A Rorschach  examination  revealed 
which  of  the  twins  had  committed  murder. 

While  never  having  employed  the  ink  blot 
test  to  discover  murder,  I did  successfully 
utilize  it  to  free  a man  from  a false  murder 
charge.  This  person  shot  and  killed  his  wife 
— then  immediately  bundled  his  four  small 
children  into  a car — and  drove  to  a distant 
state.  This  event,  together  with  the  fact 
that  he  had  stolen  the  gun  from  his  wife’s 
parents’  home  a month  before  the  incident, 
indicated  enough  guilt  for  an  indictment  of 
first  degree  murder.  Yet  the  killing  was 
purely  accidental:  he  had  been  cleaning  the 
gun  when  his  wife  came  over  to  caress  him, 
and  the  contact  discharged  the  weapon.  At 
the  trial  the  prosecution  tried  to  prevent  me 
from  being  a witness  for  the  defense,  say- 
ing that  there  had  been  no  intimation  of  an 
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insanity  plea.  However,  when  I stated  that 
I had  found  the  prisoner  sane,  I was  al- 
lowed to  testify.  My  statement  was  simply 
that  a Rorschach  examination  definitely  in- 
dicated the  man’s  personality  to  be  such 
that  his  life-long  pattern  was  one  of  fear  of 
authoritative  figures  (such  as  parents  and 
police)  and  that  his  impulsive  running  away 
from  the  death  scene  was  due  to  this,  not 
to  guilt.  He  was  freed  of  both  first  and 
second  degree  murder  charges. 

My  personal  interest  in  Rorschach  work 
was  aroused  in  1946  while  working  at  the 
Veterans  Administration  Mental  Hygiene 
Clinic  in  Washington,  D.  C.  There  I found 
that  the  Chief  Clinical  Psychologist,  Dr. 
Alfred  Cornsweet,  could  tell  me  much  more 
about  a person  from  one  Rorschach  exam- 
ination than  I was  able  to  learn  from  inter- 
viewing the  patient  for  weeks  and  months. 
I discovered  that  this  time-saving  device  in 
learning  to  understand  people  was  reported 
in  the  Rorschach  publication  Psychodiag- 
nostics. This  book  was  published  by  Emil 
Oberholzer,  M.  D.  (who,  like  Dr.  Ror- 
schach, was  a Swiss  psychoanalyst).  Ober- 
holzer gave  the  test  to  a patient  and  sent 
the  responses  to  Rorschach  for  interpreta- 
tion. Oberholzer  reported:  “I  have  nothing 
to  add  to  the  ‘blind’  diagnosis  made  by 
Rorschach,  and  I could  not  have  given  a 
better  characterization  of  the  patient  than 
is  supplied  by  the  psychogram,  though  I 
had  him  under  analysis  for  months.”  ^ 

Many  child  guidance  centers,  mental  hy- 
giene clinics,  and  hospitals  depend  a great 
deal  upon  the  Rorschach  examination  as  a 
valuable  adjunct  in  diagnosis,  supplement- 
ing it  with  other  tests  as  indicated. 

The  Rorschach  test  also  is  valuable  in 
vocational  counseling.  An  example  of  this 
is  the  case  of  a young  man  who  had  studied 
architecture  for  two  years  in  a leading  uni- 
versity. He  could  not  understand  his  poor 
progress.  The  test  showed  me  that  he  had 
an  unconscious  aversion  to  minute  details 
and  that  he  had  an  almost  total  lack  of 


originality.  He  changed  his  college  work 
and  became  successful  in  another  field.  If 
the  Rorschach  had  been  administered 
before  he  began  his  college  work,  he  might 
well  have  been  spared  two  years  of  frustra- 
tion. 

Concerning  treatment,  although  any 
physician  can  treat  a person  better  if  he 
understands  the  patient’s  personality,  the 
more  specific  use  of  the  Rorschach  tech- 
nique is  in  psycho -therapy.  For  example,  a 
patient  when  first  examined  described  one 
of  the  blots  as  follows:  “It  looks  like  a man 
or  animal,  impaled  upon  a pole.”  After  two 
years’  treatment,  he  responded  to  the  same 
blot:  “It  is  a man  sitting  up  with  arms 
thrust  out  as  if  to  make  people  laugh.”  It 
required  analytic  probing  to  determine 
whether  the  patient,  now  able  to  sit  up  and 
take  notice,  wanted  to  make  others  laugh, 
or  was  afraid  they  might  laugh  at  him.  It 
was  found  that  elements  of  each  were  in- 
volved. 

The  test  is  very  valuable  in  child  guid- 
ance. It  is  my  custom  to  give  the  Ror- 
schach to  children  from  two  years  upwards, 
as  well  as  to  their  parents,  brothers,  and 
sisters.  Thus,  the  personality  character- 
istics of  the  whole  family  become  known. 
It  is  usually  in  interpersonal  relationships 
at  home  that  the  basic  causes  of  difficulty 
arise.  Insight  can  be  afforded  both  to  par- 
ents and  children  as  a result  of  information 
gained  from  the  Rorschach  examinations. 

While  it  is  true  that  most  medical  men 
do  not  have  time  to  study  the  Rorschach 
technique,  they  may  have  the  test  admin- 
istered to  their  patients  by  competent  ex- 
perts. The  interpretations  of  the  examina- 
tions would  afford  the  physicians  better 
understanding  of  personalities  under  their 
care. 

hkfehences 
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COMPRESSION  OF  THE  AORTA  AND  URETERS  BY  A 
RETROPERITONEAL  INFLAMMATORY  MASS 

CASE  REPORT 

John  H.  Furlong,  Jr.,  M.D.* 

and 

Harold  V.  Connerty,  M.D.** 


Among  the  causes  of  ureteral  obstruction, 
that  of  compression  by  a chronic  retroperi- 
toneal inflammatory  mass  is  one  of  the  least 
common.  The  condition  was  first  reported 
by  Ormond  in  1948,  and  only  31  cases*** 
have  been  discovered  in  a review  of  the  lit- 
erature up  to  1958.  The  reporting  of  a single 
additional  case  seems  worth  while  partic- 
ularly since  it  appears  to  be  the  first  one  in 
which  the  inflammatory  mass  compressed 
the  abdominal  aorta  in  addition  to  obstruct- 
ing both  ureters. 

Case  Report 

A 35  year  old  colored  man  was  admitted 
to  the  medical  service  in  February  1954 
with  the  complaint  of  having  noted  totally 
bloody  urine  for  one  day.  He  had  been 
working  regularly  as  a laborer  and  there 
had  been  no  previous  urinary  or  general 
complaints.  Ten  years  previously  he  de- 
veloped sudden  pain  and  swelling  of  the 
left  leg.  This  was  treated  as  being  due 
to  thrombophlebitis;  the  symptoms  dis- 
appeared in  a few  days  and  no  subsequent 
trouble  occurred.  Also  10  years  previously 
a primary  penile  luetic  lesion  was  found  and 
treated  with  injections  of  unknown  type  for 
one  year.  Nine  years  later  a series  of  15 
daily  injections  of  penicillin  was  given  and 
a spinal  fluid  examination  was  normal. 

The  only  abnormalities  noted  on  phys- 
ical examination  were  a blood  pressure  of 

* Urology  Consultant,  Veterans  Adm.  Hosp.,  Wilmington, 
Del. 

*♦  Chief  of  Laboratory  Service,  Veterans  Adm.  Hosp.,  Wil- 
mington, Del. 

•**  One  of  the  seven  cases  reported  by  Raper  in  1956  was 
omitted  since  no  mention  was  made  of  surgical  explora- 
tion or  biopsy. 


170  110,  slight  A-V  nicking  of  the  retinal 
vessels,  and  a grade  one  apical  systolic  mur- 
mur. Among  the  laboratory  studies  should 
be  mentioned  a negative  blood  serologic  test 
for  syphilis,  hemoglobin  of  6.6  grams,  and 
no  evidence  of  red  blood  cell  sickling.  The 
urine  had  a specific  gravity  of  1.010  with  4 
plus  albumin  and  sediment  loaded  with 
RBC  and  WBC.  After  a few  days,  the  urine 
contained  only  a trace  of  albumin  and  4 to 
8 WBC/HPF.  Several  BUN  determinations 
ranged  between  62  and  68  mgms.%.  Serum 
creatinine  was  10  mgms.%  and  no  P.S.P. 
dye  was  excreted  in  two  hours.  Three  urine 
cultures  showed  no  growth.  The  tuberculin 
skin  test  was  positive. 

The  hematuria  ceased  after  a day  and 
cystoscopic  examination  then  did  not  reveal 
the  source  of  bleeding.  Ureteral  catheters 
were  passed  easily  and  retrograde  pyelo- 
grams  showed  marked  bilateral  hydrone- 
phrosis with  at  least  the  upper  one  half  of 
the  ureters  also  dilated.  (Figure  #1). 

Lumbar  aortography  was  performed  to 
help  determine  the  status  of  the  renal  blood 
supply.  The  films  showed  normal  renal 
arteries  with  a generalized  diminution  in 
fine  renal  vascular  markings.  There  was  an 
abrupt  narrowing  of  the  aorta  beginning 
just  below  the  origin  of  the  renal  arteries 
and  extending  into  the  iliac  arteries.  (Fig- 
ure #2). 

Re-examination  of  the  patient  at  this 
time  revealed  diminished  femoral  pulses  and 
leg  blood  pressures  averaging  123  110  as 
compared  with  arm  pressures  of  180  110. 
The  cardiology  consultant,  Dr.  J.  Richard 
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Figure  1 

“Initial  retrograde  pyelogram  showing  bilateral  hydrone- 
phrosis with  dilated  upper  ureters." 


Durham,  noted  a systolic  bruit  anteriorly 
and  posteriorly  over  the  abdominal  aorta. 
He  felt  that  the  findings  might  be  due  to  a 
congenital  coarctation  of  the  abdominal 
aorta  or  to  a Leriche  syndrome. 

Despite  the  fact  that  the  cause  of  the 
ureteral  obstruction  was  still  unknown,  it 
was  felt  necessary  to  do  bilateral  neph- 
rostomies to  prevent  further  renal  deteriora- 
tion. Right  nephrostomy  was  done  in 
March,  1954  and  in  three  weeks  the  BUN 
had  fallen  to  28  mgms.%  with  32%  P.S.P. 
excretion  from  the  right  kidney  in  2 hours. 
Left  nephrostomy  was  then  performed.  At 
that  procedure  the  aortic  pulsations  were 
palpated  at  the  level  of  the  renal  artery, 
and  found  to  be  normal.  Just  below  this, 
the  aorta  narrowed  abruptly,  felt  quite  firm 
and  did  not  pulsate.  There  was  a marked 
systolic  thrill  noted  in  this  area.  After  two 
months  of  nephrostomy  drainage,  the  BUN 
had  fallen  to  15  mgms.%  and  two  hour 
P.S.P.  excretion  was  35%  from  the  right 
kidney  and  9%  from  the  left.  Marked  im- 
provement in  the  hydronephroses  occurred 


Figure  2 

“Lumbar  aortogram  showing  narrowing  and  irregularity 
of  the  abdominal  aorta  below  the  origin  of  the  renal 
arteries.” 

as  renal  function  improved.  Blood  pressure 
at  this  time  averaged  about  120/80. 

In  August  of  1954,  after  another  uretero- 
pyelogram  had  localized  the  ureteral  nar- 
rowing at  the  middle  third,  the  right  ureter 
was  explored  extraperitoneally.  The  right 
ureter  was  markedly  dilated  down  to  the 
level  of  the  fifth  lumbar  vertebra  where  it 
abruptly  entered  into  a firm  fibrous  mass. 
The  mass  extended  distally  for  about  nine 
centimeters  and  was  adherent  to  the  peri- 
toneum and  external  iliac  artery.  The  mass 
was  incised  to  a depth  of  about  one  half 
centimeter  and  a biopsy  was  obtained.  With 
further  dissection,  the  ureter  was  identified 
and  encircled  within  the  mass.  The  ureter 
was  then  easily  freed  and  completely  deliv- 
ered from  the  mass.  The  ureter  was  moved 
laterally  and  the  peritoneum  sutured  to  the 
lateral  edge  of  the  mass  to  prevent  return 
of  the  ureter  to  its  previous  site.  Micro- 
scopically, the  biopsy  specimen  consisted  of 
dense  fibrous  connective  tissue  resembling 
scar  tissue.  There  was  a diffuse  infiltration 
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of  moderate  density  with  round  cells, 
plasma  cells,  and  polymorphonuclear  leuko- 
cytes. There  was  no  evidence  of  neoplasia. 

During  the  following  months  the  neph- 
rostomy tubes  were  kept  open  and  the  pa- 
tient returned  to  his  previous  occupation. 
Although  #12F  dilating  bulbs  could  be 
passed  cystoscopically  to  the  right  kidney 
and  #10  bulbs  to  the  left  kidney,  one  could 
not  be  sure  that  the  surgical  procedure  had 
really  improved  the  physiologic  right  ure- 
teral obstruction.  Left  ureteral  surgery 
therefore  was  not  done. 

The  nephrostomy  tubes  were  changed  oc- 
casionally and  the  renal  form  and  function 
were  checked  by  antigrade  pyelograms  and 
P.S.P.  tests  at  intervals.  Since  renal  func- 
tion did  not  deteriorate  with  the  neph- 
rostomy tubes  closed  off  for  periods  of  sev- 
eral months  at  a time,  the  right  nephrostomy 
tube  was  finally  removed  fourteen  months 
after  the  right  ureterolysis  had  been  done. 
Left  renal  function  remained  poor  and  the 
hydronephrosis  was  unchanged  so  the  left 
nephrostomy  drainage  was  discontinued 
three  months  later. 

Vigorous  repeated  courses  of  antibiotic 
theraphy  at  this  time  failed  to  sterilize  the 
urine;  however  the  patient  felt  well  and 
continued  to  work.  An  intravenous  urogram 
done  in  April  1956  (four  months  after  dis- 
continuing all  tube  drainage)  showed  fair 
excretion  and  improved  hydronephrosis  on 
the  right  side.  There  was  insufficient  func- 
tion for  visualization  of  the  left  side.  Dur- 
ing all  this  time  the  patient  developed  no 
signs  of  arterial  insufficiency  or  dilation  of 
the  veins  in  the  legs.  The  blood  pressure 
also  remained  normal. 

In  December  1956,  2 years  and  10  months 
after  his  first  admission,  the  patient  was  re- 
admitted in  a moribund  condition.  Eight 
months  after  his  last  ureteral  dilation  he 
had  apparently  developed  an  acute  pyelo- 
nephritis and  sought  no  aid  for  it  until  he 
was  too  weak  to  walk.  He  died  a few  days 
after  admission  despite  antibiotic  and  cor- 
tisone therapy. 

Postmortem  Examination 

The  body  was  that  of  an  emaciated 
young  colored  male  who  appeared  to  be  his 


.stated  age.  The  uniquely  unu.sual  feature 
of  the  autop.sy  findings  was  the  encasement 
of  both  kidneys,  both  ureters,  and  the  ab- 
dominal aorta,  from  a level  just  below  the 
origin  of  the  renal  arteries  downward  in- 
cluding the  iliac  arteries,  in  a sheet  of  dense 
fibrous  connective  tissue  which,  in  some 
places,  measured  1 centimeter  in  thickness. 
This  tissue  also  covered  the  sacrum  and 
posterior  wall  of  the  true  pelvis.  The  in- 
carcerated segment  of  aorta  was  markedly 
constricted  and  narrowed,  .so  that  the  cal- 
ibre of  the  lumen  was  no  larger  than  that 
of  a lead  pencil  (6  mm.  in  diameter).  The 
diameter  of  the  aorta  proximal  to  the  renal 
arteries  was  normal.  The  inferior  vena  cava, 
however,  was  not  constricted.  Both  ureters 
were  thickened  and  fibrosed  and  were  con- 
stricted by  the  den.se  fibrous  connective 
tissue  so  that  a considerable  degree  of  ob- 
struction had  been  produced.  Consequently, 
the  left  kidney  was  completely  destroyed  as 
a result  of  pyonephrotic  atrophy  and 
weighed  only  50  grams.  It  consisted  virtu- 
ally of  a thick-walled  cystic  structure  con- 
taining puriform  material  in  which  the  re- 
mains of  the  calyces  were  still  manifest. 
There  were  no  renal  stones.  The  kidney 
was  encased  in  a rigid  fibrous  connective 
tissue  mass.  The  right  kidney  weighed  150 
grams.  The  capsule  was  markedly  thick- 
ened and  the  organ  was  likewise  encased  in 
a rigid  mass  of  dense,  fibrous  connective 
tissue.  The  renal  pelvis  and  calyces  were 
considerably  dilated  and  filled  with  puri- 
form material.  Microscopically,  the  left  kid- 
ney was  completely  destroyed.  The  right 
kidney  showed  numerous  closely-placed 
areas  of  scarring,  fibrosis,  and  renal  atrophy 
which  were  infiltrated  with  round  cells.  The 
mucosa  covering  the  calyces  was  ulcerated 
and  covered  with  an  exudate  of  fibrin.  The 
wall  of  each  ureter  was  thickened  and  dif- 
fusely and  heavily  infiltrated  with  round 
cells,  plasma  cells,  and  neutrophils.  The 
surface  epithelium  was  ulcerated.  Sections 
of  the  dense  fibrous  connective  tissue 
showed  only  a few  small  scattered  foci  of 
round  cell  infiltration.  Death  was  caused 
by  uremia. 

Naturally,  it  is  extremely  difficult  to  be 
certain  of  the  etiology  of  this  condition. 
The  marked  constriction  of  the  aorta  might 
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lead  one  to  infer  that  the  condition  was  ac- 
quired as  an  aftermath  of  an  extensive 
retroperitoneal  inflammatory  reaction  when 
the  aorta  possessed  a diameter  of  6 mm. 
This  would  fix  the  time  of  the  insult  as 
occurring  in  infancy  or  early  childhood. 
Another  possibility  is  that  the  lesion  repre- 
sents a congenital  malformation.  The  lesion 
ultimately  resulted  in  death,  due  to  con- 
striction of  the  ureters  by  the  scar  tissue 
with  resulting  extensive  renal  damage  and 
infection. 

Review 

On  reviewing  the  31  cases  of  a similar 
nature  reported  in  the  literature,  there 
seems  to  have  been  no  common  background 
of  urinary  or  systemic  infection.  Cases 
have  been  reported  in  both  the  Caucasian 
and  Negro  races  and  in  both  sexes;  how- 
ever males  predominated  numerically,  19 
to  8.  The  age  at  diagnosis  ranged  from  23 
to  69.  Presenting  symptoms  have  most 
often  consisted  of  flank  pain  which  cul- 
minated in  acute  anuria  in  7 of  the  re- 
ported cases.  The  other  symptoms  men- 
tioned included  hematuria,  vague  abdom- 
inal pains,  pain  simulating  renal  colic, 
weakness,  and  sometimes  fever.  In  any 
event,  the  symptoms  and  findings  were 
quite  sufficient  to  lead  to  investigation  of 
the  urinary  tract  by  pyelogram.  Either  non- 
function or  some  degree  of  hydronephrosis 
was  observed  in  every  case.  Ureteral  ob- 
struction was  encountered  at  any  level  but 
most  commonly  over  the  sacral  area.  De- 
spite marked  obstruction  and  even  in  the 
presence  of  anuria,  several  authors  men- 
tioned the  ease  with  which  ureteral  cath- 
eters could  be  passed.  Leg  swelling’*  and 
calf  pain  on  walking  ’ * were  mentioned  once 
each  as  symptoms  but,  unfortunately, 
aortography  was  not  performed  in  either 
case.  Aortograms  were  mentioned  as  being 
normal  in  the  one  case  ” in  which  the  in- 
flammatory mass  was  adherent  to  the 
spleen,  tail  of  the  pancreas,  and  splenic 
flexure  of  the  colon.  Raper"  mentioned 
partial  encircling  of  the  aorta  with  “inden- 
tation” of  the  aorta  at  the  level  of  the  dia- 
phragm in  one  of  his  cases  coming  to  post- 
mortem examination.  He  further  di.scus.sed 
the  po.ssihility  of  vascular  involvement  by 


the  inflammatory  mass  and  stated  that  al- 
though no  instances  were  found  in  the  vas- 
cular surgical  literature  of  such  involve- 
ment, a surgical  colleague  had  encountered 
two  cases  in  which  the  process  may  have 
been  present.  Unfortunately,  each  case  had 
preceding  occurrences  which  of  themselves 
could  well  have  caused  localized  inflamma- 
tory changes.  Despite  the  marked  compres- 
sion of  the  aorta  encountered  in  the  present 
case,  there  was  no  appreciable  obstruction 
of  the  vena  cava  — the  ureters  being  the 
critical  structures  involved  in  the  mass.  It 
seems  reasonable  to  suppose  that  cases  will 
occur  in  which  arterial  or  venous  difficulties 
will  be  prominent. 

Treatment  has  been  mostly  dictated  by 
the  amount  of  renal  damage  caused  by  the 
obstruction.  Nephrectomy,  or  at  least  neph- 
rostomy has  often  been  necessary  prelim- 
inary to  an  attack  directly  on  the  point  of 
ureteral  obstruction.  It  was  possible  to  free 
the  ureter  and  deliver  it  from  the  encompas- 
sing fibrous  mass  with  surprising  ease  in  al- 
most all  of  the  surgically  explored  cases. 
Most  of  these  cases  did  well  at  least  during 
short  term  follow-up  and  apparently  did  not 
tend  to  develop  recurring  obstruction.  In 
the  present  case  however,  the  inflammatory 
process  continued  to  extend  and  had  again 
surrounded  the  ureter  by  two  and  a half 
years  after  the  ureterolysis.  Ureteral  ob- 
struction may  have  been  relieved  somewhat 
by  cortisone  treatment  in  one  of  two  cases’’ 
and  by  x-ray  therapy  used  in  another  two 
cases. 

Summary 

A case  of  ureteral  obstruction  caused  by 
a non-specific  retroperitoneal  inflammatory 
mass  is  presented.  It  is  apparently  the  first 
case  in  which  the  abdominal  aorta  has  also 
been  compressed  by  the  mass.  The  entity 
was  fir.st  described  in  1948  and  the  present 
case  is  the  32nd  to  have  been  reported  in 
the  succeeding  10  years. 

The  etiology  of  the  process  is  unknown 
but  it  does  not  appear  to  he  recent  urinary 
or  intraperitoneal  infection.  The  process  is 
characterized  by  the  pre.sence  of  a localized 
firm  fibrous  retroperitoneal  mass  microscop- 
ically compo.sed  of  den.se  fibrous  connective 
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tissue  with  small  scattered  foci  of  adipose 
tissue  and  other  foci  of  round  cell  infiltra- 
tion. 

The  condition  is  important  in  that  it  may 
compress  structures  traversing  the  retro- 
peritoneal area,  particularly  the  ureters. 
The  diagnosis  can  be  made  only  by  .surgical 
exploration  and  biopsy. 

Surgical  freeing  of  the  ureters  from  the 
mass  seems  to  be  helpful  although  on  occa- 
sion the  process  has  improved  under  anti- 
biotic, cortisone,  or  x-ray  therapy. 
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IDIOPATHIC  HYPERTROPHY  OF  THE  HEART 

CASE  REPORT 
Walker  Stamps,  M.D. 


About  once  or  twice  each  year  there  ap- 
pears on  this  100-bed  medical  service  a 
patient  in  congestive  failure  with  a large 
heart  for  which  no  conventional  etiologic 
process  can  be  demonstrated.  There  is  no 
history  of  rheumatic  fever  nor  murmur  to 
suggest  valvular  deformity.  Significant  ar- 
terial or  arteriolar  disease  is  absent.  Hyper- 
tension is  not  present  and  there  is  no  sup- 
port for  a diagnosis  of  syphilis,  beri  beri, 
collagen  disease  or  bronchopulmonary  dis- 
ease. The  majority  of  instances  have  been 
reported  to  occur  in  negro  males.  ^ Systemic 
and  pulmonary  embolizations  appear  com- 
monly. Friedberg  describes  this  as  idio- 
pathis  hypertrophy  of  the  heart.^ 

Case  Report 

History  of  Present  Illness:  This  47  year 
old  Negro  male  was  in  excellent  health,  per- 
forming hard  labor  in  the  destruction  of  old 
buildings  until  three  weeks  ago.  At  this 
time  he  awoke  during  the  night  acutely 
short  of  breath.  This  symptom  has  per- 
sisted. He  has  had  a sensation  of  tightness 
in  the  chest  but  no  pain.  No  edema.  Mod- 
erate, non-productive  cough. 

Past  Medical  History:  Negative. 

Family  History:  His  father  died  of  dropsy 
at  age  74;  his  mother  died  age  73  of  high 
blood  pressure. 

Physical  Examination:  The  patient  was 
a well-developed,  well-nourished  male,  with 
rapid,  shallow,  and  slightly  labored  respira- 
tion. His  neck  veins  were  distended  in  the 
.semi-recumbent  po.sition.  The  fundi  were 
normal.  Numerous,  coar.se  and  medium 
moist  rales  were  heard  over  the  lower  one- 
half  of  the  right  lung  posteriorly.  The  heart 
was  markedly  enlarged,  the  apex  being  in 
the  left  anterior  axillary  line  in  the  6th 
intercostal  .space.  The  rate  was  104,  the 


rhythm  regular  and  the  blood  pressure 
130/  90.  A soft,  slightly  tender  liver  edge 
was  felt  two  fingersbreadth  below  the  right 
costal  margin.  There  was  no  peripheral 
edema. 

Laboratory  Data:  Normal  except  for  19 
gm.  % of  hemoglobin  and  hematocrit  of 
50%.  The  urine  contained  1-1-  albumin.  An 
x-ray  of  the  chest  (Figure  1)  showed  the 
heart  to  be  considerably  enlarged,  particu- 


Figure  1 

larly  in  the  region  of  the  left  ventricle. 
There  was  moderate  pulmonary  congestion 
but  no  effusion.  Serial  electrocardiograms 
showed  non.specific  abnormality  with  T 
wave  inversion  and  slight  coving  in  leads  I, 
a VI,  V5  and  V6.  There  was  no  ST  segment 
deviation.  The  findings  were  interpreted  as 
those  of  left  ventricular  hypertrophy.  There 
was  no  evidence  of  myocardial  infarction. 

Course  in  the  Hospital:  The  patient  was 
given  a 440  mg.  sodium  diet,  rapidly  digi- 
talized and  given  injections  of  2 cc  Mercu- 
hydrin  at  two  day  intervals.  There  was  a 
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rather  dramatic  weight  loss  of  25  pounds 
during  eight  days,  seemingly  out  of  propor- 
tion to  water  retention.  On  the  eighth  day 
a repeat  chest  x-ray  (Figure  2)  showed  a 
heart  of  almost  normal  size  and  clear  lung 
fields.  On  the  20th  hospital  day  the  left 


Figure  7 

leg  became  painful,  cold  and  pulseless.  A 
laparotomy  was  performed  and  a cylindrical 
mass  of  clotted  blood  was  removed  from  the 
left  common  iliac  artery.  The  left  leg,  how- 
ever, became  gangrenous  and  was  ampu- 
tated at  mid-thigh.  During  six  months  the 
patient  was  provided  with  an  artificial  limb, 
became  ambulatory,  asymptomatic  and  was 
discharged.  He  was  gainfully  employed  as 
a caretaker  of  a comfort  station,  took  0.5 
mg  digoxin  daily  and  adhered  to  his  sodium 
restricted  diet.  Five  months  later  he  was 
readmitted  to  the  hospital  because  of  per- 
sistent dyspnea  and  nausea.  His  hospital 
course  was  one  of  chronic  congestive  failure, 
nausea  and  hemoptysis,  despite  varied  and 
intensive  therapy  including  oxygen,  digi- 
talis and  dicumarol  and  diuretics.  He  ex- 
pired seventeen  months  after  the  onset  of 
his  illness. 

Necropsy  Findings:  The  heart  weighed 
625  grams. , Both  ventricles  were  hyper- 
trophied, especially  the  left.  The  myo- 
cardium was  firm  and  brown.  There  was  a 


small  densely  adherent  thrombus  in  the 
apex  of  the  left  ventricle.  Both  coronary 
arteries  were  patent  throughout  and  ade- 
quate in  calibre.  The  left  lung  weighed  500 
grams.  There  was  a hemorrhagic  infarct 
of  the  peripheral  portion  of  the  upper  lobe 
measuring  6 cm.  in  diameter.  The  right 
lung  weighed  1050  grams.  There  was  a 
large  infarct  in  the  lower  lobe  which  occu- 
pied approximately  one-half  of  its  volume. 
The  infarcted  area  was  deep  red  in  color 
and  consolidated.  The  remainder  of  the 
lung  was  somewhat  congested  and  edema- 
tous. 

Microscopic  Description:  One  section  of 
the  heart  .showed  slight  to  moderate  in- 
crea.se  in  the  amount  of  interstitial  con- 
nective tissue.  A second  section  showed  a 
mural  thrombus  attached  to  the  endo- 
cardium. The  underlying  myocardium 
showed  a focus  of  myocarditis  manifested 
by  focal  areas  in  which  the  muscle  fibers 
had  been  replaced  by  proliferated  fibro- 
blasts. This  newly  formed  connective  tissue 
was  rather  heavily  infiltrated  with  round 
cells  and  macrophages.  The  arterioles  in  the 
myocardium  were  free  from  sclerosis.  A 
third  section  of  the  heart  showed  a consid- 
erable area  in  which  the  subendocardial 
muscle  fibers  had  been  replaced  by  dense 
fibrous  connective  tissue  which  was  infil- 
trated with  round  cells,  macrophages  and 
histiocytes  heavily  pigmented  with  hemo- 
siderin. A coronary  artery  2 mm.  in  di- 
ameter was  visualized  in  one  of  the  sections. 
It  showed  only  a minimal  degree  of  athero- 
sclerosis. The  vessel  was  widely  patent. 
Microscopic  sections  of  the  kidneys  showed 
an  essentially  normal  architecture.  An  occa- 
sional arteriole  was  sclerosed.  In  general, 
the  patency  of  the  arterioles  appeared  to  be 
adequate. 

Summary 

A case  is  presented  of  cardio-megaly, 
chronic  congestive  failure  and  death  due  to 
interstitial  fibrosis  of  the  myocardium  of 
undetermined  etiology. 
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CRYPTOCOCCUS  INFECTIONS  IN  MAN 

Owen  P.  Lamerson,  M.D. 


Cryptococcus  infections  have  been  re- 
ported with  increasing  frequency  during  the 
last  few  years.  This  probably  is  due  to  an 
increased  awareness  of  the  clinical  mani- 
festations of  this  disease,  enabling  phys- 
icians to  carry  out  the  necessary  laboratory 
procedures  to  ascertain  its  presence.  Cases 
of  cryptococcosis  have  been  reported  from 
almost  every  country  in  the  world,  in  both 
sexes,  and  in  every  age  group.  It  is  a pro- 
tean disease  which  can  assail  practically 
every  organ  in  the  body,  but  has  received 
most  of  its  notoriety  because  of  its  cruel 
and  highly  fatal  invasion  of  the  central  ner- 
vous system. 

Historical  Aspects 

Zenker,  in  1861,  probably  described  the 
first  case  in  a man  who  died  of  a fungus 
infection  of  the  central  nervous  system. 
Busse,  in  1894,  reported  a man  with  a sub- 
periosteal abscess  of  the  tibia  containing  a 
budding,  yeastlike  organism  who  later  died 
of  a generalized  infection  of  the  skin  and 
viscera.  Curtis,  in  1896,  found  a yeastlike 
organism  in  a myxomatous  tumor  of  the  hip 
and  Van  Hanseman,  in  1905,  isolated  a 
yeast  from  the  spinal  fluid  of  a suspected 
case  of  tuberculous  meningitis.  In  this 
country,  in  1916,  Stoddard  and  Cutler  re- 
ported two  cases  in  patients  with  signs  of 
brain  tumor  caused  by  a budding  fungus. 
They  named  this  fungus  Torula  histolytica. 
Carton,  in  1951,  reviewed  the  literature  and 
found  approximately  220  published  cases  to 
that  time. 

Microbiology 

The  causative  agent  in  this  disease  is 
Cryptococcus  neoformans,  which  is  a non- 
sporulating,  non-mycelial,  budding,  yeast- 
like fungus  belonging  to  the  blastomyces 
group.  It  may  be  grown  at  room  tempera- 
ture or  at  37°  C.,  on  all  common  laboratory 
media.  It  produces  a brownish,  mucoid 


colony  at  room  temperature  on  Sabourauds 
media.  This  fungus  characteristically  forms 
a wide  capsule  both  in  the  tissues  and  on 
culture  media.  The  capsule  can  best  be  seen 
by  placing  a drop  of  india  ink  in  the  ma- 
terial to  be  examined  on  a slide  and  cover- 
ing it  with  a cover  slip.  The  organism  is 
then  seen  as  a thick-walled,  spherical,  at 
times  budding  cell,  5 to  15  microns  in  di- 
ameter, surrounded  by  a wide,  clear  capsule. 
In  general,  C.  neoformans  displays  little 
biochemical  activity  on  most  media  though 
a few  strains  will  produce  acid  from  a num- 
ber of  the  carbohydrates.  The  pathogenicity 
of  the  organism  may  be  proven  if  infected 
material  is  injected  intraperitoneally  or  in- 
tracerebrally  in  the  mouse,  where  it  is 
highly  infectious.  This  differentiates  it 
from  the  non-pathogenic  cryptococci  which 
are  occasionally  found  in  the  stool  and  on 
the  skin. 

Pathology 

The  vast  majority  of  the  reported  cases 
had  central  nervous  system  involvement.  In 
Carton’s  review  of  220  cases,  201  had  dis- 
ease of  the  nervous  system.  The  organisms 
may  be  found  free  in  the  spinal  fluid,  in  the 
meninges,  and  in  the  perivascular  spaces  in 
the  brain  substance.  All  areas  of  the  brain 
may  be  involved.  Often,  there  is  little  cellu- 
lar reaction  about  the  organisms  which  may 
form  jelly-like  masses  or  cysts.  At  other 
times,  the  organisms  may  be  surrounded 
by  a chronic,  inflammatory  response  with 
giant  cells  and  macrophages  being  present. 
The  organisms  may  be  seen  free  or  within 
the  endothelial  cells.  Meningitis  is  seen  in 
roughly  half  the  central  nervous  system 
ca.ses  and  is  characterized  by  pale,  grayish, 
translucent  nodules  very  similar  to  tuber- 
culous meningitis. 

In  the  lung,  the  second  most  commonly 
reported  site  of  infection,  the  lesions,  ac- 
cording to  Haugen  and  Baker,  may  be  mili- 
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TABLETS:  Each  tablet  contains  0.5  Gm.  (714  grains)  of  sulfamethoxypyri-  . 
dazine.  Bottles  of  24  and  100  tablets.  ; 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg. 
of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1.  Nichols,  R.  L.  and  Finland,  M.:  J_.  Clin.  Med.  49:410,  1957. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
•Reg.  U.  S.  Pat.  Ofl. 


XXXIV 


Delaware  State  Medical  Journal 


March,  1958 


MODERN  OFFICE  IN  NORTH  SUBURBS 

We  will  build  a second-floor  office  to  YOUR 
specifications  in  a modern,  fully  air-conditioned 
building  at  Marsh  and  Silverside  Roads.  With 
up  to  6000  square  feet  available,  you  may  plan 
and  we  will  install  the  floor  arrangement  that 
best  suits  your  practice.  An  ideal  arrangement 
for  joint  practices.  In  a pleasant,  expanding 
area,  this  location  offers  you  and  your  patients 
freedom  from  traffic  worries  and  plenty  of  free 
parking  space.  Public  transportation  stops  at 
your  door. 

WILMINGTON  REAL  ESTATE  AND  FINANCE  CO. 
810  Washington  Street  OLympia  5-7516 


FRAIM’S  DAIRIES 

PATRONIZE 

J9CO 

OUR 

GOLDEN  GUERNSEY  MILK 

ADVERTISERS 

Wilmington,  Del.  Phone  6-8225 

March,  1958 


Delaware  State  Medical  Journal 


71 


tary,  consisting  of  masses  of  organisms  only, 
or  subpleural  nodules  composed  of  non- 
encapsulated  giant  cells,  lymphocytes,  and 
macrophages.  Occasional  “caseation”  was 
seen,  hut  this  was  felt  to  he  due  to  a ne- 
crosis of  masses  of  organisms  and  not  the 
caseation  of  the  tuberculous  nodule.  The 
lesions  can  easily  be  confused  with  .sarcoid 
or  tuberculosis.  The  kidney,  spleen,  and 
lymph  nodes  are  not  uncommonly  involved. 
Here,  similar  granulomatous  lesions  have 
been  reported.  In  the  skin,  acne-like  lesions 
and  ulcerations  are  .sometimes  .seen. 

Epidemology 

The  source  of  the  infection  in  man  is  un- 
known. Cryptococcus  neoformans  occurs 
spontaneously  as  a disease  in  animals  and 
has  been  reported  in  the  ox,  hor.se,  and 
swine.  No  proven  cross  infection  from  ani- 
mal to  man  has  been  demonstrated.  The 
organism  is  also  found  in  the  soil  and  is 
probably  very  widespread  in  nature.  Some 
investigators  believe  the  portal  entry  is 
through  the  lungs.  Healed  pulmonary 
lesions  have  been  found  in  some  cases  of 
patients  dying  of  Cryptococcus  meningitis. 
It  is  admitted,  however,  that  these  lesions 
might  have  been  those  of  old-healed  tuber- 
culosis. The  skin  and  gastro-intestinal  tract 
have  also  been  incriminated.  The  wide  dis- 
semination sometimes  seen  certainly  sug- 
gests a hematogenous  spread  from  some  in- 
itial focus. 

Clinical  Manifestations 

By  far  the  most  common  manifestation 
of  the  disease  is  some  abnormality  of  the 
central  nervous  system. 

The  infection  of  the  central  nervous  sys- 
tem is  a chronic  inflammatory  disease  which 
gives  a wide  variety  of  neurological  mani- 
festations. It  most  commonly  mimics  tuber- 
culous meningitis.  It  has  also  been  con- 
fused with  brain  tumor,  brain  abscess, 
chorio-meningitis,  subarachnoid  hemorrhage 
and  encephalitis.  Most  of  the  patients  will 
run  a low  grade  fever;  however,  tempera- 
tures that  exceed  101.0°  are  so  unusual  in 
this  disease  that  if  present,  they  suggest 
some  other  illness.  The  temperature  is  not 


uncommonly  normal.  Little  or  no  help  can 
be  derived  from  the  blood  picture  which  is 
often  normal  or  shows  only  a slight  poly- 
morphonuclear leucocytosis.  The  cerebral 
.spinal  fluid  also  gives  variable  re.sults.  Most 
patients  exhibit  some  increase  in  spinal  fluid 
pres.sure;  however,  it  may  fall  within  nor- 
mal limit.s.  The  fluid  may  be  clear  or 
.slightly  opalescent  and  even  xanthochromic. 
The  protein  levels  are  almost  always  ele- 
vated and  the  sugar  and  chloride  contents 
are  usually  depressed.  The  depression  of 
the.se  latter  values  is  u.sually  significant  but 
only  in  the  moderate  range.  The  cell  count 
has  been  reported  anywhere  from  6 to  1800 
cells  per  cubic  millimeter.  Lymphocytes 
usually  predominate  but  occasionally  poly- 
morphonuclears  are  the  most  numerous  cells 
.seen.  Serological  tests  and  skin  tests  are  of 
no  value  in  the  diagnosis  of  this  disea.se, 
since  they  are  u.sually  negative  in  proven  ac- 
tive cases. 

Hence,  the  diagnosis  of  central  nervous 
system  crytococcosis  cannot  be  made  until 
the  organism  is  seen  on  smear  or  culture. 
These  are  often  negative  on  any  one  exam- 
ination. Therefore,  the  fluid  must  be  re- 
peatedly examined  and  cultured,  and  all 
cultures  incubated  for  at  least  1 month  to 
6 weeks  before  they  are  discarded  as  nega- 
tive. The  organisms  can  be  cultured  from 
the  sputum  in  cases  of  pulmonary  crypto- 
coccus and  in  the  urine  in  cases  of  renal  in- 
volvement. Occasionally,  blood  cultures  are 
positive  in  disseminating  cases. 

The  central  nervous  system  form  of  the 
disease  has  been  hightly  fatal  in  the  past. 
Carton  stated  that  70%  were  dead  within 
3 months  of  the  onset,  and  86%  died  within 
the  first  year.  Up  until  the  time  he  com- 
piled his  data  in  1951,  he  knew  of  only  one 
proven  case  of  cure  of  the  central  nervous 
system  form.  This  was  the  case  of  Marshall 
and  Teed,  who  employed  sulfadiazine  in 
large  doses.  That  case  was  cleared  clinically 
and  the  patient’s  spinal  fluid  was  com- 
pletely negative  6 years  after  the  treatment. 
The  rest  of  the  survivors  were  apparently 
in  a quiescent  phase  of  the  disease  but  still 
had  abnormal  spinal  fluids  up  to  9 years 
following  the  onset  of  the  illness.  There 
were  13  reported  cures  in  19  patients  who 
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did  not  have  central  nervous  system  in- 
volvement. Apparently,  the  disease  is  rela- 
tively benign  so  long  as  the  nervous  system 
is  not  infected. 

Treatment 

A very  wide  variety  of  agents  have  been 
used  in  the  treatment  of  cryptococcosis. 
These  include  all  of  the  antibiotics  and  sulfa 
drugs,  roentgen  ray,  fever  therapy,  gold, 
vaccines,  iodides,  serums,  copper,  alkalin- 
ization,  and  actidione.  All  of  these  have 
proven  ineffective,  except  for  sulfadiazine 
in  the  case  of  Marshall  and  Teed.  Recently, 
a new  agent  has  been  introduced,  Ampho- 
tericin-B.  It  is  derived  from  an  undescribed 
species  of  strep tomyces.  Preliminary  re- 
ports from  a number  of  investigators  indi- 
cate that  it  is  potent  against  cryptococcus 
and  other  disseminated  mycotic  infections. 
It  is  too  early  to  state  that  this  drug  is 
curative  because  of  the  known  tendency  of 
some  cases  to  remiss  even  without  therapy. 
This  drug  is  apparently  effective  only  when 
given  by  an  intravenous  route  and  over  a 
prolonged  period  of  time.  The  recom- 
mended dosage  is  1.0  mgm/Kg  daily  in  glu- 
cose and  water  over  a 6-hour  period.  It  is 
usually  necessary  to  start  out  at  0.25  mgm/ 
Kg  and  increase  the  dose  gradually  to  avoid 
toxic  effects.  The  usual  reactions  seen  are 
chills,  fever,  nausea,  vomiting,  headaches, 
and  rising  BUN.  Phlebitis  at  the  site  of  the 
infusion  may  also  occur.  These  symptoms 
can  be  reduced  by  the  use  of  aspirin  and 
antihistaminics. 

We  have  had  the  opportunity  of  treating 
one  case  of  suspected  cryptococcosis  with 


this  agent  at  this  hospital.*  He  experienced 
all  of  the  above  side  effects,  especially  in 
the  initial  period  of  therapy.  However,  after 
the  second  and  third  weeks,  he  seemed  to 
develop  a tolerance  to  the  drug  and  these 
reactions  diminished  markedly.  The  BUN 
which  rose  moderately  during  the  therapy 
has  subsequently  returned  to  normal  after 
cessation  of  treatment.  At  the  present  time, 
the  patient  feels  clinically  well,  although  the 
spinal  fluid  has  not  yet  returned  to  normal. 

Summary 

Cryptococcosis  is  probably  a much  more 
common  disease  than  the  reported  cases  in- 
dicate. It  certainly  should  be  suspected 
and  looked  for  in  any  case  of  central  ner- 
vous system  disease  with  spinal  fluid  pleo- 
cytosis. Repeated  attempts  to  culture  the 
organism  should  be  carried  out  and  all  cul- 
tures incubated  from  4 to  6 weeks.  All  ther- 
apy has  been  poor  in  the  past,  but  the  new 
agent  Amphotericin-B  shows  definite  prom- 
ise as  an  effective  agent  against  this  disease. 
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PULMONARY  EMBOLISM;  A GENERAL  MEDICAL  PROBLEM 

William  E.  Wilson,  M.D. 


Clinical  and  pathological  studies  in  the 
past  twenty  years  have  demonstrated  that 
pulmonary  embolism  occurs  relatively  fre- 
quently, that  it  is  often  a subacute,  and 
sometimes  insidious,  process,  that  it  is  seen 
more  frequently  in  medical  patients  than  in 
surgical  patients  and  that  it  is  usually  as- 
sociated with  medical  problems  common  to 
general  practice.  This  differs  greatly  from 
the  classic  conception  of  pulmonary  em- 
bolism as  an  infrequent  cause  of  dramatic 
sudden  death  in  a postoperative  or  post- 
partum patient. 

Terminology:  Pulmonary  embolism  re- 
fers to  the  migration  of  particulate  matter 
or  gas  from  any  portion  of  the  cardiovasc- 
ular system  peripheral  to  the  pulmonary  ar- 
tery and  its  lodgment  in  the  pulmonary 
arterial  tree.  This  discussion  is  limited  to 
emboli  originating  as  thrombi  in  either  the 
right  sided  chambers  of  the  heart  or  in  the 
systematic  venous  bed  contributory  thereto. 
The  process  of  embolism,  together  with  the 
necessary  antecedent  thrombus  formation 
is  referred  to  as  thrombo-embolism . Throm- 
bus formation  in  an  apparently  healthy  and 
intact  vein  is  called  phlebothrombosis,  while 
thrombophlebitis  designates  thrombus  for- 
mation in  a vein  inflamed  by  trauma,  by 
lowgrade  infection  or  by  severe  local  metab- 
olic disturbances  such  as  gangrene.  Septic 
thrombophlebitis  refers  to  thrombus  for- 
mation in  a vein  involved  in  frankly  pyo- 
genic infection,  the  thrombi  themselves  be- 
ing infected;  this  type  is  rare.  Mural  throm- 
bosis designates  thrombus  formation  over 
a myocardial  infarct  or  over  an  athero- 
sclerotic ulcer;  this  type  is  relatively  rare 
also. 

The  Incidence  of  Thromboembolism.  On 
careful  necropsy,  deep  venous  thrombosis  is 
found  in  50%  of  all  patients  confined  to. 
bed,  whereas  it  is  recognized  clinically  in 
only  1 % to  2 % of  general  hospital  patients. 
Antecedent  thrombosis  has  been  recognized 


clinically  in  only  11%  to  15%  of  patients 
subsequently  developing  pulmonary  embol- 
ism, whereas  careful  search  after  non-fatal 
emboli.sm  has  disclosed  significant  throm- 
bosis in  more  than  50%  of  cases. 

Pulmonary  embolism  akso  is  poorly 
recognized  clinically.  Of  all  deaths  occur- 
ring at  home  during  1951  in  Columbus, 
Ohio,  the  diagnosis  of  pulmonary  embolism 
appeared  on  only  .76%  of  death  certificates. 
Among  all  hospital  deaths  in  the  same  city 
and  year  the  diagnosis  appeared  on  2.91% 
of  death  certificates,  possibly  reflecting  bet- 
ter clinical  observation  as  well  as  necropsy 
study.  However  a 4 Y2  year  necropsy  sur- 
vey of  deaths  in  custodial  institutions  in 
Columbus  yielded  an  overall  incidence  of 
pulmonary  embolism  of  25.7%,  slightly 
more  than  half  of  which  represented  prob- 
able cause  of  death.  This  survey  was  sig- 
nificant in  that  the  institutional  population 
was  far  more  representative  of  the  general 
population  than  is  the  population  of  any 
acute  disease  hospital.  A similar  necropsy 
survey  in  Pittsburgh  yielded  similar  figures. 
Hospital  necropsy  surveys  in  the  United 
States  and  Canada  indicate  that  pulmonary 
embolism  occurs  in  about  10%  of  hospital 
deaths  and  that  it  is  the  immediate  cause 
of  death  of  3%  to  5%  of  hospital  deaths. 
Clinical  surveys  of  pulmonary  embolism  in 
general  hospitals  indicate  an  incidence  in 
the  order  of  1%  of  all  patients.  However, 
the  fact  that  the  ratio  of  clinically  diag- 
nosed non-fatal  emboli  to  fatal  emboli  varies 
widely  between  9:1  and  1:1  suggests  that 
non-fatal  emboli  are  being  overlooked  in 
some  hospitals.  Despite  this,  the  reports  of 
two  recent  surveys  in  general  hospitals  ob- 
served that  pulmonary  embolism  was  diag- 
nosed more  frequently  than  any  other  acute 
pulmonary  condition  including  broncho- 
genic carcinoma. 

Contributing  Factors  of  Incidence: 
Advancing  age  of  the  patient  increases  the 
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incidence,  although  thromboembolism  is 
seen  in  any  age  group  from  10  years  upward. 
Only  15%  of  incidents  occur  below  the  age 
of  40,  while  the  age  group  of  50  through  74 
accounts  for  over  50%  of  incidents.  Sex  is  a 
factor,  females  predominating  over  males  in 
the  ratio  of  3:2  or  better.  Antecedent  mor- 
bidity is  probably  the  most  important  fac- 
tor, being  present  in  at  least  two  thirds  of 
reported  cases.  The  incidence  of  pulmonary 
embolism  in  patients  hospitalized  for  sur- 
gical reasons  is  in  the  order  of  .24%  to  .6%, 
but  in  patients  hospitalized  for  medical  rea- 
sons it  is  in  the  order  of  .6%  to  1.2%. 
About  half  the  patients  hospitalized  for 
medical  reasons  and  suffering  pulmonary 
embolism  have  cardiac  disease,  most  fre- 
quently mitral  deformities,  and  about  one 
third  are  in  congestive  failure.  Other  im- 
portant medical  associates  of  pulmonary 
embolism  include  peripheral  vascular  dis- 
eases, blood  dyscrasias,  severe  infections, 
carcinomas  and  any  prolonged  and  debili- 
tating disease.  The  commonest  surgical 
events  associated  with  pulmonary  embolism 
are  severe  trauma,  pelvic  laparotomy,  bowel 
resection  and  gastrectomy. 

The  Thrombotic  Process:  For  throm- 
bosis to  occur,  there  must  be  either  slowing 
of  the  velocity  of  the  blood  flow,  damage 
to  the  venous  wall  or  changes  in  the  com- 
position of  the  circulating  blood.  The  first 
condition  is  seen  in  some  degree  in  most 
cases  of  thromboembolism  as  any  morbid- 
ity would  cause  this.  Congestive  failure  en- 
hances this  condition.  Simple  vascular  de- 
pendency, as  seen  in  prolonged  sitting,  or 
even  local  venous  blockage  caused  by  cross- 
ing the  knees,  is  enough  to  precipitate 
thrombus  formation  in  apparently  healthy 
subjects. 

Local  venous  damage,  whether  caused  by 
infection  or  by  trauma,  such  as  phlebotomy 
or  the  injection  of  irritant  diagnostic  or 
therapeutic  substances,  is  always  pre.sent  in 
thrombophlebitis,  providing  a firm  anchor- 
age for  the  thrombus.  Although  venous 
damage  is  not  apparent  in  phlebothrombos- 
is,  it  is  possible  that  there  are  subtle  tissue 
changes,  induced  by  local  blood  stagnation 
and  its  attendant  anoxemia,  capable  of 
precipitating  thrombo.sis.  However,  these 


thrombi  are  poorly  anchored,  especially  aft- 
er clot  retraction  has  taken  place. 

Significant  changes  in  the  composition  of 
the  circulating  blood  probably  are  involved 
in  the  thrombosis  associated  with  polycy- 
themia, platelet  disorders,  minor  transfusion 
reactions,  dehydration  and  the  toxemias  of 
systemic  infections. 

The  antecedent  thrombosis  may  occur  in 
any  part  of  the  body,  but  the  overwhelming 
majority  occur  in  the  deep  veins  of  the 
lower  extremities.  In  order  of  decreasing 
frequency  are  thrombi  in  the  pelvic  plexus, 
the  inferior  vena  cava,  the  heart  and  the 
superior  vena  cava  together  with  its  tribu- 
taries. Thrombosis  in  the  last  named  venous 
complex  is  about  one  fiftieth  as  common 
as  that  in  the  veins  of  the  lower  extremities. 

The  Embolus  and  its  Immediate  Ef- 
fects: In  phlebothrombosis  the  clot  is  free 
to  move  on  with  the  blood  stream  as  soon 
as  retraction  has  occurred,  and  it  frequently 
does  just  that,  leaving  no  clue  as  to  its 
original  site.  Although  the  clot  of  throm- 
bophlebitis is  theoretically  well  anchored, 
frequently  a freely  floating  tail  of  clotted 
blood  propagates  proximally  from  the  orig- 
inal clot,  a potential  embolus  which  can 
break  off  at  any  time,  especially  after  it 
extends  beyond  a major  venous  confluence. 
Tbe  significance  of  physical  exertion  in 
such  a condition  is  apparent. 

If  the  embolus  is  large  enough  to  block 
an  entire  pulmonary  artery  there  follows 
severe  right  ventricular  failure  and,  because 
of  inadequate  venous  return  to  the  left  side 
of  the  heart,  both  cerebral  and  myocardial 
ischemia,  with  death  occurring  in  a few 
minutes.  This  dramatic  picture  is  relatively 
rare,  probably  occurring  in  less  than  15% 
of  pulmonary  embolisms. 

Embolic  occlusion  of  one  or  more  of  the 
larger  branches  of  the  pulmonary  artery 
causes  atelectasis,  edema,  hemorrhage  and 
inflammation  of  the  affected  pulmonary 
.segments,  as  well  as  an  acute  cor  pulmonale. 
Actual  pulmonary  necrosis  may  not  take 
place  because  of  the  persistance  of  the  nu- 
trient bronchial  arterial  tree  ari.sing  from 
the  aorta.  Death  may  not  ensue,  but  a 
series  of  abnormal  reflexes,  caused  by  the 
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embolism,  may  lead  to  markedly  disturbed 
physiology.  These  include  reflex  bilateral 
pulmonary  vasoconstriction  and  further  in- 
crease of  pulmonary  vascular  resistance,  re- 
flex peripheral  vasodilatation  and  possible 
shock,  reflex  cardiac  arrhythmias  and  fur- 
ther reduction  of  coronary  flow,  reflex  dif- 
fuse bronchial  constriction  and  hypersecre- 
tion causing  asthmatic  type  respiratory  ob- 
struction, reflex  and  excessively  rapid  and 
shallow  respirations  with  resulting  anoxemia 
and  further  pulmonary  vascular  resistance, 
and  a reflex  coronary  vasoconstriction. 

Embolization  of  smaller  arterial  radicles 
is  not  necessarily  less  serious,  especially  if 
it  is  multiple;  abnormal  physiological  re- 
flexes arising  from  such  embolization  can 
cause  death.  Usually,  however,  this  type  of 
embolization  is  quite  bland,  sometimes  “si- 
lent”. 

Symptoms  and  Signs  of  Pulmonary  Em- 
bolism: Because  of  the  varying  degrees  of 
severity  and  because  of  the  variety  of  re- 
flexes engendered  by  pulmonary  embolism 
there  is  no  typical  clinical  picture.  The 
over-all  clinical  picture  may  suggest  any  of 
a number  of  cardiac  events  from  myocardial 
infarction  to  simple  congestive  failure.  It 
may  mimic  a number  of  pulmonary  diseases 
including  pneumonia  and  pleurisy,  with  or 
without  effusion.  It  may  be  predominately 
neurological  because  of  anoxia  or  ischemia 
causing  fainting,  convulsions  or  hemiplegia. 
Abdominal  pathology  can  be  suggested  by 
referred  pain  and  by  jaundice. 

The  commonest  single  symptom  is  severe 
chest  pain,  either  pleuritic  or  cardiac  in 
character.  It  may  be  caused  by  local  pul- 
monary circulatory  disturbances,  by  pleural 
reactions  or  by  reduced  coronary  flow.  Next 
in  frequency  is  severe  dyspnea,  which  may 
occur  without  clinical  signs  of  either  pul- 
monary or  cardiac  disease.  It  is  caused  by 
bronchospasm,  reduced  pulmonary  circula- 
tion, atelectasis,  infarction  and  reduced  dia- 
phragmatic excursion.  Cough  is  relatively 
common,  but  hemoptysis  occurs  in  less 
than  25%. 

Of  the  clinical  signs,  spiking  fever  is  the 
commonest,  often  being  sustained  for  a 
week  or  more  but  not  accompanied  by  chills. 
Occasionally  the  only  diagnostic  clue  is  a 


fever  of  unknown  origin,  re.sistant  to  anti- 
biotics. Another  common  sign  is  tachycardia 
out  of  proportion  to  temperature  and  to 
other  evidences  of  cardiopulmonary  disease. 
Commonly  seen  are  such  pulmonary  signs 
as  areas  of  dullness,  crepitant  rales,  bron- 
chial breath  sounds  and  friction  rubs.  Pe- 
ripheral circulatory  collap.se  and  circulatory 
failure  are  common.  Marked  rib  tenderness 
is  common  also.  Le.ss  common  is  acute  cor 
pulmonale,  manifested  by  dilatation  and 
pulsation  of  the  jugular  veins,  by  accentu- 
ation of  second  pulmonic  sound,  by  prom- 
inent pulsations  in  the  left  second  and  third 
intercostal  spaces,  by  loud  pulmonic  systolic 
mumiur,  by  cyanosis,  by  gallop  rythm  and 
by  characteristic  changes  .seen  on  roentgen- 
ogram and  electrocardiogram.  This  syn- 
drome can  be  terminated  by  the  appear- 
ance of  either  congestive  failure  or  periph- 
eral vascular  collapse.  Less  common  are 
coma,  convuksions,  nausea,  vomiting,  hic- 
cough and  jaundice;  the  last  named  re- 
quires severe  liver  congestion  and  the  pres- 
ence of  anoxia  and  hernoly.sis. 

The  onset  of  emboli.sm  may  be  heralded 
by  an  isolated  epi.sode  of  paroxysmal  auric- 
ular fibrillation,  by  syncope  or  by  sudden 
vascular  collapse.  Any  of  these  may  ante- 
date other  symptoms  and  signs  and  .should 
be  considered  suspicious  if  noted  repeatedly. 

The  periodicity  of  symptoms  and  signs  is 
most  characteristic.  There  may  be  prolonged 
quiescent  periods,  separated  by  periods  of 
activity  in  which  the  symptoms  and  signs 
are  not  always  the  same. 

Laboratory  Data:  Moderate  leucocytos- 
is,  often  epsiodic,  is  very  common,  as  is 
elevated  erythrocyte  sedimentation  rate. 
Hyperbilirubinemia  is  noted  in  50%  of 
cases.  The  electrocardiogram  may  or  may 
not  show  a cor  pulmonale  configuration,  in- 
cluding a deep  S in  lead  I,  prominent  Q in 
lead  III  and  inverted  T waves  in  lead  III 
and  the  right  precordial  leads.  Transient 
partial  bundle  branch  block  may  be  pres- 
ent, as  may  be  clockwise  rotation  or  right 
axis  shift.  None  of  these  changes  are  path- 
ognomonic, and  about  25%  of  the  tracings 
are  normal,  except  for  the  residuals  of  an- 
tecedent cardiac  disease,  if  any.  The  serum 
glutamic  oxalacetic  transaminase  (SGO-T) 
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level  is  normal,  except  when  jaundice  or  re- 
cent cardiac  damage  may  be  present;  this 
is  an  excellent  aid  in  differentiating  myo- 
cardial infarction. 

The  radiologic  findings  are  notably  un- 
reliable, even  in  the  hands  of  a capable 
radiologist.  At  times  there  may  be  no 
changes  visible,  but  commonly  seen  are 
disc  atelectasis,  high  diaphragm  on  the  af- 
fected side,  prominent  pulmonary  conus  and 
arteries,  edema  and  areas  of  increased  lum- 
inosity corresponding  to  the  ischemic  seg- 
ments. Fluoroscopy  may  reveal  unusual  ac- 
tivity of  the  diaphragm  or  of  the  pulmonary 
markings. 

Correlation  of  Embolism  with  Ante- 
cedent Thrombosis.  The  finding  of  venous 
thrombi  or  thrombophlebitis  in  the  systemic 
circulation  provides  reliable  confirmation  of 
suspected  embolism.  The  search  must  be 
meticulous  and  comprehensive  of  the  body 
as  a whole.  Even  then  the  examination  may 
not  be  successful  in  more  than  70%  of 
cases.  Clots  from  phlebothrombotic  sources 
may  leave  no  trace  behind  them  as  they 
embolize.  However,  daily  examinations  sub- 
sequent to  the  embolic  event  may  discover 
new  thrombotic  episodes. 

The  Ominous  Implications  of  Pul- 
monary Embolism.  A patient  surviving  the 
first  pulmonary  embolism  faces  a 30% 
chance  of  repeated  attacks  and  a 20% 
chance  of  a future  fatal  attack.  In  cardiacs 
each  embolic  episode  carries  the  danger  of 
fatal  circulatory  changes,  as  well  as  lesser 
cardiovascular  complications,  such  as  simple 
congestive  failure.  It  may  insidiously  pro- 
long cardiac  morbidity  in  the  face  of  what 
seems  to  be  adequate  cardiac  therapy.  Pul- 
monary embolism  occurring  without  mon- 
strable  medical  or  surgical  morbidity,  or 
debility  restriction  of  physical  activities 
brings  up  the  question  of  hidden  disease, 
such  as  cancer,  leukemia  and  throm- 
oangitis  obliterans.  Finally,  there  is  a small 
group  of  cases  suffering  repeated  small  em- 
bolic epi.sodes  which  are  not  noticed  clin- 
ically and  which  do  not  cause  much  paren- 
chymal lung  damage,  but  which  ultimately 
lead  to  extreme  embolization  of  the  arterial 
tree  with  chronic  cor  pulmonale  re.sembling 
Ayerza’s  disease. 


Prophylaxis  and  Treatment:  It  is  evi- 
dent that  every  effort  must  be  made  to 
abort  thromboembolism  and  to  prevent  fur- 
ther embolization.  The  results  following 
the  use  of  anticoagulants,  thrombotomy 
and  venous  ligation  have  not  been  uniform- 
ly good,  continuing  embolization  and  even 
fatalities  occuring  in  the  face  of  apparently 
adequate  management.  However,  excellent 
results  are  seen  from  time  to  time,  and  each 
new  case  should  be  given  the  benefit  of  avail- 
able therapy.  Theoretically  the  anticoagu- 
lants are  useful  in  preventing  the  propaga- 
tion of  free  floating  clots  at  sites  of  throm- 
bophlebitis as  well  as  preventing  fresh 
phlebothrombosis.  Venous  ligation  should 
be  useful  in  blocking  embolization  of  formed 
phlebothrombotic  clots;  bilateral  femoral  li- 
gation has  given  better  results  than  has 
unilateral  ligation. 

Among  the  debilitated  and  bedridden  ag- 
gressive physical  therapy  tailored  to  the  pa- 
tients’ physical  capacities  is  a better  clot 
preventive  than  is  sitting  out  of  bed  with 
legs  in  dependency.  Elastic  stockings  serve 
to  reduce  the  volume  of  the  venous  bed  and 
to  promote  venous  return.  Pressure  upon 
soft  parts  of  the  extremities,  as  caused  by 
tubular  framed  furniture  is  to  be  avoided. 
Finally  the  patient  must  get  up  on  his  feet 
and  walk  as  soon  as,  and  as  long  as  it  is 
physically  feasible. 
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PROBLEMS  ARISING  WITH  BLOOD  TRANSFUSIONS 

C.  Davis  Belcher,  M.D. 


The  tremendous  increase  in  blood  trans- 
fusions has  brought  many  problems  into  the 
limelight  which  were  formerly  of  only  tech- 
nical importance.  With  patients  receiving 
blood  from  many  donors  the  possibility  of 
disease  transmission  is  heightened.  Rare 
blood  types  and  a variety  of  reactions  pre- 
sent new  problems  as  the  u.se  of  blood 
transfusions  continues  to  mount. 

How  much  blood  to  give  must  be  decided 
by  clinical  judgment,  but  simple  calcula- 
tions can  give  information  that  will  be  a 
helpful  guide.  Consider  first  the  patient 
who  comes  in  with  a severe  anemia,  who  is 
not  actively  bleeding  and  whose  general  con- 
dition supports  the  assumption  that  his 
blood  volume  is  essentially  normal.  Blood 
volume  can  be  taken  as  8%  of  body  weight, 
but  you  must  decide  whether  to  use  actual 
weight  or  make  allowances  for  edema,  de- 
hydration or  malnutrition.  Having  decided, 
any  one  of  the  three  following  formulas 
will  give  a reasonable  approximation  to  the 
blood  requirement.  The  one  to  be  used  de- 
pends on  whether  the  laboratory  reports 
red  cell  count,  percent  hemoglobin,  or  grams 
hemoglobin. 

1.  {Desired  RBC-measured  RBC)  (Weight 

125,000 

in  pounds)  = cc  of  blood  required. 

2.  0.4  (Desired  Hemoglobin  percentage  - 
measured  Hemoglobin  percentage) 
(Weight  in  pounds)  = cc  of  blood  re- 
quired. 

3.  2.66  (Desired  Hemoglobin  in  grams  - 
measured  Hemoglobin  in  grams)  (Weight 
in  pounds)  = cc  of  blood  required. 

A single  example  will  illustrate  their  use. 

A 150-pound  patient  is  admitted  with 
an  RBC  of  1,200,000,  and  hemoglobin  of 
25%  or  3.75  grams.  Clinically  it  is  judged 
the  patient’s  weight  is  normal,  blood  vol- 


ume is  normal  and  he  has  not  bled  recently 
and  is  not  bleeding  now.  It  is  desired  to 
tran.sfuse  this  patient  until  his  RBC  equals 
5,000,000,  hemoglobin  equals  100%,  or  15 
grams. 

Using  Formula  #1 
5,000,000  — 1,200,000 
1257)00 * “• 

Using  Formula  #2 

0.4  (100  — 25)  150  = 4,500  cc. 

Using  Formula  #3 

2.66  (15-  3.75)  150  = 4,488  cc. 

The  answers  indicate  that  the  transfusion 
of  nine  pints  of  blood  will  correct  the  deficit. 
This  is  a lot  of  blood.  If  the  patient’s  con- 
dition is  not  critical,  it  can  be  given  over 
several  days.  When  haste  is  essential,  the 
addition  of  4,500  cc  to  the  blood  volume 
may  not  be  tolerated,  in  which  case  the  use 
of  erythrocyte  transfusion  is  helpful.  This  is 
accomplished  either  by  aspirating  the  red 
cells  or  the  plasma  to  produce  a suspension 
of  erythrocytes  in  a greatly  diminished  vol- 
ume of  plasma.  This  introduces  the  hazard 
of  infection,  as  needles  or  pipettes  must  be 
inserted  into  the  blood  bottle.  In  some  in- 
stitutions a special  holder  is  employed  which 
permits  centrifuging  the  blood  bottles  so 
the  erythrocytes  are  collected  at  the  de- 
livery end  against  the  rubber  diaphragm. 
The  bottle  must  be  maintained  in  an  in- 
verted position  after  removal  from  the  cen- 
trifuge. The  transfusion  is  halted  when  the 
red  cells  have  been  delivered  to  the  patient. 
A simpler  device  is  to  keep  some  bottles 
hanging  in  the  blood  bank  in  an  inverted 
position  so  that  gravity  collects  the  red 
cells  at  the  delivery  end.  If  care  is  taken  to 
maintain  the  bottle  in  this  position  and  not 
agitate  it  when  it  is  taken  to  the  bedside, 
a high  concentration  of  erythrocytes  with 
little  plasma  can  be  transfused. 
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When  much  blood  must  be  given  fast, 
there  is  a definite  advantage  in  restricting 
the  amount  of  plasma  transfused,  as  the 
citrate  solution  is  in  the  plasma  and  citric 
acid  intoxication  can  occur.  Any  impair- 
ment of  liver  function  in  the  recipient, 
whether  due  to  intrahepatic  disease  or  me- 
chanical obstruction,  impedes  the  metab- 
olism of  citric  acid.  Using  ACD  solution  as 
an  anticoagulant,  an  adult  with  normal  liver 
function  will  tolerate  a transfusion  rate  of 
500  cc  in  30  minutes  insofar  as  citric  acid 
metabolism  is  concerned,  but  when  this  is 
accelerated  to  500  cc  in  15  minutes  prac- 
tically all  patients  with  impaired  liver  func- 
tion, and  some  with  normal  function,  will 
have  an  elevation  of  the  serum  citrate  to 
values  above  normal.  Serum  citrate  binds 
the  ionized  calcium  in  the  blood  producing 
a fall  in  the  level  of  ionized  calcium  which 
may  result  in  clinical  tetany  and  death. 
The  hazard  is  greatest  in  extensive  exchange 
transfusions  or  where  large  quantities  of 
citrated  blood  are  given  rapidly. 

We  can  use  the  intravenous  injection  of 
salts  such  as  calcium  chloride  or  calcium 
gluconate  to  control  the  fall  in  ionized  cal- 
cium, but  it  is  very  difficult  to  estimate  the 
exact  amount  required  and  one  is  poised 
between  inadequate  treatment  with  recur- 
rent tetany  and  an  overdose  of  calcium 
which  is  damaging  to  the  myocardium.  This 
threat  may  be  avoided  by  the  development 
of  other  chelating  agents  to  prevent  blood 
coagulation.  A solution  being  tried  which 
is  nearly  ideal,  though  it  adds  to  the  tech- 
nical problem,  is  decalcified  blood.  The 
blood  is  collected  by  passage  across  a cation 
exchange  resin  and  during  this  passage  the 
serum  Ca,  K,  and  Mg.,  are  replaced  by  Na 
ions  resulting  in  tbe  suppression  of  blood 
clotting.  When  decalcified  blood  is  trans- 
fused, the  calcium  must  be  replaced  in  an 
accurately  calculated  manner. 

Many  observers  have  noted  that  blood 
clotting  is  impaired  when  multiple  trans- 
fusions are  given  in  a short  period  of  time. 
This  is  not  due  to  the  anticoagulant  effect 
of  the  ACD  solution  but  is  more  directly 
connected  with  the  absence  of  prothrombin 
accelerator  and  platelets  in  bank  blood. 


Multiple  rapid  transfusions  may  overload 
the  circulation,  causing  elevated  venous 
pressure  and  pulmonary  edema  which  can 
be  rapidly  fatal.  Tourniquets  on  the  ex- 
tremities, which  will  obstruct  venous  re- 
turn, together  with  venesection,  if  neces- 
sary, are  essential  in  treatment. 

When  large  quantities  of  blood  are  rapid- 
ly transfused,  ventricular  fibrillation  may 
occur.  The  cause  is  not  certain  but  it  is  con- 
tributed to  by  either  the  lowering  of  the 
serum  level  of  ionized  calcium,  the  excess 
potassium  present  in  bank  blood  or  the 
cooling  of  the  myocardium.  This  latter  fac- 
tor is  worth  consideration.  Bank  blood  va- 
ries in  temperature  from  4°  to  10°  C and 
when  large  amounts  are  introduced  into  the 
circulation  rapidly,  it  is  conceivable  that 
the  temperature  of  the  myocardium  can  be 
reduced  to  around  25°  C,  which  is  the  crit- 
ical level  for  the  appearance  of  arrythmias 
as  a result  of  cooling  alone. 

To  prevent  these  complications  requires 
the  avoidance  of  situations  requii*ing  rapid 
large  transfusions.  During  surgical  proced- 
ures the  blood  loss  should  be  closely  fol- 
lowed by  weighing  sponges  and  contents  of 
the  suction  bottle.  Blood  should  be  prompt- 
ly replaced  without  waiting  for  the  appear- 
ance of  shock  and  the  necessity  for  rapid 
transfusions.  The  use  of  a plasma  expander 
every  third  bottle  or  so  will  give  the  body 
a chance  to  catch  up  and  avoid  excessive 
electrolyte  disturbance. 

When  large  quantities  of  bank  blood  are 
given  in  a short  time,  the  excess  potassium 
present  in  the  bank  blood  plasma  may  pro- 
duce hyperkalemia.  A continuously  record- 
ing electrocardiograph  makes  it  easier  to 
detect  excess  potassium,  tetany,  or  the  on- 
set of  fibrillation.  When  ventricular  fibril- 
lation occurs,  an  acute  emergency  exists 
and  defibrillation  and  cardiac  massage  must 
be  promptly  instituted. 

Blood  can  be  damaged  so  that  reactions 
occur.  During  storage  or  transportation  it 
may  be  accidentally  frozen  or  heated  so 
that  hemolysis  occurs.  During  administra- 
tion, if  it  is  mixed  with  dextrose  or  any 
hyper  or  hypotonic  solution,  hemolysis  may 
result.  Blurring  or  staining  of  the  label  may 
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} result  in  the  use  of  old  blood  with  exces- 
sive nonviahle  cells  or  hemolysis  present. 

The  excretion  of  iron  by  the  body  is  ex- 
tremely small  and  there  is  little  or  no  pro- 
vision for  excreting  excesses.  The  ab.sorp- 
tion  of  iron  from  the  intestinal  tract  is  a lo- 
cal phenomenon  that  continues  even  though 
excess  iron  is  stored  in  the  body.  When 
transfusions  are  given  to  replace  blood  lost 
by  hemorrhage,  there  is  little  disturbance 
in  body  iron;  hut  when  transfusions  are 
given  repeatedly  over  many  years  in  chronic 
illnesses  associated  with  blood  destruction, 
excess  iron  will  accumulate.  This  exogenous 
transfusional  siderosis  may  produce  large 
deposits  of  iron  in  the  liver,  adrenals,  heart, 
and  skin  as  well  as  other  locations. 

When  blood  is  transfused,  pathological 
organisms  in  the  donor  blood  may  reach  the 
recipient  and  produce  disease.  With  careful 
selection  this  risk  is  reduced  but  never  elim- 
inated. A constant  hazard  is  the  transmis- 
sion of  homologous  serum  jaundice.  There 
are  two  forms  of  this  disease  recognized 
clinically,  both  of  which  are  capable  of  be- 
ing transmitted  by  transfusion.  The  first  is 
infectious  hepatitis,  caused  by  virus  A, 
which  can  be  transmitted  by  the  oral  route 
from  infected  individuals  as  well  as  by  in- 
jection with  contaminated  material  as  the 
virus  is  present  in  both  the  gastrointestinal 
tract  and  the  blood  stream.  The  second  is 
serum  hepatitis  caused  by  virus  B,  which 
is  present  only  in  the  blood  stream  of  in- 
fected individuals  and  can  be  transmitted 
only  by  contaminated  needles,  blood,  or 
similar  incident.  The  two  forms  of  hepatitis 
differ  somewhat  in  their  clinical  course.  In- 
fectious hepatitis,  due  to  virus  A,  is  quicker 
in  onset,  varying  from  two  to  six  weeks,  and 
patients  are  sicker  than  those  developing 
serum  hepatitis  due  to  virus  B,  which  ap- 
pears in  from  six  weeks  to  six  months  and 
is  likely  to  be  insidious  and  milder  in  its 
course.  Those  patients  who  have  infectious 
hepatitis  due  to  virus  A,  even  though  caused 
by  blood  transfusions,  will  have  virus  in 
their  gastrointestinal  tract  and  the  disease 
can  be  transmitted  to  contacts  by  the  anal- 
oral  route. 

The  majority  of  patients  with  homologous 
serum  jaundice  run  an  uneventful  course 


and  recover  after  several  weeks;  a few  run 
a more  protracted  course  but  finally  recov- 
er. It  is  not  unu.sual  to  have  a temporary 
relapse  when  these  patients  become  more 
active  near  the  end  of  their  illness. 

A few  ca.ses,  probably  less  than  5%  de- 
velop chronic  hepatitis  or  die  of  the  disease. 
Liver  biopsy  is  of  great  value  in  evaluating 
the  .severity  of  the  liver  damage  in  those 
patients  who  are  making  delayed  recoveries. 
The  fatal  ca.ses  fall  into  three  groups: 

1.  Acute — Fulminating  cour.se  with  death 
within  a few  days  of  on.set.  They  oc- 
ca.sionally  die  before  definite  clinical 
jaundice  has  appeared. 

2.  Subacute — These  patients  develop  in- 
creasing liver  insufficiency  and  die  two 
or  three  weeks  after  the  onset  of  the 
di.sease. 

3.  Death  due  to  cirrhosis,  which  occurs 
late  in  the  disease. 

Efforts  have  been  made  to  screen  donors 
beyond  routine  questioning  in  an  effort  to 
reduce  the  incidence  of  hepatitis.  The  thy- 
mol turbidity  test  has  been  employed  as  a 
criteria  with  values  of  plus  8 Shank-Hoag- 
land  units  being  employed  as  the  upper 
limit  for  acceptable  blood  donors.  From  5% 
to  15%  of  typical  screened  non-professional 
donors  may  be  rejected  because  of  having 
abnormally  high  thymol  turbidity  tests. 
When  these  donors  are  rejected  it  does  not 
cause  the  disapi^earance  of  hepatitis  but 
sim.ply  reduces  its  incidence.  The  rather 
high  rejection  rate  for  donors,  the  failure 
to  eliminate  the  disease,  and  the  cost  of 
performing  an  additional  test  has  prevented 
this  procedure  from  finding  wide  accept- 
ance. However,  where  blood  is  to  be  given 
to  an  individual  in  whom,  for  clinical  rea- 
sons, the  occurrence  of  homologous  serum 
jaundice  is  particularly  to  be  feared,  the 
use  of  this  procedure  would  provide  an  add- 
ed factor  of  safety. 

There  are  no  available  tests  to  distinguish 
between  Virus  A and  Virus  B.  Clinically, 
we  know  from  epidemics  resulting  from  oral 
ingestion  of  Virus  A that  a lasting  immu- 
nity is  conferred  in  infectious  hepatitis. 
Where  many  cases  of  seriun  hepatitis  due  to 
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Virus  B have  followed  use  of  contaminated 
injectibles,  their  subsequent  history  has 
shown  that  little  or  no  immunity  is  con- 
ferred. In  addition,  there  is  no  cross  im- 
munity between  these  two  infections. 

The  storage  of  blood  in  refrigerated  banks 
has  no  effect  on  the  survival  of  the  virus, 
in  fact  cases  have  resulted  from  the  use  of 
bone  and  other  tissues  stored  and  later 
used  as  grafts. 

Attempts  to  destroy  the  virus  by  ultra 
violet,  high  energy  electrons,  cobalt  bomb 
radiations,  and  other  means  have  so  far 
failed  to  produce  any  procedure  suitable  for 
wide  application. 

Malaria  is  a rare  complication  in  our 
geographic  area,  although  people  move 
about  so  rapidly  by  air  transportation  and 
in  association  with  military  duty  that  an 
occasional  infected  donor  may  get  by  the 
screening  procedures.  Plasmodium  vivax  is 
overwhelmingly  the  most  common  parasite 
transmitted  by  transfusion  with  an  incuba- 
tion period  of  6 to  20  days.  It  may  be  mis- 
taken for  hepatitis.  The  disease  is  usually 
milder  and  responds  to  antimalarial  drugs 
better  than  when  transmitted  by  mosquito 
bites.  In  blood  banks  operating  in  endemic 
areas,  such  as  those  of  the  Philippine  Red 
Cross,  routine  blood  smears  are  done  for 
malarial  parasites,  but  this  fails  to  elimin- 
ate the  disease.  Donors  with  a history  of 
malaria  dating  back  20  years  or  more  may 
become  infective  intermittently.  Storage  of 
blood  at  bank  temperature  cannot  be  de- 
pended upon  to  kill  the  parasite.  Donors 
should  be  rejected  if  they  have  lived  in  a 
malaria  zone  within  three  years  without  evi- 
dence or  history  of  the  disease. 

Syphilis  is  well  controlled  by  the  routine 
serology  tests  on  donors  and  the  fact  the 
spirochete  dies  when  stored  three  days  at 
blood  bank  temperature.  Hazard  exists  only 
when  blood  stored  for  less  than  this  period 
is  employed,  in  which  case  spirochetes  can 
be  transmitted  from  an  infected  donor  who 
has  not  yet  developed  a positive  serology. 
No  primary  lesion  will  appear;  the  second- 
ary lesions  can  well  he  missed  or  incorrectly 
diagnosed  and  the  disease  go  untreated.  A 
reasonable  control  is  to  do  routine  serology 


after  the  lapse  of  a few  months  on  those 
recipients  receiving  such  blood. 

Blood  stored  in  banks  possesses  bacterial 
contamination  in  many  instances.  If  these 
organisms  die  or  fail  to  grow  at  bank  tem- 
perature, no  ill  effect  will  result.  However, 
the  gram  negative  non-spore  forming  rods 
of  the  paracolon,  coliform,  and  pseudomonas 
group  are  of  low  pathogenicity  but  may 
produce  fatal  reactions  because  they  con- 
tinue to  grow  at  blood  bank  temperature 
and  release  endotoxins  into  the  stored 
blood.  Fatal  reactions  usually  occur  with 
blood  that  has  been  banked  at  least  two 
weeks.  The  reaction  is  due  to  these  endo- 
toxins and  neither  antibiotics  nor  specific 
antibacterial  sera  affect  it.  If  the  reaction  is 
not  quickly  fatal,  there  is  the  likelihood 
that  living  bacteria  carried  in  the  trans- 
fusion may  grow  to  produce  a fatal  septi- 
cemia. Here  specific  antisera  or  antibodies 
may  be  helpful.  Smear  and  culture  must 
be  done  on  both  donor  and  recipient  blood. 
The  bacteria  causing  these  reactions  are 
frequently  resistant  to  antibiotics  that  are 
safest  to  employ  and,  even  though  antibiot- 
ics and  antisera  are  employed,  the  dose  of 
endotoxin  received  may  still  prove  fatal. 
These  are  serious  reactions  which  fortunate- 
ly are  rare.  There  are  no  drugs  or  sterilizing 
procedures  available  at  present  that  will  re- 
move this  hazard  without  injury  to  the 
stored  blood. 

The  appearance  of  pyrogenic  or  allergic 
reaction  to  a transfusion  is  annoying  be- 
cause they  can  occasionally  be  serious  and, 
in  addition,  raise  the  question  of  a more 
serious  hemolytic  reaction  which  requires 
prompt  appraisal. 

Pyrogenic  reactions  are  supposedly  caused 
by  carbohydrate  substances  which  result 
from  the  destruction  of  bacteria  and  per- 
haps blood  cells  and  other  protein  products 
by  heat.  Such  products  are  capable  of  caus- 
ing allergic  reactions  as  well  and  sharp  dis- 
tinction is  not  possible.  They  are  not  de- 
stroyed by  sterilizing  procedures.  Where 
transfusion  flasks  and  tubes  are  cleaned  and 
sterilized  for  repeated  use  and  fluids  for  in- 
travenous use  are  prepared  locally,  pyro- 
genic reactions  are  frequent.  Disposable 
bottles  and  tubing  have  made  such  reactions 
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a rarity  and  one  should  be  hesitant  about 
making  the  diagnosis.  It  has  been  claimed 
that  the  administration  of  10  grains  of  as- 
pirin prior  to  transfusion  will  abolish  such 
reactions  but  this  is  difficult  to  verify. 

Allergic  reactions,  while  usually  mild, 
may  be  severe  or  fatal.  They  occur  in  the 
usual  allergic  situations  where  there  is  either 
passive  transfer  of  sensitivity  from  an  al- 
lergic donor  to  a normal  recipient,  the 
transfer  from  the  donor  of  a specific  aller- 
gen, which  is  commonly  a food  .substance, 
to  which  the  recipient  is  hypersensitive,  or 
a patient  may  he  sensitive  to  the  blood  of 
a particular  donor.  Recipients  who  have 
liberated  histamine  as  the  result  of  shock 
or  who  are  subjected  to  rapid  transfusion 
are  more  likely  to  show  allergic  reactions. 
The.se  may  vary  from  urticaria,  which  is 
mild  and  frequent,  to  fatal  anaphylactic 
shock,  which  is  rare.  Severe  respiratory  dis- 
tress due  to  asthma  or  edema  of  the  glottis 
or  larynx  may  occur.  Some  type  of  allergic 
reaction  appears  in  about  2%  of  recipients 
of  transfusions.  The  refrigeration  of  blood 
in  banks  does  not  appear  to  affect  the  in- 
cidence of  such  reactions.  The  use  of  fasting 
blood  donors  and  rejection  of  those  with 
an  allergic  history  helps. 

When  blood  must  be  given  to  a known 
highly  allergic  recipient,  it  is  well  worth 
while  to  skin  test  the  recipient  with  donor 
plasma  prior  to  the  transfusion.  The  use 
of  an  antihistamine,  such  as  Benadryl  or 
Pyribenzamine,  prior  to  transfusion  is  ef- 
fective, or  an  injectable  antihistamine,  such 
as  Chlortrimeton  Maleate  added  directly  to 
the  transfusions  in  doses  of  20  mg.  added 
to  the  first  pint  and  to  alternate  pints  there- 
after, may  be  employed.  When  no  prophy- 
laxis has  been  given  and  an  allergic  reac- 
tion appears  while  blood  is  being  trans- 
fused, the  safest  course  is  to  discontinue 
the  transfusion.  However,  the  need  for 
blood  may  be  urgent,  the  blood  type  rare, 
and  additional  blood  not  immediately  avail- 
able. The  addition  of  an  injectable  anti- 
histamine to  the  transfusion  will  usually  re- 
sult in  the  prompt  subsidence  of  a mild 
urticarial  reaction,  but  if  the  reaction  is  of 
a more  severe  type,  the  relative  risk  must 
be  appraised. 


An  unusual  situation  exists  where  a pa- 
tient has  been  recently  treated  with  corti- 
costeriods  but  treatment  has  been  stopped 
prior  to  giving  a blood  transfusion.  Any 
type  of  reaction  is  a definite  stress  to  which 
they  may  be  unable  to  respond.  Such  a pa- 
tient should  be  protected  by  steriods  prior 
to  transfusion. 

A large  percentage  of  .severe  reactions 
have  their  on.set  soon  after  the  blood  is 
.started.  Where  the  situation  permits,  it  is 
desirable  for  the  first  50  cc  of  blood  from 
each  transfusion  bottle  to  be  run  in  slowly. 

The  basic  major  cro.ssmatcbing  technic 
of  donor  cells  in  saline  su.spension  against 
recipient  serum  aided  by  minor  cro.ssmatch 
of  recipient  cells  in  .saline  again.st  the  don- 
or’s serum  was,  and  is,  the  major  bulwark 
again.st  incompatible  transfusion,  the  in- 
compatibility being  made  apparent  by  red 
cell  agglutination. 

With  the  discovery  of  the  Rh  factor  and 
newer  blood  groups,  identified  as  Kell,  Kidd, 
Duffy,  Cellano,  and  others,  came  the  recog- 
nition of  dangerous  antigens  which  did  not 
produce  antibodies  capable  of  causing  ag- 
glutination of  red  cells  in  saline  suspension. 
Because  of  their  failure,  even  though  pres- 
ent in  high  titer,  to  agglutinate  sensitized 
red  cells  in  saline  suspension  they  are  re- 
ferred to  as  incomplete  antibodies  and  spe- 
cial tests  are  required  to  reveal  their  pres- 
ence. 

A satisfactory  routine  crossmatch  shows 
only  ABO  compatibility  and  serious  or  fatal 
reactions  can  occur  due  to  these  incomplete 
antibodies  despite  a perfect  crossmatch 
prior  to  transfusion. 

The  most  desirable  type  of  test  for  in- 
complete antibodies  is  one  which  will  pro- 
duce agglutination  when  they  are  present, 
as  such  a test  is  clear  cut  and  readily  recog- 
nized. Diamond  and  Denton  discovered 
that  if  Rh  positive  red  cells  were  suspended 
in  albumin  instead  of  saline  they  would  be 
agglutinated  by  serum  containing  incom- 
plete Rh  antibodies.  It  was  later  found 
there  were  a variety  of  protein  or  colloid 
media  that  could  be  used.  While  sensitive 
for  Rh  incomplete  antibodies,  it  may  fail  to 
detect  other  incomplete  antibodies  and 
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false  reactions  due  to  pseudo-agglutination 
are  troublesome. 

Morton  and  Pickles  showed  that  when 
Rh  positive  cells  are  treated  with  trypsin 
and  suspended  in  saline  they  will  then  be 
agglutinated  by  anti  Rh  antibodies  in  blood 
serum  and  good  clear-cut  agglutination  is 
produced  for  the  Rh  factor  although  it  can 
miss  other  incomplete  antibodies. 

At  the  present  time  the  indirect  Coombs 
test  is  outstanding  and  is  sensitive  and  reli- 
able for  all  incomplete  antibodies.  This  test 
depends  upon  the  following  principles.  In- 
complete antibodies  are  globulins.  If  a serum 
containing  such  incomplete  antibodies  is 
mixed  with  red  cells  containing  the  corre- 
sponding antigen  and  incubated  for  a short 
time,  the  globulin  will  be  absorbed  onto  the 
red  cells.  After  washing  a properly  prepared 
anti-human  globulin  sera  is  added  and  agglu- 
tination will  occur.  When  this  test  is  used 
as  a check  on  blood  compatability,  it  only 
tells  you  that  there  are  or  are  not  antigens 
in  the  donor  red  cells  that  will  be  agglu- 
tinated by  incomplete  antibodies  in  the  re- 
cipient’s serum.  If  no  agglutination  occurs, 
the  blood  is  compatible  insofar  as  incom- 
plete antibodies  are  concerned.  If  agglu- 
tination does  occur,  the  blood  is  incom- 
patible. To  determine  the  exact  group  of 
the  incompatible  antigen  and  incomplete 
antibody  requires  considerable  work  and  the 
availability  of  a wide  range  of  test  cells  and 
sera.  From  the  larger  hospitals  and  special 
laboratories  where  this  is  done,  it  has  been 
found  that  about  one  patient  in  a hundred 
has  incomplete  antibodies  in  their  blood 
serum  of  which  about  one-half  are  anti-Rh. 
The  overwhelming  majority,  if  not  all,  of 
the  incomplete  antibodies  are  acquired  as 
the  re.sult  of  pregnancy  or  intravenous  or 
intramusclar  blood.  With  the  increasing  u.se 
of  blood  transfusions  and  repeated  hospital- 
izations for  chronic  illne.ss,  it  is  obvious  that 
while  the  chance  of  having  a .serious  reaction 
due  to  incomplete  antibodies  might  be  sta- 
tistically in.significant  when  applied  to  the 
total  population,  it  becomes  much  more 
likely  when  applied  to  a hospital  population 
who  po.sse.ss  such  incomplete  antibodies  to 
a much  greater  degree. 


It  must  be  appreciated  that  the  perform- 
ance of  ABO  and  Rh  typing,  major  and 
minor  crossmatches,  and  Coombs  test  only 
assure  us  of  a compatible  blood  for  trans- 
fusion at  this  time.  It  does  not  tell  us  any- 
thing about  other  blood  group  antigens 
which  may  be  present  in  the  donor  red  cells 
for  which  no  incomplete  antibodies  are 
present  in  the  recipient’s  blood  serum.  Fol- 
lowing the  transfusions  such  an  antigen,  if 
present,  wiU  incite  the  formation  of  incom- 
plete antibodies  and  the  same  donor’s  blood 
one  year  later  may  be  capable  of  causing 
a fatal  hemolytic  transfusion  reaction  in  the 
same  recipient.  Although  rare,  such  possi- 
bilities emphasize  that  nothing  can  be  taken 
for  granted. 

The  general  population  for  example  is 
about  10%  Kell  positive  and  the  Kell  anti- 
gen is  a good  stimulator  of  incomplete  anti- 
bodies. Cases  of  fatal  hemolytic  transfusion 
reactions  and  erythroblastosis  fetalis  as  a 
result  of  the  Kell  factor  have  been  reported. 
We  have  taken  adequate  steps  to  prevent 
these  conditions  insofar  as  the  Rh  factor  is 
concerned  but  with  more  and  more  trans- 
fusions being  employed,  the  use  of  Kell  fac- 
tor testing  seems  a rational  next  step.  At 
least  for  all  female  children  and  preferably 
for  all  women  who  have  not  reached  meno- 
pause, it  would  be  good  medical  practice  to 
do  Kell  typing  and  if  they  are  Kell  nega- 
tive, which  90%  will  be,  make  certain  they 
do  not  get  Kell  positive  blood.  While  fatal 
reactions  and  fatal  cases  of  erythroblastosis 
fetalis  have  resulted  from  other  incomplete 
antibodies  except  those  due  to  Rh  and  Kell 
sensitization,  they  are  less  significant  nu- 
merically. It  is  to  be  hoped  that  eventually 
all  females  who  may  become  pregnant  will 
be  widely  protected  when  transfusions  are 
given,  as  it  is  only  by  this  means  that  the 
incidence  of  erythroblastosis  fetalis  will  be 
reduced  to  its  biological  minimum  resulting 
from  matings  between  individuals  of  incom- 
patible blood  types. 

When  a hemolytic  transfusion  reaction 
occurs,  it  means  there  is  an  increased  rate 
of  destruction  of  either  the  donor’s  red  cells 
or  the  recipient’s  cells.  Faced  with  such  a 
reaction  it  is  helpful  to  be  able  to  evaluate 
rapidly  its  probable  cause.  From  a chart 
showing  the  po.ssibilities  with  each  type,  it 
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is  apparent  that  some  are  more  hazardous 
than  others. 

Of  course  minor  mismatches  can  be 
severe  and  even  fatal,  hut  the  majority  of 
fatal  transfusion  reactions  are  still  due  to 
major  mismatches  in  the  ABO  system  and 
are  the  result  of  clerical  error,  haste,  or  con- 
fusion which  results  in  the  wrong  blood  be- 
ing transfused  rather  than  to  defects  or  de- 
ficiencies in  the  typing  and  crossmatching 
procedure. 

Consider  a recipient  with  no  previous  his- 
tory of  pregnancy,  blood  transfusion  or  in- 
tramuscular injection  of  blood  to  sen.sitize 
them  to  those  antigens  which  produce  in- 
complete antibodies  such  as  Rh,  Kell,  and 
so  forth.  If  such  a recipient  is  Type  0 and 
is  receiving  Type  0 blood  when  a severe 
hemolytic  reaction  occurs,  it  is  most  prob- 
able that  the  donor’s  blood  is  not  Type  0 
because  if  the  donor  is  truly  Type  O,  the 
blood  should  go  into  anyone  with  only  a 
minor  mismatch;  whereas  if  the  recipient  is 
truly  Type  0,  any  other  type  of  donor  blood 
produces  an  immediate  major  mismatch.  If 
a similar  recipient  is  Type  AB  and  is  re- 
ceiving Type  AB  blood  when  a serious 
hemolytic  reaction  occurs,  it  is  most  likely 
that  the  recipient  is  incorrectly  typed;  be- 
cause if  he  were  Type  AB,  he  should  be 
able  to  receive  blood  from  any  ABO  type; 
whereas  if  the  recipient  is  not  Type  AB, 
there  will  be  an  immediate  major  mismatch 
against  donor  AB  blood  no  matter  what 
other  type  the  recipient  may  be. 

When  a recipient  has  been  found  to  be 
incorrectly  typed,  the  possibility  exists  that 
the  blood  was  taken  from  the  wrong  patient 
or  that  tubes  of  blood  from  two  patients 
have  been  interchanged.  In  the  first  case 
the  error  is  limited  to  the  reaction  under 
consideration,  but  in  the  second  case  it 
must  be  appreciated  that  blood  has  been 


incorrectly  matched  for  two  patients  and 
an  immediate  search  must  be  made  for  the 
.second  with  the  hope  of  identifying  him  be- 
fore the  blood  is  given.  When  such  an  error 
occurs  and  one  recipient  has  a reaction  the 
other  may  not.  As  an  example,  consider 
two  patients,  one  Type  0 and  the  other 
Type  AB.  If  through  error  each  receives 
blood  meant  for  the  other.  Type  0 will  have 
a major  mi.smatch  when  he  receives  Type 
AB  blood.  The  AB  recipient  will  technically 
have  a minor  mi.smatch  when  he  receives 
Type  0 blood  but  practically  may  experi- 
ence no  ill  effect. 

It  is  e.ssential  when  treating  a blood 
transfusion  reaction  to  discontinue  the 
blood  that  has  produced  the  reaction  and 
while  checking  on  it,  it  is  desirable  to  com- 
bat shock  with  tran.sfusions  of  compatible 
blood.  But  this  needs  consideration.  If  a 
patient  has  been  succe.ssfully  transfu.sed  be- 
fore so  there  is  reasonably  certainty  as  to 
blood  type,  a sudden  severe  reaction  can  be 
as.sumed  to  be  due  to  some  factor  intro- 
duced from  the  donor  blood  ranging  from 
wrong  bottle  with  major  mismatch  to  reac- 
tion due  to  blood  group  outside  the  ABO- 
Rh  system,  or  anaphylaxis.  However,  if  the 
reaction  occurs  when  an  individual  is  receiv- 
ing his  very  first  blood  transfusion,  consid- 
erable caution  is  necessary  about  starting 
any  blood  already  available  and  cross- 
matched  until  the  blood  types  have  been 
rechecked  and  the  cause  of  the  reaction  de- 
termined. The  hazard  would  depend  on  the 
type  of  blood  being  given  when  the  reaction 
occurred.  If  it  was  Type  0,  the  chance  that 
the  reaction  was  due  to  special  character- 
istics of  that  particular  donor  would  be 
large  and  available  blood  already  cross- 
matched  and  neutralized  with  specific  anti 
A and  anti  B substances  should  be  safe  to 
use. 


Donor  Serum  Cell  Mismatch  If  Given  to 

Blood  Type  Antibodies  Antigen  Type  0 Type  A Type  B Type  AB 


Type  0 

Anti  A 
Anti  B 

None 

Compatible 

Minor 
Major  & 

Minor 

Minor 

Type  B 

Anti  A 

B 

Major 

Minor 

Compatible 

Minor 

Type  A 

Anti  B 

A 

Major 

Compatible 

Major  & Minor 

Minor 

Type  AB 

None 

AB 

Major 

Major 

Major 

Compatible 
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If  Type  AB  blood  was  being  given,  it 
would  be  only  to  a Type  AB  recipient  and 
these  were  for  a long  time  regarded  as  uni- 
versal recipients  capable  of  taking  blood 
from  all  ABO  blood  types.  If  a hemolytic 
reaction  occurs,  the  possibility  that  it  is  due 
to  a major  mismatch  is  much,  much  greater, 
as  it  is  most  probable  the  recipient  is  incor- 
rectly typed  and  is  not  AB,  and  until  the 
recipient  can  be  retyped  and,  if  necessary, 
additional  tests  done  to  determine  the  cause 
of  the  reaction,  then  plasma  expanders  as 
a temporary  device  followed  by  washed 
Type  O Rh  negative  red  cells  would  be 
preferable.  Samples  of  the  recipient’s  blood 
should  be  taken  before  plasma  expander  is 
given,  as  the  presence  of  this  material  in  the 
blood  may  delay  typing.  If  the  need  for  red 
cells  is  urgent  and  only  ordinary  trans- 
fusion technics  are  available.  Type  0 Rh 
negative  neutralized  blood,  preferably  of 
predetermined  low  titer,  should  be  em- 
ployed to  carry  the  patient  along  until  com- 
patible blood  is  available. 

The  nature  of  a reaction  which  has  its 
onset  during  or  after  a blood  transfusion 
and  is  characterized  by  some  or  all  of  the 
following  signs  and  symptoms:  chills,  fever, 
shock,  flushing  of  the  face,  chest  pain, 
flank  pain,  abdominal  cramps,  headache, 
nausea  and  vomiting,  cannot  be  accurately 
diagnosed  by  evaluation  of  the  time  of  on- 
set, duration,  severity,  location  of  pain  or 
any  combination  of  these.  The  primary  re- 
quirement is  to  exclude  the  possibility  of  a 
hemolytic  reaction  before  a definite  diag- 
nosis of  a different  type  of  reaction  is  made. 
This  procedure  does  not  preclude  giving 
treatment  for  a possible  pyrogenic  or  al- 
lergic reaction  while  the  necessary  investi- 
gation is  being  made  because  such  treat- 
ment carries  no  hazard  and  there  is  no  need 
to  delay  it.  The  reverse  is  not  true  and  the 
attempt  to  make  a definite  diagnosis  that 
a reaction  is  not  hemolytic  on  the  basis  of 
clinical  appearance  alone  may  result  in  ir- 
reversible kidney  damage  if  the  diagnosis 
is  wrong. 

To  make  a definite  diagnosis  of  a hemo- 
lytic transfusion  reaction  two  criteria  must 
be  fulfilled.  First,  evidence  showing  that  in- 
crea.sed  blood  destruction  has  taken  place 


in  the  recipient,  and  second,  demonstration 
of  the  cause  for  the  increased  blood  destruc- 
tion. The  proof  of  increased  blood  destruc- 
tion is  the  demonstration  of  increased  free 
hemoglobin  in  the  blood  plasma  or  urine. 
Blood  must  be  carefully  drawn  and  handled 
to  prevent  hemolysis  in  needle,  syringe  or 
tube  from  impairing  the  accuracy  of  the 
test.  Normally  the  free  hemoglobin  is  less 
than  5 mg.  per  100  cc  and  the  plasma  is 
pale  yellow.  At  25  mg.  per  100  cc  the  plasma 
becomes  faintly  pink  or  brown  and  at  100 
mg.  per  100  cc  the  plasma  is  red. 

This  free  hemoglobin  will  be  excreted  by 
the  kidneys  and  if  the  blood  level  is  suf- 
ficiently high  the  urine  will  be  colored. 
Oxyhemoglobin  may  be  converted  to  met- 
hemoglobin  giving  a brown  color  rather 
than  red  and  a spectroscopic  examination 
may  be  necessary  to  show  hemoglobin  is 
present.  Increased  free  hemoglobin  in  blood 
plasma  and  urine  is  adequate  proof  of  in- 
creased blood  destruction  and  affords  some 
clue  to  the  severity  of  the  reaction. 

When  signs  of  a hemolytic  reaction  ap- 
pear late,  free  hemoglobin  may  have  dis- 
appeared from  the  plasma,  which  is  usually 
the  case  in  12  hours,  and  it  may  be  neces- 
sary to  search  for  methemoglobin  in  the 
recipient’s  blood  either  by  spectroscopic  or 
chemical  means. 

Three  to  six  hours  after  the  release  of 
free  hemoglobin  into  the  blood  there  will 
be  a rise  in  the  serum  bilirubin. 

These  tests  will  detect  either  early  or  late 
evidence  of  increased  blood  destruction. 
They  are  more  satisfactory  if  a sample  of 
donor  blood  and  a pretransfusion  sample 
of  recipient  blood  is  available,  as  this  per- 
mits determination  of  the  pretransfusion 
level  of  free  hemoglobin  and  bilirubin  in 
the  recipient  and  allows  examination  of  the 
donor  blood  to  determine  whether  appre- 
ciable hemolysis  was  present  due  to  age  or 
accidental  heating  of  the  stored  blood. 

In  addition,  if  such  blood  samples  are 
available,  it  greatly  simplifies  the  determin- 
ation of  the  cause  as  the  specimens  can  be 
retyped  and  retested  for  compatibility  and 
proper  identification  verified. 
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Hemolytic  transfusion  reactions  are  ex- 
tremely variable  and  unpredictable;  a severe 
initial  reaction  may  be  followed  by  com- 
plete recovery  and  a mild  initial  reaction 
may  be  followed  by  death.  For  this  reason 
all  patients  who  have  received  transfusions 
should  be  closely  observed  and  their  urine 
examined  for  hemoglobinuria. 

A severe  hemolytic  reaction  produces 
shock  with  marked  fall  in  blood  pressure 
and  vasoconstriction  in  the  kidney.  As  a re- 
sult, there  is  a decrease  in  blood  flow 
through  the  kidney  and  the  duration  of 
this  diminished  blood  flow  will  depend  on 
the  severity  of  the  reaction.  The  ischemia 
exerts  its  most  marked  effect  on  the  tubules 
and  the  pathological  condition  is  called 
lower  nephron  nephrosis.  To  what  degree 
the  severity  of  tubular  damage  is  influenced 
by  the  presence  of  hemoglobin  from  blood 
destruction,  or  myoglobin  from  damaged 
muscle  in  crush  injuries,  is  debatable.  The 
damage  to  the  kidneys  may  be  so  severe  as 
to  be  irreversible  and  a uremic  death  will 
occur  regardless  of  treatment.  This  is  a 
small  percentage  of  cases.  Many  would  re- 
cover and  for  many  more  recovery  depends 
upon  the  treatment  given  during  the  period 
of  kidney  recovery.  Excessive  fluids  and 
electrolytes  during  the  early  period  of  oli- 
guria and  anuria  followed  by  inadequate 
fluids  and  electrolytes  during  the  recovery 
period  with  its  associated  diuresis  are  the 
chief  contributors  with  a failure  to  main- 
tain adequate  circulating  red  cells  playing 
an  assisting  role. 

During  the  period  of  anuria  the  loss  of 
fluid  and  electrolytes  and  the  excretion  of 
nitrogenous  end  products  is  greatly  re- 
duced. The  blood  urea  nitrogen  will  rise. 
Protein  metabolism  must  be  kept  at  a mini- 
mum by  reducing  the  protein  intake  and 
employing  a high  carbohydrate  diet.  In- 
fection increases  the  metabolism  of  body 
protein  and  should  be  controlled  or  pre- 
vented by  antibiotics,  bearing  in  mind  that 
the  elimination  of  such  antibiotics  may  be 
seriously  hindered  by  the  damaged  kidneys 
requiring  consideration  of  the  dosage  of  an- 
tibiotics employed.  The  serum  potassium, 
chlorides,  and  sodium  must  be  closely  fol- 
lowed to  avoid  giving  excessive  amounts. 


Bull  advocated  the  use  of  the  following 
preparation  which  is  given  through  an  in- 
dwelling polyetheylene  gastric  tube  by 
steady  drip  throughout  the  24-hour  period. 

Dextro.se  400  grams 

Peanut  oil  100  grams 

Acacia  qs  to  emulsify 

Add  water  to  make  1000  cc 

This  is  practically  protein  and  mineral  free 
and  is  rather  nauseating,  which  is  the  rea- 
.son  why  tube  feeding  is  essential.  If  the  pa- 
tient has  anuria  and  does  not  vomit,  this 
1000  cc  is  his  total  daily  input  and  just 
about  equals  the  daily  fluid  loas  by  routes 
other  than  the  kidney.  If  the  patient  vom- 
its, the  vomitus  can  be  strained  through 
gauze  and  fed  back  through  the  feeding 
tube.  If  the  vomitus  is  scattered,  an  effort 
to  appraise  the  quantity  must  be  made  and 
corresponding  amount  of  fluids  and,  if  ne- 
cessary, electrolytes  replaced.  If  marked 
fever  with  sweating  is  present,  some  addi- 
tional fluid  must  be  provided  but  the  quan- 
tity must  be  carefully  watched  as  long  as 
anuria  persists.  Patients  rarely  die  if  given 
less  than  2000  cc  per  day  and  the  majority 
die  if  given  more  than  3500  cc  during  this 
phase.  If  this  regime  is  persisted  in,  the 
anuria  will  usually  relent  and  oliguria  fol- 
lows. In  some  cases  the  patient  is  oliguric 
but  never  anuric.  In  either  event,  if  the  pa- 
tient is  voiding,  the  volume  must  be  meas- 
ured and  an  equal  volume  of  water  added  to 
the  tube  feeding,  with  electrolytes  if  indi- 
cated. When  the  anuria  persists  and  uremia 
appears,  additional  steps  are  considered.  De- 
capsulation of  the  kidney  is  no  longer  in 
favor  but  employment  of  the  artificial  kid- 
ney may  be  helpful.  This  is  a debatable 
field.  Patients  are  not  comparable  due  to 
their  varying  underlying  disease  which  ne- 
cessitated transfusion  and  the  different 
treatment  employed.  For  those  who  claim 
good  results  with  the  use  of  the  artificial 
kidney,  it  can  be  argued  that  their  cases 
would  have  recovered  anyhow;  and  for  those 
who  report  no  benefit,  it  can  be  maintained 
that  their  patients  had  irreversible  kidney 
lesions.  Exact  solution  is  impossible  but  it 
is  rational  to  feel  an  occasional  case  can 
be  carried  over  to  recovery  by  this  means 
and  it  should  certainly  be  tried  on  those 
patients  who  fail  to  improve. 
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Those  patients  who  cannot  take  tube 
feedings  must  be  given  1000  cc  10%  dex- 
trose in  distilled  water  daily  until  tube 
feedings  can  be  started.  This  can  be  in- 
creased by  an  amount  equal  to  their  daily 
urine  output.  This  is  not  satisfactory  but 
meets  the  most  critical  need  for  restricted 
fluid  intake. 

When  the  urine  output  exceeds  1000  cc 
per  day,  diuresis  with  excretion  of  large 
volumes  of  urine  usually  follows.  This  is  a 
critical  point  in  treatment  because  it  may 
be  felt  that  the  battle  is  won,  vigilance  is 
relaxed,  and  death  frequently  occurs  due  to 
the  rapid  loss  of  fluid  and  electrolytes.  If 
the  patient  can  take  oral  feedings,  a low 
protein  diet  can  be  started,  but  electrolyte 
loss  may  far  exceed  the  content  of  the  diet 
and  parenteral  or  oral  additions  are  essen- 
tial. Only  when  the  polyuria  has  disap- 
peared, the  blood  urea  nitrogen  is  normal, 
and  blood  electrolytes  are  maintained  by 
normal  diet  without  addition  can  the  trans- 
fusion reaction  be  regarded  as  over. 

The  diagnosis  of  a transfusion  reaction  is 
not  always  simple.  Major  mismatches  in  the 
ABO  system  are  most  likely  to  produce  the 
classical  immediate  reaction.  When  the  re- 
action is  the  result  of  acquired  incomplete 
antibodies  or  a very  low  titer  of  natural 
antibodies  in  the  recipient’s  serum,  it  may 


be  delayed  until  more  antibodies  are  pro- 
duced. Hemoglobinemia  or  hemoglobinuria 
may  not  be  detected  either  because  they 
are  not  looked  for  at  the  right  time  or  did 
not  occur,  in  which  case  the  clue  to  blood 
destruction  will  be  the  loss  of  the  trans- 
fused red  cells  from  the  recipient’s  blood 
stream  or  in  occasional  cases  the  destruc- 
tion of  the  recipient’s  red  cells  when  the 
incompatible  antibody  is  in  the  donor’s 
plasma.  The  body  can  destroy  red  cells  ex- 
travascularly  as  well  as  intravascularly  and 
large  numbers  may  be  removed  without  the 
appearance  of  hemoglobinemia  or  hemoglo- 
binuria. 

A wide  variety  of  unusual  reactions  have 
been  reported  which  cannot  be  discussed  in 
detail  but  they  serve  to  make  one  point 
clear.  The  number  of  pints  of  blood  trans- 
fused in  a year  in  this  country  approaches 
the  5,000,000  mark  if  it  has  not  already 
passed  that  figure.  A rare  reaction  which 
was  a scientific  curiosity  years  ago  is  now 
a predictable  fact.  Whether  or  not  it  will 
happen  depends  on  meticulous  clerical  and 
technical  care  in  all  matters  pertaining  to 
transfusions  and  to  a small  degree  on  luck. 
If  it  does  happen,  the  outcome  will  depend 
on  severity,  quick  recognition,  skilled  as- 
sistance in  determining  the  nature  of  the 
incompatibility,  and  proper  treatment. 
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THE  FORAND  BILL 


In  the  waning  days  of  the  last  congres- 
sional session,  Representative  Aime  Forand 
(D-R.I.)  introduced  H.R.  9467,  which  has 
since  become  widely  known  as  the  Forand 
Bill.  Mr.  Forand’s  bill  is  another  frank  at- 
tempt to  make  government  largesse  of  hos- 
pital and  surgical  service.  As  are  most  such 
bills,  it  was  neatly  timed  to  be  heard  dur- 
ing an  election  year. 

Such  bills,  major  or  minor,  have  become 
far  from  infrequent.  Arbitrarily,  we  can 
designate  as  major  bills  those  which  bear 
the  official  stamp  of  approval  of  the  polit- 
ically powerful  labor  organizations.  H.R. 
9467  is  one  of  these.  Mr.  Forand  frankly 
acknowledges  the  help  of  the  AFL-CIO  in 
writing  the  bill. 

The  provisions  of  the  Forand  bill  are 
simple  and  to  the  point.  They  propose  fur- 
ther liberalization  of  the  Social  Security 
system,  and  the  additional  taxes  necessary 
to  finance  the  extension  of  this  government- 
al benificence.  Self-employment  taxes  for 
Social  Security  would  increase  to  $247.50 
on  January  1,  1959,  and  would  rise  progres- 
sively to  $427.50  by  1975.  These  figures,  of 
course  make  the  highly  unlikely  assumption 
that  neither  the  tax  base  nor  the  percent- 
age would  be  increased  in  the  meantime. 

In  return  for  increased  taxes  Social  Se- 
curity old  age  and  survivor  beneficiaries 
would  receive,  in  addition  to  increased  pen- 
sions, free  hospital  care  from  any  licensed 
hospital  in  the  United  States  for  sixty  days 
of  any  year.  In  addition,  care  would  be  pro- 
vided in  a nursing  home,  for  a maximum  of 
120  days  of  combined  hospitalization  and 
nursing  home  care  in  any  year.  Surgical 
service  would  be  paid  for  by  the  govern- 
ment, provided  that  it  is  certified  medically 
necessary,  and  that  it  is  provided  by  a sur- 
geon who  is  either  a Fellow  of  the  American 
College  of  Surgeons  or  certified  by  the  Am- 
erican Board  of  Surgery.  No  physician  not 


recognized  by  one  of  these  highly-respected 
organizations  would  be  eligible  to  partici- 
pate in  the  program,  except  under  emerg- 
ency conditions.  Medical  care  by  physi- 
cians is  excluded  from  the  propo.sal.  Care 
would  be  arranged  under  contracts  to  be  en- 
tered into  between  physicians  and  the  Sec- 
retary of  the  Federal  Old-Age,  Survivors, 
and  DLsability  In.surance  Trust  Fund.  Pre- 
sumably these  contracts  would  be  much 
like  the  present  Medicare  contract,  except 
that  individuals  as  well  as  organizations 
may  be  eligible  to  enter  into  them. 

The  value  of  Medicare  and  the  threat 
that  it  poses  to  American  medicine  has  been 
much  debated.  It  does,  however,  differ  from 
the  proposed  Forand  Bill  in  that  a Service 
person  presumably  sacrifices  much  in  the 
interest  of  his  country,  and  may  justifiably 
be  said  to  deserve  special  consideration.  The 
Forand  Bill  does  not  make  such  distinc- 
tions. To  be  eligible  for  nationalized  surg- 
ical and  hospital  care,  an  individual  need 
only  have  reached  the  age  of  62  or  65,  un- 
der different  conditions,  and  have  paid  min- 
imal Social  Security  taxes.  Thus,  govern- 
mental paternalism  is  extended  without  re- 
gard to  need  or  to  society’s  debt  to  the  re- 
cipient. 

Historically,  the  Forand  Bill  takes  its 
place  as  the  latest  of  a long  series  designed 
to  introduce  nationalized  medicine  in  Am- 
erica through  the  medium  of  OASDI  — 
The  Old-Age,  Survivors,  and  Disability  In- 
surance Fund.  For  the  inclusion  of  “Dis- 
ability” we  are  indebted  to  H.R.  7225,  the 
Social  Security  Amendments  of  1956  — the 
last  election  year. 

The  use  of  the  Social  Security  Amend- 
ments for  this  purpose  began  after  the  de- 
feat of  the  last  of  the  Wagner-Murray- 
Dingell  Bills.  The  American  Medical  As- 
sociation’s campaign  against  these  bills 
made  the  words  “socialized  medicine”  po- 
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litical  anathema.  It  has  become  more  pop- 
ular to  distort  the  Social  Security  Act,  or- 
iginally intended  to  provide  minimal  se- 
curity for  those  persons  unable  to  provide 
it  for  themselves,  than  to  introduce  new 
legislation  which  may  be  attacked  on  its 
own  merits,  with  less  chance  of  being  ac- 
cused of  attacking  Santa  Claus. 

As  the  final  Wagner-Murray-Dingell  Bill 
went  down  to  defeat,  its  supporters  frankly 
prophesied  that,  even  though  their  attempt 
to  force  the  entire  package  down  the  throats 
of  the  medical  profession  had  been  defeated, 
they  would,  in  comparatively  short  time, 
secure  each  of  the  provisions  under  separate 
legislation.  Certainly  Mr.  Forand’s  bill  is 
an  attempt  to  further  this  already  highly 
successful  movement. 

Organized  medicine,  with  the  exception 
of  the  allegedly  Communist-front  Physi- 
cians’ Forum,  has  been  unanimous  in  recog- 
nizing the  Forand  Bill  as  bad  legislation. 
Dr.  George  Fister  of  Utah,  Chairman  of  the 
AMA’s  Special  Task  Force  on  the  bill,  says 
that  it  is  “nothing  more  than  the  old  na- 
tional compulsory  health  insurance  game 
in  new  dress,  and  the  AMA  has  always  been 
opposed  to  compulsory  health  insurance”. 

The  American  Hospital  Association,  de- 
spite its  urgent  search  for  solutions  to  the 
problems  of  hospital  finance,  has  announced 
that  “it  believes  that  the  Forand  Bill  is  not 
a suitable  solution  to  the  problem  of  financ- 
ing the  hospital  needs  of  the  aged”.  The 
Association  explained  its  stand,  in  part,  by 
maintaining:  “Eligibility  of  aged  benefici- 


aries is  based  on  attainment  of  prescribed 
ages  without  regard  to  their  employment 
status  and  thus  invites  a progressive  reduc- 
tion of  these  age  levels  with  the  ultimate 
possibility  of  a total  program  of  govern- 
ment-financed medical  care”.  This  stand  on 
the  part  of  the  American  Hospital  Associa- 
tion is  commendable,  and  its  importance  in 
the  over-all  position  of  the  Forand  Bill  can- 
not be  overestimated.  Nevertheless,  it  can- 
not be  expected  to  stand  alone  against  the 
approval  (and  assistance  in  drafting)  of  or- 
ganized labor. 

Mr.  Eisenhower’s  January  message  to 
the  Congress  was  significant  in  that  for  the 
first  time  in  many  years  the  President  did 
not  urge  further  increases  in  existing  wel- 
fare programs.  The  present  pre-occupation 
in  Washington  with  science  and  defense 
makes  it  possible  that  political  pressure  for 
the  passage  of  the  Forand  Bill  may  not  de- 
velop to  a point  comparable  with  that  de- 
veloped for  H.R.  7225  in  1956.  It  is  pos- 
sible, therefore,  that  H.R.  9467  can  be  kept 
in  the  House  of  Representatives.  The  bat- 
tle is,  of  course,  half  lost  if  the  House  should 
pass  the  Bill. 

Copies  of  the  Forand  Bill  may  be  had 
from  the  office  of  the  Medical  Society  of 
Delaware.  You  are  urged  to  familiarize 
yourselves  with  the  provisions  of  this  bill, 
and  to  let  our  Representative  in  Congress, 
Mr.  Harry  G.  Haskell,  Jr.,  know  of  your 
feelings.  Mr.  Haskell’s  address  is: 
Representative  Harry  G.  Haskell,  Jr. 
House  of  Representatives  Office  Bldg. 
Washington  25,  D.  C. 
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EFFECTIVE,  DEPENDABLE  THERAPY  FOR  VAGINITIS 


Floraquin®  eliminates 
trichomonal  and  mycotic  infection; 
restores  normal  vaginal  acidity 


Leukorrhea  is  by  far  the  most  frequent  symp- 
tom of  vaginitis;  trichomonads  and  monilia  are 
the  most  common  causes.  Many  authors  have 
reported-  trichomonal  protozoa  in  the  vagina 
of  25  per  cent  of  obstetric  and  gynecologic 
patients.  Increased  use  of  broad  spectrum 
antibiotics  has  resulted  in  a sharp  rise  in  the 
incidence  of  monilial  infections. 

Floraquin  effectively  eradicates  both  tricho- 
monal and  monilial  vaginal  infections  through 
the  action  of  its  Diodoquin®  content.  Floraquin 
also  furnishes  boric  acid  and  sugar  to  restore 
the  normal  vaginal  acidity  which  inhibits  patho- 


gens and  favors  the  growth  of  protective  Doder- 
lein  bacilli. 

Pitt^  recommends  vaginal  insufflation  of 
Floraquin  powder  daily  for  three  to  five  days, 
followed  by  acid  douches  and  the  daily  inser- 
tion of  Floraquin  vaginal  tablets  throughout  one 
or  two  menstrual  cycles.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service  of 
Medicine. 


1.  Pitt.  M.  B.:  Leukorrhea.  Causes  and  Management,  J.  M. 
A.  Alabama  25:182  (Feb.)  1956. 

2.  Parker,  R.  T.;  Jones,  C.  P.,  and  Thomas,  W.  L.:  Pruritus 
Vulvae,  North  Carolina  M.  J.  16:510  (Dec.)  1955. 
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when  you  encounter 

• respiratory  infections 

• gastrointestinal 
infections 

• genitourinary 
infections 

• miscellaneous 
infections 


for  all 

tetracycline-amenable 
infections, 
prescribe  superior 


l; 


SUMYCIN 

Squibb  Tetracycline  Phosphate  Complex 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


In  your  patients,  sumycin  produces: 

1.  Superior  initial  tetracycline  blood  levels-faster  and  higher 
than  ever  before— assuring  fast  transport  of  adequate  tetra- 
cycline to  the  site  of  the  infection. 

2.  High  degree  of  freedom  from  annoying  or  therapy-inter- 
rupting side  effects. 

Tetracycline  phoiiphaie 
complex  equiv.  to 

Supply:  tetracycline  HCl  (mg.)  Packaging: 

Sumycin  Capsules  (per  Capsule)  260  Bottles  of  16  and  100 

Sumycin  Suspension  (per  5 cc.)  125  2 oz.  bottles 

Sumycin  Pediatric  Drops  100  10  cc.  dropper  bottles 

(per  cc.— 20  drops) 
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Pleasant  tasting 

‘ANTEPAR! 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

^ANTEPAR’  SYRUP  ” Piperazine  Citrate,  100  mg.  per  ce. 
^ANTEPAR’  TABLETS  “ Piperazine  Citrate,  250  or  500  mg.,  scored 
^ANTEPAR’  WAFERS  ~ Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 


iQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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TMB-200 


'Tremarin'^  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 
PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB~400 
bottles  of  60  and  500. 


AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 

■Premarin®”  coniugated  estrogens  (equine)  Meprobamate  licensed  under  U.S.  Pot.  No.  2,724,720 


5830 


flavor-timed^^  dual-action 

CORONARY  VASODILATOR 


Dilcopon 


TRADEMARK 


ORAL  (tablet  swallowed  whole) 

for  dependable  prophylaxis 


SUBLINGUAL-ORAL 

for  immediate  and 

sustained  relief 


of  ANGINA  PECTORIS 


0,4  mg.  (1/150  grain) -acts  quickly 


CITRUS  "FLAVOR-TIMER"  — 

signals  patient  -when  to  s'wallow 


PENTAERYTHRITOL  TETRANITRATE  — 

15  mg.  (1/4  grain) -prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100 


(||jitrtlifi©|)  lA 


BORATORItS  Niw  tot*  II.  N Y. 
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relief  in  minutes . . lasts  for  hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 


Each  double-dose  *‘timed-release’* 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  “around-the-clocld* 


With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

’Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 

Each  double-dose  "timed-release"  triaminic 
Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 


Dosaget  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


freedom  from  congestion  on 
just  three  tablets  a day 


firtt-the  outer  layer  dissolves 
within  minutes  to  produce 
3 to  4 hours  of  relief 


then— the  Inner  core 
disintegrates  to  give  3 to  4 
more  hours  of  relief 


Also  available:  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


Triaminic 


*‘timed-release” 

tablets 


running  noses . . . 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


Three  advantages  of 

glucosamine  - potentiated 

. ‘ ■», 

tetracycline;  t' 


1^ — 


Highest  taUeut  tetraeyeUne  blooit\ 
levels,  v/ith  glucosamine  enhancement.  A screen- 
ing  program  involving  84  possible  adjuvants, 
multiple  four-way  crossover  tests,  30,000  blood 
level  determinations  and  more  than  100,000 
assays  proved  glucosamine  to  be  the  enhancing 
agent  of  choice. 


Greatest  eonsisteney  of  higher., 
tetraeyeUne  blood,  levels  Not  only 
does  glucosamine  considerably  increase 
antibiotic  blood  levels  faster,  but  it  produces 
these  higher  blood  levels  more  consistently 
as  shown  by  extensive  crossover  tests. 


' r.-  - 


in  new 


well -tolerated 


Achieved  with  the  physiologic 
advantages  of  alueosamine,  a 

normal  human  metabolite.  Glucosamine, 
found  widely  in  the  body,  is  nontoxic  and 
does  not  irritate  the  gastrointestinal  tract; 
there  is  evidence  that  glucosamine  may 
favorably  influence  the  bacterial  flora  of  the 
intestine.  Further,  it  is  sodium  free  and  re- 
leases only  four  calories  of  energy  per  gram. 


The  most  widely  p 
broad-speetrwm  antIbioUe 
potentiated  with  glueosa, 

enhancing:  agent  of  Ci 


CQSA-TETBSCYN 


GLUCOSAMINE-POTENTIATED  TETRACYCLINE 


•troddmorV 


Capsules,  250  mg„  125 

Half  strength  (125  mg.  capsules)  for  long-term  indications  or  pediatric^ 
Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6, 


for  your  hypertensives  who  must  stay  on  the  job 


Hairmonyl 


(deserpidine.  Abbott) 


while  the  drug  works  effectively  ...  so  does  the  patient 

I.  Comparative  Effects  of  Various 

^uwolfia  Alkaloids  in  Hypertension;  » 

/diseases  the  Chest;  in  press. 

*TR*OeM*l»i« 
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To  cut  daytime  lethargy 
(and  keep  rauwolfia  potency) 
in  treatment  of  hypertension: 


Mounting  clinical  evidence 
confirms  the  view  that 
Harmonyl  produces  much  less 
lethargy  while  reducing  blood 
pressure  effectively.  In  the  most 
recent  study',  Harmonyl  was 
evaluated  in  comparison  with 
reserpine  and  other  rauwolfia 
alkaloids.  Harmonyl  was  the 
only  alkaloid  which  produced  a 
hypotensive  response  closely 
matching  that  of  reserpine, 
coupled  with  a greatly  reduced 
rate  of  lethargy.  Only  one 
Harmonyl  patient  in  20 
showed  lethargy,  while  an 
average  of  11  out  of  20  showed 
lethargy  with  reserpine,  and  10 
out  of  20  with  the  ^ 
alseroxylon  fraction.  0L&^T>tt 


NO  WAITING 


response  to 
resefpiirie  alone 


in  anxiety  and  hypertension 
NEW  fast-acting 

®®Harmonyl-N’ 

(Harmonyl*  and  Nembutatti) 

Calmer  days,  more  restful  nights  starting  first  day 
of  treatment,  through  synergistic  action  of 
Harmonyl  (Deserpidinc,  Abbott)  and  Nembutal 
(Pentobarbital,  Abbott).  Lower  therapeutic 
doses,  lower  incidence  of  side  effects.  Each 
Harmonyl-N  Filmtab  contains  30  mg.  Nembutal 
Calcium  and  0.25  mg.  Harmonyl.  Each 
Harmonyl-N  Halj-Strcngth  Filmtab  combines 
15  mg.  Nembutal  Calcium  and 
0.1  mg.  Harmonyl.  Qftfrott 


* 


COME  FROM  ACCIDENT  & SICKNESf 
AS  WELL  AS  HOSPITAL  EXPENSl 
BENEFITS  FOR  YOU  AND  ALL  YOU! 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


Physicians’  and  Surgeons’ 

PROFESSIONAL 
Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 
If  it's  insurable  ice  can  insure  it 


f'FdmIab  Film-sealed  tablets,  Abbott,  pal  applied  for 


eoioeo 


*Trademark 


TAKE  A NEW  LOOK  AT  AIXERGENS' 
TAKE  A LOOK  AT  NEW  DIMETANE 


There  is  no  antihistamine  better  than  dimetane  for  allergic  protection,  dimetane 
gives  you  good  reasons  to  re-examine  the  antihistamine  you  are  now  using:  unex- 
celled potency,  unsurpassed  therapeutic  index  and  relative  safety... minimum 
drowsiness  or  other  side  effects.  Has  iDeen  effective  where  other  antihistamines  have 
failed,  dimetane  Extentabs®  (12  mg.)  protect  for  10-12  hours  on  one  tablet.  Also 
available;  Tablets  (4  mg.),  Elixir  (2  mg.  per  5 cc.). 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 
Ethical  Pharmaceuticals  of  Merit  Since  1878 


•Typical  Allergens:  Ammal  Hair  and  Dander  • Pollen  • Molds  • Bacteria 
and  Viruses  • Feathers  • Insect  Scales  • Vegetable  Fibers  and  Seeds 
Plant  Juices  • House  Dust  • Drugs  and  Chemicals  • Minerals  and  Metals. 


imiB 

‘Mm 


Dimetane 


i 


1- 
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ATOPIC  DERMATfTI®  • ECZEMAS  • SEBORRHEA  • ANOGENITAL  PRURITUS  • DERMATITIS  VENENATA  • PSORIASIS 


PERFORMANCE  WITH 
GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


.liw  IL  All  CREAM 

Hydrocortisone  0.5%  and  Special  Cwal  Tar  Extract 
(TARBONIS®)  in  a greaseless,  stainless  vanishing  cre^m  base. 


JL  OINTMENT 

Hydrocortisone  0.5%,  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TARBONiS)  in  an  okttment  base. 


^ J.  A.M.A.  i(>C:J58,1958;  Welsh.A.L.  and  Ede.M. 

. . prompt  remissions  of  . . acute  phases.” 

with  TARCORTIN 

REED  & CARNRICK  ^Jersey  City  6,  New  Jersey 


1.  Clyman,  S.  G. ; Postgrad.  Med.  21:309,  1967. 
ifi  2.  BIciberg.  J.:  J.  M.  Soc.  New  Jersey  53  :31.  1956. 

^ 3.  Abrams,  B.  P,  and  Shaw,  C. : Clin.  Med.  S :839,  1956. 

4.  Welsh,  A.  L.,  and  Ede,  M. : Ohio  State  M.  J.  50 : 837,  1954. 

5.  Bleiberg,  J.:  Am.  Practitioner  5:1404,  1957. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATHIBAMATE 


* 


Meprobamate  with  PATHILON*  Lederle 

Cotiibiucs  Meprobamate  {400  tug.)  niost  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overly”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  ...  PATHILON  {25  f/ig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Do.sagc:  I tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Tradomark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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■ 

there  is  one  tranquilizer  clearly  indicated  111 


actually 

lowers 


gastric 


peptic  ulcer... 


•Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite 'and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax; 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”^ (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

supplied:  10,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

references:  l.  Strub,  I.  H. : Personal  coznmu* 
nication.  2.  Ayd,  F.  J.,  Jr.:  presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  18* 
19.  1957. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc, 
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If 

Monilial  overgrowth  J 
is  a factor 


Combines  Achromycin  V with  Nystatin 


SUPPLIKDi 

CAPSULES  contain  250  mg.  tetracycline  HCl 
equivalent  (phosphate-buflered)  and  250,000 
units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored)  Each  5 cc.  teaspoonful  contains 
125  mg.  tetracycline  HCl  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 

DOSAOC I 

Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight 
per  day)  in  the  average  adult  is  4 capsules  or 
8 t.sp.  of  Achrostatin  V per  day,  equivalent 
to  I Gm.  of  Achromycin  V. 


Achrostatin  V combines  AcHROMveiNt  V 
...the  new  rapid-acting  oral  form  of  Achromycin! 
Tetracycline . . . noted  for  its  outstanding 
effectiveness  against  more  than  50  different  infections 
. . . and  Nystatin  . . . the  antifungal  specific. 
Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone 
to  monilial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  N.  Y. 
♦Trademark  tReg.  U.  S.  Pal.  Off. 


ES 


MY  PAP-  HE 


"It  happened 
at  work 
while  he 
was  putting 
oil  in 
something" 


"He  told 
Mom  his 
shoulder 
felt  like 
it  was  on 
fire" 


"He  couldn’t 
swing  a hat 
without 
hurting" 


"But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 
fast" 


"Dad  said 
we’d  play 
hall  again 
tomorrow 
when  he 
comes  home" 


AND  THE  PAIN 
WENT  AWAY  FAST 
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of  infant  feeding 

standard  formulas  for  PREMATURES 

Breast  milk  is  satisfactory  for  the  feeding  of 
prematures  in  spite  of  the  low  protein  and 
mineral  and  high  fat  content.  But  eventual 
formula  feeding  should  provide  a high  protein 
and  carbohydrate  to  satisfy  the  rapid-growing 
needs  of  the  premature  and  low  fat  content 
because  of  limited  digestive  capacity. 

Feedings  of  small  prematures  are  most  effec- 
tively administered  by  the  indwelling  poly- 
thene nasal  catheter  and  of  large  prematures, 
by  bottle  with  small  nipples. 

The  first  six  feedings  should  be  a sterile  5% 
solution  of  Karo  Syrup  at  2 to  3 hour  intervals; 
for  subsequent  feedings,  breast  milk  or  for- 
mula should  be  added  in  gradually  increasing 
amounts  according  to  tolerance  and  require- 
ments, as  indicated  in  the  table  below. 


Initial  feeding  schedules 

for  premature  infants 

(Feedings  Started  After  36  Hours  and  Continued 


at  2 to  3 Hour  Intervals) 

FEEDINGS 

COMPOSITION 

QUANTITY 

First  Six 

5%  Karo 

2-5  ml. 

7th  and  8th 

2 parts  5%  Karo 
1 part  breast  milk 
or  formula 

6-10  ml. 

9th  and  10th 

1 part  5%  Karo 
1 part  breast  milk 
or  formula 

8-15  ml. 

11th  and  12th 

1 part  5%  Karo 

2 parts  breast  milk 
or  formula 

10-18  ml. 

Subsequently 

Breast  or  formula  feeding 

12-20  ml. 

ADVANTAGES 

OF  KARO'  IN  INFANT 

FEEDING 

Composition:  Karo  is  a su- 
perior maltose-dextrin  mixture 
because  the  dextrins  are  non-fer- 
mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  further  digestion. 

Concentration:  voi  ume  for 

volume  Karo  furnishe".  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Purity:  Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

Low  Cost:  Karo  costs  l/5th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 


Medical  Division 

:^p;  CORN  PRODUCTS  REFINING  COMPANY 
17  liattery  Place,  New  York  InN.Y. 
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AOH  ROCI  Dl  N 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEOERLE 


A versatile,  well-balanced  formula  offering  in  one  tablet  the 
drugs  often  prescribed  separately  for  treating  upper  respira- 
tory infections. 

Traditional  and  nonspecific  nasopharyngeal  symptoms 
of  malaise  and  chilly  sensations  are  rapidly  relieved,  and 
headache,  muscular  pain,  and  pharyngeal  and  nasal  dis- 
charges are  reduced  or  eliminated. 

Early  effective  therapy  is  provided  against  such  bacterial 
complications  as  sinusitis,  otitis,  bronchitis  and  pneumonitis 
to  which  the  patient  may  be  highly  vulnerable  at  this  time. 

Adult  dosage  for  Achrocidin  Tablets  and  new,  caffeine- 
free  AcHROCiDiN  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  reduced 
according  to  weight  and  age. 

A vailable  on  prescription  only. 


TABLETS  (Sugar-coated) 

Each  tablet  contains: 

Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Bottles  of  24  and  100 


SYRUP  (Lemon-time  flavored) 

Each  teaspoonful  (5  cc.)  contains: 
Achromycin®  Tetracycline 

equivalent  to  tetracycline  HC!  125  mg. 


Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


checks 

symptoms 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
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“Since  we’ve  had  him  on  NEOHYDRIN  he  can  walk 
without  dyspnea.  I wouldn’t  have  believed  it  possible 
a month  ago.” 


oral 

organomercurial 

diuretic 


N 


LAKESIDE 


BRAND  OF  CHLORMERODRIN 


I4ISI 


THE  FIRST  TROCHE  TO  PROVlOE 
THREEFOLD  HENEFITS 


NON-NARCOTIC  ANTITUSSIVE  EFFICACY 
SHOWN  TO  APPROXIMATE  THAT  OF  CODEINE 


,ND  NOW  COUGH  CONTROL  TOO 


With  the  addition  of  a non-narcotic  antitussive 
to  troche  medication,  Tentazets’  provides 
a new  and  extended  therapeutic  advantage  in 
this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combined 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  threeioldi 
relief  in  a variety  of  throat  irritations. 

And  ‘Pentazets’  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 

‘PENTAZETS*  contains: 

• Homarylamine—a  new  non-narcotic  antitussive  with  cough 
control  shown  to  approximate  that  of  codeine.  • Bacitracin- 
Tyrothricin-Neomycin  — a combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine—a  local  anesthetic  for 
soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas. 

Supplied:  Vials  of  12. 

Each  ‘PENTAZETS’  troche  contains: 

Homarylamine  hydrochloride  20  mg. 

Zinc  Bacitracin 50  units 

Tyrothricin 1 mg. 

Neomycin  sulfate  5 mg. 

(equivalent  to  3.5  mg.  neomycin  base) 

Benzocaine - 5 mg. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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Therapeutic  Nutrition  in  Chronic  Disease 


Meaf... 

and  Protein  Nutrition 
in  Vascular  Disease 


VV  hether  the  eventual  solution  of  the  problem  of 
atherogenesis  will  come  out  of  the  field  of  dietetics,  bio- 
physics, or  pharmacology,  one  fact  remains  undeniable: 

Adequate  protein  nutrition  is  considered  of  impor- 
tance for  the  age  group  most  commonly  affected  by 
disease  of  the  vascular  system,  so  that  the  demands  of 
good  nutritional  health  might  be  met. 

Meat  is  outstanding  among  protein  foods.  It  supplies 
all  the  essential  amino  acids,  and  closely  approaches  the 
quantitative  proportions  needed  for  biosynthesis  of 
human  tissue. 

In  addition,  it  is  an  excellent  source  of  B vitamins, 
including  Be  and  B12,  as  well  as  iron,  phosphorus,  potas- 
sium, and  magnesium. 

When  curtailment  of  fat  intake  is  deemed  indicated, 
meat  need  not  always  be  denied  the  patient.  Visible  fat 
obviously  should  not  be  eaten.  But  the  contained  per- 
centage of  invisible  (interstitial)  fat  is  well  within  the 
limits  of  reasonable  fat  allowance. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


el  Hifrii.  in 

anti-inflammatory  effects 
with  lower  dosage 
(averages  1 less  than 
prednisone) 


The 

Achievements 

of 


S70 


a new  low  in  the  collateral 
hormonal  effects  associated 
with  all  previous  corticosteroids 

0 No  sodium  or  water  retention 
0 No  potassium  loss 

0 No  interference  with  psychic  equilibrium 
0 Low  incidence  of  peptic  ulcer  and  osteoporosis 


Aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of  30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  lOO. 


The  Achievement  in  Skin  Diseases:  In  a study  of  26  patients  with  severe 
dermatoses,  aristocort  was  proved  to  have  potent  anti-inflammatory  and  antipruritic  properties, 
even  at  a dosage  only  % that  of  prednisone.'. . . Striking  affinity  for  skin  and  tremendous  potency  in 
controlling  skin  disease,  including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved-. . .absence  of  serious  side  effects  specifically  noted. 


Th©  Achi©V©m©nt  in  RhGUmatoid.  Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients'*. . .6  mg.  of  aristocort  corresponded  in  effect  to  10  mg.  of 
prednisone  daily  (in  addition,  gastric  ulcer  which  developed  during  prednisone  therapy  in  2 cases 
disappeared  during  aristocort  therapy).'’* 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.:  J.  A.  M.  A. 
165:1821,  (Dec.  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,,D.  M.:  Personal  Communication. 

3.  Sherwood,  A.,  and  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyherg,  R.  1 1.,  Berntsen,  C.  A.,  and  Mellman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases,  Toronto, 
June  25,  1957. 

5.  Hartung,  E.  F. : Personal  Communication. 

6.  Schwartz,  E.;  Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.:  Paper 
presented  at  Nephrosis  Conference,  Bethesda,  Md.,  Oct.  26,  1957. 

9.  Ibid.:  Personal  Communication. 

10.  Barach,  A.  L.:  Personal  Communication. 

1 1.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.L.:  Personal  Communication. 


The  Achievement  in  Respiratory  Allergies:  "Good  to  excellent"  results 
in  29  of  30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage  of  only 
7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg.  to  control  allergic  rhinitis 
in  a* group  of  42  patients,  with  an  actual  reduction  of  blood  pressure  in  12  of  these.^ 

The  Achievement  in  Other  Conditions:  Two  failures,  4 partial  remissions 
and  8 cases  with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characterization 
of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of  the  nephrotic  syn- 
drome.®®. . . Prompt  decrease  in  the  cyanosis  and  dyspnea  of  pulmonary  emphysema  and  fibrosis, 
with  marked  improvement  in  patients  refractory  to  prednisone.'®’ ..  Favorable  response 
reported  for  25  of  28  cases  of  disseminated  lupus  erythematosus.'® 


c: 

d 


_b 

Triamcinolone  LEDERLE 


—OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under  therapy,  the  initial 
dosage  of  aristocort  is  usually  from  8 to  20  mg.  daily.  When  acute 
manifestations  have  subsided,  maintenance  dosage  is  arrived  at  gradually, 
usually  by  reducing  the  total  daily  dosage  2 mg.  every  3 days  until  the  smallest 
dosage  has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort  from  prednisone 
indicate  a dosage  of  aristocort  lower  by  about  Vi  in  rheumatoid  arthritis, 
by  Vi  in  allergic  rhinitis  and  bronchial  asthma,  and  by  Vi  to  Vz  in  inflammatory 
and  allergic  skin  diseases.  With  aristocort,  no  precautions  are  necessary 
in  regard  to  dietary  restriction  of  sodium  or  supplementation  with  potassium. 


aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of  30; 
and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER  NEW  YORK 
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(CHLOROTHIAZIDE) 


m 


EDEMA 


Siari  therapy  with  one  or  two  500  mg, 
tablets  of  'DIURIL'  once  or  twice  a day. 


BENEFITS: 

• The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

> Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

- Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 

Any  indication  for  diuresis  is  an  in- 
dication for  'DIURIL': 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema — nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL' 
(chlorothiazide):  bottles  of  100  and  1,000. 

'DlUBiL.'  and  'INVERSINB'  are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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HYPERTENSION 


INITIATE  'DIURIL'  THERAPY 

'DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  hydralazine,  etc.)  is  adjusted  as  indi- 
cated by  patient  response.  If  the  patient  is  estab- 
lished on  a ganglionic  blocking  agent  (e.g.,  'IN- 
VERSINE')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  25 
to  50  per  cent.  This  will  reduce  the  serious  side 
effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 


Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURW 


nGW  for  angina 


(PENTACftifTHRITOL  TETRANITRATC)  (hyOSOXYZINE) 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 

For  angina  patients— perhaps  the  next  one  who 
enters  your  ofTice— won’t  you  consider  new 
CARTRAX?  This  doubly  effective  therapy  combines 
FETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  ir  Co.,  Inc. 


Dosage  and  suffilied:  begin  with  1 to  2 yellow  cartrax 
“10”  tablets  (10  nig.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optimal  effect  by  switching  t<)  |)ink  cartrax  "20"  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  petn  preparations 
with  caution  in  glaucoma. 

“Cardiac  l)a(icnts  u'ho  show  significant  manifestations  of 
anxiety  should  receive  ataractic  treatment  as  part  of  the 
therapeutic  approach  to  the  cardiac  problem.”^ 

1.  WaUlmati,  S.,  and  Pclncr,  I..:  Am.  Pract.  DiRcst  Treat.  107.5  (Inly)  19.57. 
•tradf.makk 
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and  inflammation 

withBUFFERir 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  BuFFERiN  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bi:fferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.*) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Ejich  sodium-free  Rufferin  tablet  contaias  acetyl- 
salicylic  acid.  5 graias,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


in  spastic 

and  irritable  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  V/idely  prescribed  tranquilizer. . . helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 

and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 


there’s  pain  and 
inflammation  here, 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
■ comprehensive 
treatment  than 
salicylate  alone 

. assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid' 

. additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate*  * brings 
rapid  pain  relief;  aids 
restoration  of  function. 


wide  range  of  applicat  i 
including  the  entire  j 
fibrositis  syndrome 
as  well  as  early  or  mile 
rheumatoid  arthritis 

more  manageable  j ] 
corticosteroid  dosa||| 

much  less  likelihood  j 
of  treatment-interrup-  g 
side  effects'  * 

simple,  flexible 
dosage  schedule 


ute  conditions:  Two  or  three 
ilets  four  times  daily.  After 
iired  response  is  obtained. 

Iidually  reduce  daily  dosage 
d then  discontinue, 
bacute  or  chronic  conditions: 
tially  as  above.  When  satisfactory 
itrol  is  obtained,  gradually  reduce 
; daily  dosage  to  minimum 
•active  maintenance  level.  For  best 
suits  administer  after  meals  and 
bedtime. 

ecautions:  Because  sigmagen 
ntains  prednisone,  the 
me  precautions  and 
ntraindications  observed 
th  this  steroid  apply  also 
the  use  of  sigmagen. 


SCHERING  CORPORATION  . Bl.OOMFIELD,  N.  J. 


in  any  case 
it  calls  for 


tablets 


corticoid'Salicylate  compound 


Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 


Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D..  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.;  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 
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A NEW,  CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


■ far  less  gastrointestinal 
distress 


■ safe  to  use  in  asthma  with 
associated  cardiac  disease; 
no  sodium  and  water  retention 

■ does  not  produce  secondary 
hypertension— low  salt  diet 
not  necessary 

■ no  unnatural  psychic 
stimulation 

■ often  works  when  other 
glucocorticoids  have  failed 

■ and  on  a lower  daily  dosage 
range 


Initial  dosage:  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 
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what  are  the  7 ‘'donfs' 

of  office  psychotherapy? 

(I)  Don’t  argue  — let  patient  “talk  out”  his  troubles.  (2)  Don’t  counsel  — help 
him  solve  his  own  problems.  (3)  Don’t  be  hostile  — allow  patient  to  express 
hostility  without  reciprocating.  (4)  Don’t  be  unsure  — stress  significance  of 
normal  or  abnormal  physical  findings  in  relation  to  symptoms.  (5)  Don’t  be 
too  reassuring— overoptimism  may  suggest  you  take  the  symptoms  too 
lightly.  (6)  Don’t  approve  or  censure.  (7)  Don’t  be  too  credulous  — patients’ 
words  may  conceal  hidden  meanings. 

5oi/rce  — Hyman,  M.:  Some  Aspects  of  Psychiatry  in  General  Practice,  GP  76:83 
(Oct.)  1957. 

calmative  NOSTYN* 

Ectylurea,  Ames 
(2-ethyl-cii-crotonylurea) 

for  tranquil— not  “tranquilized”  patients 

“Anxiety  and  nervous  tension  states  appeared  to  be  most  benefited The  patients 

experienced  and  expressed  a feeling  of  greater  inward  security,  serenity Mental 

depression,  one  of  the  undesirable  side  actions  in  many  other  sedatives,  did  not 
develop  in  any  of  the  patients ”* 

*Bauer,  H.  G.;  Seegers,  W.;  Krawzoff,  M.,  and  McGavack,  T.  H.:  A Clinical  Evaluation 
of  Ectylurea  (NostynS),  in  press. 

dosage:  Children~l50  mg.  (Vi  tablet)  three  or  four  times  daily.  Adults— \50-200 
mg.  (Vi  to  1 tablet)  three  or  four  times  daily. 

supplied:  300  mg.  scored  tablets;  bottles  of  48  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  442se 


in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 


Available:  Tablets,  Ampuls,  Multi- 
ple dose  vials,  Spansule®  sustained 
release  capsules.  Syrup  and  Sup- 
positories. 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F, 


Compazine 

the  tranquilizer  and  antienietic 
remarkable  for  its  freedom  from 
drowsitiess  and  depressiti^  effect 


Smith  Kline  & French  Laboratories,  Philadelphia 
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9UALITV  tesfAKM /iHUCRITr 


Antacid  therapy  in  the  best  of  taste 


LIQUID 


(Magnesium  TrisHicate  and  Colloidal  Aluminum  Hydroxide.  Lilly) 


Combines  palatability  with  effecti^ness 


In  12-ounce  bottles  at  pharmac 


ELI  LILLY  AND  COMPANY.  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


progestational  agent 
with 

unexcelled  potency 
and  ' 

unsurpassed  efficacy 


n functional  uterine  bleeding 

Functional  utcrinc-bleccling  is  usually  due 
to  failure  of  ovulation  with  sustained  estrogenic 
stimulation  of  the  endometrium  in  the  al>sence 
of  progesterone.  The  most  effective  type 
of  hormone  in  arresting  a bout  of  functional  uterine 
bleeding  is  a progestational  agent.*  .Vchninistered 
orally,  NORLUTIX  produces  presecretory  to  secretory 
and  marked  progestational  endometrium  in 
3 to  14  days.*-'*  The  return  of  normal  menstruation 
frequentlv  can  be  induced  by  continued  cyclic 
therapy  with  NORLUTIN  during  successive  months. 

case  summary 

A 44-year-old  woman  had  spottirig  anti  bleeding 
for  10  days.  She  was  treated  with  NORLUTIN, 

10  mg.  twice  daily  for  4 days.  Bleeding  stopped 
during  medication  and  24  to  72  hours  after 
cessation  of  therapy  normal  withdrawal 
bleeding  occurred. 

References:  (1)  Greenblatt.  R.  B.,  & Clark.  S.  L.; 

M.  Clin.  North  .America,  Philadelphia, 

\V.  B.  Saunders  Company  (Mar.)  19.57,  p.  587. 

(2)  Crecnhlatt,  R.  B.;  /.  Clin.  Endocrinol. 

16:869, 1956.  (3)  Hertz,  R.;  Waite,  J.  H., 

& Thomas,  L.  B.:  Proc.  Soc.  Exper.  Biol.  <b  Med. 

9Z:418, 1956. 
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( norethindrone,  Parke-Davis ) 

INDICATIONS  FOR  NORLUTIN:  conditions  involving  deficiency 
of  progesterone  such  as  primary-  and  secondary  amenorrhea, 
menstrual  irregularity,  functional  uterine  bleeding, 
endocrine  infertility*,  habitual  abortion,  threatened  abortion, 
premenstrual  tension,  and  dysmenoirhea. 

PACKAGING:  5-mg.  scored  tablets  (C.  T.  No.  882),  bottles  of  30. 
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SYNTHETIC  BILIARY  ABSTERGENT 


ZANCHOE 

(brand  of  florantyrone) 


Fills  an  Important  Postcholecystectomy  Need 


The  excellent  results  with  Zanchol  in  pa- 
tients whose  gallbladders  have  been  re- 
moved have  been  most  pronounced  in  two 
phases  of  management: 

1.  Early— Zanchol  in  Postoperative  Care. 
T-tube  studies  have  demonstrated  that 
Zanchol  increases  the  volume  and  fluidity 
of  bile,  at  the  same  time  changing  its  color 
to  a clear,  brilliant  green.  The  greatly  im- 
proved abstergent  cleansing  action  of  the 
bile  is  noted  in  its  ability  to  keep  the  T 
tubes  clean*  without  rinsing  in  most  cases. 

2.  Late— Zanchol  in  Postcholecystectomy 
Syndrome.  By  improving  the  physico- 
chemical properties  of  bile  and  increasing 


its  flow,  Zanchol  acts  to  eliminate  biliary 
stasis  and  sharply  reduce  or  eliminate  bil- 
iary sediment.  The  drug  may  be  employed 
in  both  prophylaxis  and  therapy  of  the  post- 
cholecystectomy syndrome. 

Medical  Indication  for  Zanchol 
This  includes  the  treatment  of  patients 
with  chronic  cholecystitis  for  which  sur- 
gery is  not  required  or  may  be  impossible 
for  any  reason. 

Dosage:  one  tablet  three  .or  four  times 
daily.  Tablets  of  250  mg.  each. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


photomicrographs’ 

showing  daily  changes  in 
sediment  from  centrifuged  bile 
taken  from  T-tube  drainage  in 
a postcholecystectomized  patient. 


I.  McGowan.  J.  M.:  Clinical  Significance  of  Changes  in 
Common  Duct  Bile  Resulting  from  a New  Synthetic 
Choleretic,  Surg.,  Gynec.  & Obst.  /0i;163  (Aug.)  1956. 
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the  best  broad-spectrum  antibiotic  to  use  is 


• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in”  safety,  Mysteclin -V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


(250  mR./250,000  u.).  bottles 
of  16  and  100.  Half^Strengtli  Capsulr.s 
(126  m(c./125.000  u.).  bottles  of  16 
and  100.  Suspension  (125  mic./125,000 
u.),  2 os.  bottles.  /Vdiufnc  Dropt  (100 
mcr./lOO.OOO  u.).  10  ce.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 

25  PATIENTS  ON 

TETRACYCLINE  ALONE 

TETRACYCLINE  PLUS  MYCOSTATIN 

After  seven  days 

After  seven  days 

Before  therapy 

of  therapy 

Before  therapy 

of  therapy 

‘ 

■ S' 

• • • • 

J Of  O 

• • • • • 

' . 

• • 

• • • • • 

• 

. i -3  0 0 

■J 

Monilial  overgrowth  (rectal  swab) 

None  0 Scanty  ^ Heavy 

Childs.  A.  J.:  British  M.  J.  1:660  1956. 
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Triamcinolone  LEDERLE 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 

* 4- 


^ a new  liigli  in  anti-inflammatory  effects  with  lower  dosage 
(averages  less  than  prednisone) 

Q a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Low  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of 


with 

particular  emphasis 

i 

on: 


I Kidney  function 

i Animal  studies  on  aristocort^  have  not  dem- 

j onstrated  any  interference  with  creatinine  or 

i urea  clearance.  Autopsy  surveys  of  organs  of 

animals  on  prolonged  study  of  this  medication 
I have  shown  no  renal  damage. 


Sodium  and  water 

ARISTOCORT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.®  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.^-®  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®*’^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.*  Potassium 
balance  studies  in  humans®-®  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. 1 lypokalcmia,  hyperkalemia  or  hypochlo- 
remia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®-® 


Calcium  and  phosphorus 

- Phosphate  excretion  in  animals*  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies®  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.®  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.®-® 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonbalF  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 

Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.'®  Clinical  studies"  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 


Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known.'-  TTie  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  On  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 


Bibliography 

1.  Experimental  Therapeutics  Section,  Lederle  Laboratories. 
To  be  published.  2.  Bunim,  J.  J.,  Whedon,  G.,  and  Black, 

R.  L.:  Personal  Communication.  3.  Heilman,  L.,  Zumoff, 
B.,  Schwartz,  M.  K.,  Gallagher,  T.  F.,  Bemtsen,  C.  A.,  and 
Freyberg,  R.  H.:  Antirheumatic  and  Metabolic  Effects  of 
a New  Synthetic  Steroid,  paper  quoted  in  Bull.  Rheumat. 
Dis.  7:  130,  1957.  4.  Spies,  T.  D.:  South.  M.  J.  50:  216, 
(Feb.)  1957.  5.  Freyberg,  R.  H.:  Personal  Communication. 
6.  Freyberg,  R.  H.,  Bemtsen,  C.  A.,  and  Heilman,  L.:  Pa- 
per presented  at  the  International  Congress  on  Rheumatic 
Diseases,  Toronto,  June  25,  1957.  7,  Hartung,  E.  F.:  To  be 
published.  8.  Heilman,  L.,  Zumoff,  B.,  Kretschmer,  N.  and 
Kramer,  B.:  Personal  Communication.  9.  Dorfman,  R.  I., 
and  Dorfman,  A.  S.:  Personal  Communication.  10.  Gray, 

S.  J.,  Ramsey,  C.  G.,  Villarreal,  R.,  and  Krakauer,  L.  J.:  Ed- 
ited by  H.  Selye  and  G.  Heuser  in:  Fifth  Annual  Report  on 
Stress,  1955-56.  M.D.  Publications,  Inc.,  New  York,  1956, 
p.  138.  11.  Dubois,  E.  L.:  Personal  Communication.  12. 
Good,  R.  A.,  Vernier,  R.  L.,  and  Smith,  R.  T.:  Pediatrics 
19:95,  1957. 


rhe  Promise  of 

in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARiSTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
reported  below. 

Peptic  Ulcer 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 
analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 


Osteoporosis  and 
Compression  Fractures 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
(1  case')-  Although  these  results  are  encour- 
aging, determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  jienalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,* and  toxic  syndromes  producing  even 
convulsions  and  death." 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,^ the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention— Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARISTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema.'* 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.*-“ 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.^-'*  Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 

with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.^ These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one-third  to  one-half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,® 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),^  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent).'®  “ 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted 
in  lower  incidence  of  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  {xitent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
ARISTOCORT.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
possible  dose  which  will  suppress  symptoms. 

Bibliography 

1.  Freyberg,  R.  H.,  Bemtsen,  C.  A.,  and  Heilman,  L.: 
Paper  presented  at  International  Congress  on  Rheumatic 
Diseases,  Toronto,  June  25,  1957.  2.  Bunim,  J.  J.:  Bull. 
New  York  Acad.  Med.  33:461,  1957.  3.  Good,  R.  A., 
Vernier,  R.  L.,  and  Smith,  R.  T.:  Pediatrics  19:95,  1957. 
4.  Goolker,  P.,  and  Schein,  J.:  Psychosom.  Med.  15:589, 
1953.  5.  Sherwood,  H.,  and  Cooke,  R.  A.:  J.  Allergy 

28:97,  1957.  6.  Hartung,  E.  F.:  Personal  Communication. 
7.  Schroeder,  H.  A.:  J.A.M.A.  162:1362,  1956.  8.  Thom, 
G.  W.,  Laidlaw,  J.  C.,  and  Goldfein,  A.:  Ciha  Found.  Coll, 
on  Endocrinology,  J.  & A.  Churchill,  Ltd.,  London,  8:343, 
1955.  9.  Freeman,  H.,  Bachrach,  S.,  McGilpin,  H.  H.,  and 
Dorfman,  R.  L:  Personal  Communication.  10.  Rein,  C.  R., 
Fleischmajer,  R.,  and  Rosenthal,  A.:  J.A.M.A.  165:1821, 
1957.  11.  Shelley,  W.  B.,  and  Pillshury,  D.  M.:  Personal 
Communication. 


The  Promise  of 

in  Rheumatoid  Arthritis 


Dosage  and  course  of  therapy 


Qaristocort  therapy  has  been  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates'  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  180  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

I lartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  I le  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  "excellent”  thera- 
peutic response. 


The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  15  mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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The  Promise  of 

in  Respiratory  Allergies 


Q About  200  patients  ivith  respiratory  allergies 
have  been  treated  with  aristocort  for  con- 
tinuous periods  up  to  eight  months. 

Results  of  treatment 

Sherwood  and  Cooke’- “ gave  aristocort  to 
42  patients  with  bronchial  asthma  and  allergic 
rhinitis.  Average  dose  needed  to  control  the 
asthmatic  group  was  approximately  6 mg.  per 
day  (range,  2 to  14  mg.).  Results,  which  were 
called  “good  to  excellent”  in  all  but  four,  were 
achieved  on  one-third  less  than  similarly  ef- 
fective doses  of  prednisone  or  prednisolone. 

The  investigators  noted  other  major  im- 
provements in  ARISTOCORT  therapy  over  the 
older  steroids.  There  was  no  increase  in  blood 
pressure  in  any  patient:  on  the  contrary,  in 
12  patients,  there  was  reduction  of  pressure 
when  they  were  transferred  to  aristocort. 
One  patient  had  required  auxiliary  antihyper- 
tensive drug  therapy;  over  a nine-week  period 
on  aristocort,  the  pressure  gradually  fell 
from  206/100  to  136/79.  In  another  case,  the 
pressure  slowly  dropped  from  205/105  to 
154/86. 

The  number  of  cases  in  which  these  inves- 
tigators tried  aristocort  in  allergic  rhinitis 
was  not  large  enough  to  provide  significant 
averages.  However,  the  range  of  effective  ther- 
apy was  from  2 to  6 mg.  per  day.  These  strik- 
ingly low  daily  doses  resulted  in  control  of  all 
signs  and  symptoms. 

Schwartz^  treated  30  patients  with  chronic, 
intractable  bronchial  asthma.  At  an  average 
daily  dose  of  7 mg.,  he  reported  “good  to  ex- 
cellent” results  in  all  but  one.  Spies,*  Barach^ 
and  Segal,®  reported  similar  results  at  aver- 
age daily  maintenance  doses  of  4 to  10  mg. 

of  ARISTOCORT. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  8 to 
14  mg.  of  ARISTOCORT  daily.  Although  a rare, 
very  severe  case  may  require  more  than  this  on 
the  first  day  of  therapy,  these  dosages  will 
usually  result  in  prompt  alleviation  of  dyspnea, 
wheezing  and  cyanosis.  Patients  are  soon  able 
to  carry  out  a normal  span  of  daily  activity. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dose  every  three 
days  in  decrements  of  2 mg.;  in  the  over  all 
series,  the  average  daily  dose  for  bronchial 
asthma  is  approximately  8 to  10  mg.  and  for 
allergic  rhinitis,  2 to  6 mg.  per  day.  All  total 
daily  doses  should  be  divided  into  four  parts 
and  given  with  meals  and  at  bedtime.  As  in 
every  condition  where  corticosteroids  are  em- 
ployed, each  patient’s  treatment  should  be 
individualized  and  the  maintenance  arrived 
at  by  careful  titration  against  signs  and  symp- 
toms of  disease. 

Patients  with  chronic  bronchial  asthma  may 
require  steroid  therapy  for  several  months. 
And  since  asthma  may  be  associated  with 
cardiac  disease,  especially  in  the  older  age 
groups,  ARISTOCORT  is  particularly  useful  be- 
cause of  its  ability  to  cause  excretion  of 
sodium  and  water. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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rhe  Promise 


in  Nephrotic  Syndrome 

Q Fourteen  patients  with  the  nephrotic  syn- 
drome have  been  treated  with  aristocort  for 
continuous  periods  of  up  to  six  weeks. 

Results  of  treatment 

Heilman  and  associates'*^  noted  that 
ARISTOCORT,  because  of  its  favorable  electro- 
lyte effects,  may  well  be  the  most  desirable 
steroid  to  date  in  treatment  of  the  nephrotic 
syndrome.  However,  thus  far  its  use  has  been 
reported  in  only  14  children,  of  whom  8 had 
a complete  diuresis  and  disappearance  of  all 
abnormal  chemical  findings.  Four  of  the  pa- 
tients had  diuresis,  but  continued  to  show 
some  abnormal  chemical  findings,  while  two 
patients  with  signs  of  chronic  renal  disease 
failed  to  respond. 

Dosage  and  course  of  therapy 

In  order  to  produce  maximal  response,  20  mg. 
should  be  given  daily  until  diuresis  occurs. 
The  dose  should  then  be  decreased  gradually 
and  maintained  around  10  mg.  a day.  After 
the  patient  has  been  in  remission  for  some 
time,  it  may  be  advisable  to  diminish  the  dose 
gradually  and  discontinue  aristocort. 


in  Pulmonary  Emphysema 
and  Fibrosis 

Q Eleven  patients  with  pulmonary  emphysema 
and/or  fibrosis  were  treated  with  aristocort 
for  continuous  periods  of  over  two  months. 

Results  of  treatment 

Only  small  series  of  cases  observed  by  Barach,^ 
Segal,^  and  Cooke,®  are  available.  Barach 
treated  patients  who  were  not  adequately  con- 
trolled by  prednisone,  with  the  same  dose  of 
ARISTOCORT  with  significant  improvement. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  range  recom- 
mended is  10-14  mg.  daily.  Frequently,  there 
is  a prompt  decrease  in  cyanosis  and  dyspnea, 
with  increase  in  vital  capacity. 

The  average  maintenance  dose  level  was 
8 mg.  a day.  If  it  is  desired  to  maintain  a pa- 
tient on  continuous  therapy  for  some  months, 
dosages  as  low  as  2 mg.  a day  have  been  suc- 
cessful. All  decreases  in  dosage  should  be 
gradual  and  at  a rate  of  2 mg.  decrements  in 
total  daily  amount,  every  two  to  four  days. 
The  daily  dosage  is  divided  into  four  parts  and 
given  with  meals  and  at  bedtime. 
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IN  ALL  DIARRHEAS . . . REGARDLESS  DF  ETIOLOGY 

comprehensive  con^tnjl  CREMOM YCIN 


SULFASUXIOINEt  PECTIN-KAOL IN-NEOMYCIN  SUSPENSION 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 

LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  CREMOMYCIN  is  pleasant  tasting,  readily 

accepted  by  patients  of  all  ages.  

^ ^ ^ MERCK  SHARP  & DOHME 

* Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc.  DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


TAKE  A NEW  LOOK  AT  ALLERGEN] 
TAKE  A LOOK  AT  NEW  DIMETANlJ 

There  is  no  antihistamine  better  than  dimetane  for  allergic  protection.  DIMETAE 


gives  you  good  reasons  to  re-examine  the  antihistamine  you  are  now  using:  unit- 
celled  potency,  unsurpassed  therapeutic  index  and  relative  safety. ..minimin 
drowsiness  or  other  side  effects.  Has  been  effective  where  other  antihistamines  hit 
failed.  niMETANE  Extentabs®  (12  mg.)  protect  for  10-12  hours  on  one  tablet.  Ao 
available:  Tablets  (4  mg.),  Elixir  (2  mg.  per  5 cc.). 

A.  n.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 
Ethical  Pharmaceuticals  of  Merit  Since  1878 


♦Typical  Allergens:  Animal  Hair  and  Dander  • Pollen  • Molds  • Bacteria 
and  Viruses  • Feathers  * Insect  Scales  • Vegetable  Fibers  and  Seeds 
Plant  Juices  ♦ House  Dust  • Drugs  and  Chemicals  • Minerals  and  Metals. 
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BONADOXIN  brings  relief  to  88.1% 
of  patients  ..  .often  within  a few  hours.'-^ 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
“toxicity  and  intolerance  ...  [is]  zero.”2 


IT  DOESN'T  STOP  THE  PATIENT 


BONADOXIN^ 

STOPS  MORNING  SICKNESS... BUT 


...and  for  a nutritional  buildup 
plus  freedom  from  leg  cramps* 

STORCAVITE^ 


Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 


ptio$phat6-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 

*due  to  calcium-phosphorus  imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  inc. 


and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  N 

EACH  TABLET  CONTAINS: 


MECLIZINE  MCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 


Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 
Med.  2^:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.; 
Minnesota  Med.  40:99  (Feb.)  1957. 
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in  cases  of  tension 


(Reserpine,  Vale) 


. . . the  preferred  drug  where  anxiety  or  emotional  agitation 
must  be  controlled 


provides  sedation  without  hypnosis,  a sense 
of  relaxed  well  being  and  tranquility 

effects  a gradual  and  sustained  lowering  of 
elevated  blood  pressure  in  potients  with 
mild,  labile  or  essential  hypertension 


0.1  mg.  ond  0.25  mg.  tablets  in  bottles  of  100, 
500  and  1000,  or  on  prescription  at  leading 
pharmacies 


UAUWOLFIA 

HERPENTfNA 

in  cases  of  hypertension 

Rauva.1" 

(Rauwoina  Serpentina.  Vale) 

. . . double  assayed  to  insure  optimal  therapeutic  effect 

tested  cheaiicidly  to  imure  total  ^kaloid  content 
tested  biotOKkafly  to  insnre  uniform  hypotensive  action 

. . . ideal  therapy  in  labile  and  moderote  hyper- 
tension or  as  adjunctive  therapy  in  severe 
hypertension 


. . . achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquilization  with  prolonged 
effect  even  after  cessation  of  therapy 

supplied:  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY.  INC.  allentown,  po. 


Pharmaceuticals 
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EXHIBITS-ON'-FII.M 

THe  Filmstrip  Libra.ry 
Of  Scientific  FxHil^its 

a unique  new  medical  communications  service  — produced  by  the 
Medical  Education  Department,  Lakeside  Laboratories,  Inc. 

Significant  scientific  exhibits  at  medical  meetings  throughout  the  nation 
will  be  preserved  on  film  ...permanently  available  for  study  by  the 
thousands  of  physicians  anxious  to  keep  up  with  the  newest  develop- 
ments in  medicine  and  surgery. 

These  filmstrips,  together  with  recorded  commentaries,  will  be  given 
on  request  to  Medical  Schools,  County,  State  and  Sectional  Medical 
Societies,  not  as  a loan  but  as  a permanent  contribution. 


ready  now  for  distribution 

Six  widely  acclaimed  scientific  exhibits  selected  from  those  at  the  106th  Annual 
Meeting,  American  Medical  Association,  New  York,  June  3-7,  1957. 

FILMSTRIP  1 Parti  The  Present  Indications  for  Cardiac  Surgery  • 
Robert  P Glover,  Julio  C.  Davila  and  Robert  G.  Trout  (Philadelphia)  • Billings  Gold 
Medal  for  excellence  in  the  correlation  and  presentation  of  facts*  Part  II  Oral 
Organomercunal  Diuretics  • Sim  R Dimitroff  and  George  C.  Griffith  (Los  Angeles) 

FILMSTRIP  2 Part  I The  Hands  in  Arthritis  and  Related  Conditions  • 
Darrell  C.  Crain  (Washington,  D.  C.)  • Certificate  of  Merit*  Part  II  Intra- 
muscular Iron  for  the  Treatment  of  Iron  Deficiency  Anemia  in  Infancy  • Ralph  O. 
Wallerstein,  and  M.  Silvija  Hoag  (San  Francisco) 

FILMSTRIP  3 Part  I Bronchial  Asthma  • John  W.  Irwin,  Irving  H.  Itkin, 
Sandylee  Weille  and  Nancy  Little  (Boston)  • Honorable  Mention  Award*  Part  II 
The  Direct  (Open)  Surgical  Repair  of  Congenital  and  Acquired  Intracardiac  Mal- 
formations • C.  W.  Lillehei,  H.  E.  Warden,  R.  A.  DeWall,  V.  L.  Gott,  R.  D.  Sellers, 
M.  Cohen,  R.  C.  Read,  R.  L.  Varco  and  O.  H.  Wangensteen  (Minneapolis)  • Hektoen 
Gold  Medal  for  originality  and  excellence  of  presentation  in  an  exhibit  of  original 
investigation 


Officers  of  Medical  Societies  and  Medical  School  libraries  wishing  to  start  their 
library  of  Filmstrips  of  Scientific  Exhibits  now,  should  address  their  requests  to; 
EXHIBITS-ON-FILM,  Medical  Education  Department,  Lakeside  Laboratories, 
Inc.,  Milwaukee  1,  Wisconsin 

Individual  physicians  who  wish  to  arrange  showings  such  as  at  hospital  staff  meetings 
should  contact  the  secretary  of  their  Medical  Society  or  Medical  School  librarian. 
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EDEMA 

Start  therapy  with  one  or  two  500  mg» 
tablets  of  'diuriu  once  or  twice  a day. 

BENEFITS; 

9 The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

t-  Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

» Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 


Any  indication  for  diuresis  is  an  in- 
dication for  'DIURIU: 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema — nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL' 
(chlorothiazide);  bottles  of  100  and  1,000. 

'diuril'  and  'inversine'  are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1.  Pa. 


T 
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HYPERTENSION 


INITIATE  'DIURIL'  THERAPY 

'DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  hydralazine,  etc.)  is  adjusted  as  indi- 
cated by  patient  response.  If  the  patient  is  estab- 
lished on  a ganglionic  blocking  agent  (e.g.,  'IN- 
VERSINE')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  25 
to  50  per  cent.  This  will  reduce  the  serious  side 
effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 

BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 


INDICATIONS:  management  of  hypertension 


Smooth y more  trouble-free  manage^ 
ment  of  hypertension  with  'DIURIU 
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in  each  of  these  indications 
for  a tranquilizer . . . 


SR  is  a cardiac  patient.  His  doctor 
put  him  on  ATARAX  because  (^) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (♦)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 


Dosage:  Children,  1-2  70  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mpr.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 


A.  Henry  Clagett,  Jr.,  M.D. 
Editor 


Norman  L.  Cannon,  M.D. 
Associate  Editor 


M.  A.  Tarumianz,  M.D. 
Associate  and  Managing  Editor 
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TETRACYCLINE-ANTIHISTAMINE-ANALGCSIC  COMPOUND  LEOERL£ 


A versatile,  well-balanced  formula  capable  of  modifying 
the  course  of  common  upper  respiratory  infections  . . . 
particularly  valuable  during  respiratory  epidemics;  when 
bacterial  complications  are  likely;  when  patient's  history 
is  positive  for  recurrent  otitis,  pulmonary,  nephritic,  or 
rheumatic  involvement. 

Adult  dosage  for  Achrocidin  Tablets  and  new  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (sugar  coaled)  Each  Tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

I’henacelin 120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Bottles  of  24  and  100. 


SYRUP  (lemon-lime  flavored)  Each  teaspoonfid  (5  cc.) 


contains: 

Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCI  125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


the 


rapidly  relieves 


debilitating  symptoms 


LEOERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
♦Trademark 
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N0W...A  NEW  TREATMENT 


‘Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman.  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 

*'Card!Iate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe.  New  York 
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New. . . 

meprobamate 

prolonged 

release 


capsules 


Evenly  sustain  relaxation  of  mind  and  muscle  ’round  the  clock 


Meprospan’ 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 


■ maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 


^TftAOe>HAAK 


Dosage:  Two  Meprospan  capsules  q.  12  lu 
Supplied  : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200 

2-methyl-2-n-propy>*  1,3-propanediol  dicarbamate 

Literature  and  samples  on  request, 

WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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A NEW,  CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


■ far  less  gastrointestinal 
distress 

■ safe  to  use  in  asthma  with 
associated  cardiac  disease; 
no  sodium  and  water  retention 

■ does  not  produce  secondary 
hypertension— low  salt  diet 
not  necessary 

■ no  unnatural  psychic 
stimulation 


■ often  works  when  other 
glucocorticoids  have  failed 

■ and  on  a lower  daily  dosage 
range 


Initial  dosage;  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


‘HIMACOXT' 
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1^  Recurrent  joint  pain  followed  by- 
long’  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


2. 


SERUM  URIC  ACID 
CONCENTRATION 


lanD&jAi  DAiunr  r^miTV  dam/^p 


3,  Elevated  serum  uric  acid  levels. 


Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


Colchicine  test:  full  dose  (0.5 
mg.)  every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  HNMNGS... SUSPECT  GUST; 


BBENEMID 

PROBENECID 

A SPECIFIC  FCR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 


• Urinary  excretion  of  uric  acid  is  api^roximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 

• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 

RECOMMENDED  DOSAGE:  0.25  Gm.  (%  tablet)  twice  daily  for 
jne  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses. 

Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADF.LPHIA  1.  PA. 


XXll 


Delaware  State  Medical  Journal 


April,  1958 


( 


(0.5%  prednisolone  acetate  and  10%  sulfacetamide  sodium  — 
5 cc.  dropper  bottle) 


(0.5%  prednisolone  acetate.  10%  sulfacetamide  sodium  and 
0.25%  neomycin  sulfate— 14  oz.  tube) 


for  ocular 
allergies 


. (0.2%  prednisolone 

acetate  and 
0.3%  Chlor-Trimeton®— 
5 cc.  dropper 
bottle) 


Standard  for  ocular  infections 


(Sulfacetamide  Sodium  U.S.R— 5 and  15  cc.  dropper  bottles) 


(15  cc.  dropper  bottle) 


(14  oz.  tube) 


for  simultaneously  combating 
inflammation,  allergy,  infection 


M‘J.128 
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At  the  last  accounting^  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyelitis 
vaccine  to  64  million  Americans — all  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  country. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 

vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  under 
forty  who  have  received  no  vaccine  at  all  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a public  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare: 

“It  will  be  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused.”'^ 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
still  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1. J.  A.  M.  A.,  ir>5:21  (November  23),  1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 
1957, 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA.  U.  S.  A. 
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BENIGN  AND  MALIGNANT  POLYPS  OF 
LARGE  INTESTINE 

Patrick  F.  Ashley,  M.D.* 


Although  several  excellent  articles  have 
appeared  in  the  literature  on  the  subject  of 
benign  and  malignant  intestinal  polyps, 
there  is  still  difficulty  in  interpreting  the 
varied  microscopic  growth  patterns  and  in 
deciding  the  correct  type  of  surgical  attack 
on  these  lesions.  It  is  the  purpose  of  this 
report  to  classify  and  describe  the  histologic 
types,  to  discuss  the  criteria  for  malignant 
change,  and  to  see  to  what  extent  histo- 
pathologic changes  influence  choice  of 
therapy.  The  word  “polyp”  is  used  in  a re- 
stricted sense,  limited  to  benign  mucosal 
neoplasms,  either  sessile  or  pedunculated  in 
type. 

Classification 

1.  Adenomatous  polyp  (adenoma,  adult 
adenoma) 

2.  Papillomatous  polyp  (papilloma,  papil- 
lary adenoma,  villous  adenoma) 

3.  Juvenile  polyp  (retention  polyp,  ad- 
enoma of  childhood) 

Morphology 

Adenomatous  polypy  (Fig.  1).  This 
variety  is  characteristically  pedunculated 
and  only  a few  are  truly  sessile.  The  smaller 
lesions  are  generally  smooth  and  regular 
while  the  larger  ones  tend  to  be  lobulated. 
Microscopically  there  is  a mucosa-covered 
connective  tissue  core  or  stalk  carrying  with 
it,  from  the  adjacent  bowel  wall,  a muscu- 
laris  mucosa  and  an  extension,  varying  in 
length,  of  the  submucosa  with  its  attendant 
lymphatic  and  vascular  channels.  The  cov- 
ering mucosal  epithelium  is  characterized 

* Resident  in  Pathology,  The  Memorial  Hospital. 


by  mature  mucus  secreting  cells  of  the  gob- 
let type  forming  regular  glands  resembling 
those  of  normal  colonic  mucosa.  Between 
the  glands  there  is  a variable  quantity  of 
connective  tissue  corresponding  to  the 
lamina  propria  of  the  colon. 

Papillomatous  polyp  (Fig.  2).  This 
variety  is  characteristically  of  large  size, 
flat  and  sessile,  with  a papillary  or  finely 
lobular  surface.  Microscopically  there  are 
frond-like  villous  projections  covered  by 
tall  columnar  epithelial  cells  more  often  of 
the  non-secreting  type.  Irregular  shaped 
glands  with  frequent  involutions  are  often 
present  in  the  deeper  portions.  This  variety 
of  polyp  presumably  develops  its  character- 
istic appearance  by  arising  from  the  surface 
epithelium  (Fig.  3)  as  contrasted  with  the 
adenomatous  variety  which  arises  from  the 
mucosal  glands  (Sunderland  and  Binkley^- 

Juvenile  polyp  (Figs.  4 & 5).  This  type 
is  pedunculated  and  regular  in  outline. 
Microscopically  there  is  an  abundant 
usually  chronically  inflamed  stroma  in 
which  eosinophiles  may  predominate.  The 
glands  are  sparse  and  frequently  show  cys- 
tic dilatation.  The  surface  epithelium  is 
usually  replaced  by  granulation  tissue. 

Atypical  Changes  in  Benign 
Polyps 

Frequently  atypical  changes  are  ob- 
served in  benign  polyps  which  are  some- 
times misinterpreted  as  carcinoma,  whereas 
in  reality  the  changes  represent  what  is 
termed  atypical  hyperplasia.  No  apparent 
direct  transition  from  atypical  hyperplasia 
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to  carcinomatous  change  was  noted  by  one 
group  of  writers  who  studied  the  problem.' 
These  atypical  changes  include  pseudo- 
stratification of  cell  nuclei,  frequent  mi- 
toses, and  loss  of  secretory  activity  with 
consequent  deep  straining  of  the  epithelial 
cells  (Fig.  6).  Another  misleading  feature 
in  pedunculated  polyps,  according  to  Fisher 
and  Turnbull^  is  the  apparent  presence  of 
glands  beneath  the  muscularis  mucosa. 
This  finding,  which  might  well  be  inter- 
preted as  invasion,  is  really  an  artifact  due 
to  a plane  of  section  through  a twisted 
pedicle. 

Criteria  for  Carcinoma  Arising 
IN  Benign  Polyps 

Swinton  and  Warren*  suggested  three  im- 
portant microscopic  criteria  for  malignancy 
which  are  generally  used  by  all  writers  in 
this  field.  These  are: 

1.  Anaplasia.  This  is  characterized  by 
variation  in  the  size  and  shape  of  cells  and 
their  nuclei,  variation  in  chromatin  content 
and  arrangement,  atypical  mitoses,  and 
prominent  nucleoli. 

2.  Irregularity  of  Architecture.  This  is 
characterized  by  true  epithelial  stratifica- 
tion, intraglandular  budding,  and  loss  of 
cellular  and  nuclear  polarity.  The  intra- 
glandular proliferation  of  cells  produces  a 
gland-like  structure  and  cell  masses  which 
are  not  separated  by  a limiting  membrane. 

3.  Invasion.  Invasion  is  recognized  when 
no  definite  border  is  apparent  between  the 
epithelial  cells  and  the  surrounding  stroma. 

In  order  to  make  a definite  diagnosis  of 
malignancy  at  least  two  of  the  above  three 
factors  must  be  present.  However,  even 
when  occurring  alone,  definite  lymphatic  or 
intravascular  invasion  nearly  always  means 
a malignant  lesion. 

Gros.sly,  a polyp  has  no  definite  constant 
feature  indicative  of  malignant  change. 
Although  ulceration  and  induration  are 
noted  features  of  malignant  polyps,  these 
changes  may  occur  in  benign  lesions  as  a 
result  of  inflammation,  fibrosis  and  hem- 
orrhage. 


Classification  of  Carcinoma 
Arising  in  Polyps 
(After  Fisher  and  Turnbull-) 

1.  Carcinoma-in-situ  (Fig.  7).  This  is 
characterized  by  anaplasia  and  irregularity 
limited  to  the  glandular  elements  of  the 
polyp  without  evidence  of  invasion. 

2.  Superficial  Carcinoma  (Fig.  8).  This 
is  characterized  not  only  by  the  cellular 
atypia  and  irregularity  described  above  but 
also  reduplication  of  lumina  and  invasion 
of  the  lamina  propria.  There  is  no  exten- 
sion into  the  muscularis  mucosa,  lymphatic, 
or  vascular  spaces. 

3.  Invasive  Carcinoma  (Fig.  9).  This 
reveals  invasion  of  the  muscularis  mucosa 
and  or  vascular  and  lymphatic  channels. 
The  differentiation  of  superficial  carcinoma 
from  the  invasive  type  is  simplified  by  the 
presence  of  a definite  fibrous  tumor  stroma 
in  the  latter. 

Treatment  and  Discussion 

It  is  now  widely  accepted  that  the  polyps 
under  discussion  are  true  neoplasms  and 
should  be  removed.  The  extirpation  of  these 
polyps  is  dependent  on  a number  of  fac- 
tors, chief  amongst  which  are: 

1.  Type  of  polyp. 

2.  Natural  history  of  the  polyp. 

3.  Presence  or  absence  of  malignant 
change. 

4.  Possible  multiplicity  of  lesions. 

5.  Age  of  patient. 

Because  of  these  factors  it  is  necessary 
to  discuss  each  type  of  polyp  separately  and 
a few  generalizations  are  then  possible  with 
regard  to  surgical  management. 

Adenomatous  polyp.  The  adenomatous 
polyp  is  by  far  the  commonest  variety 
reaching  a maximum  incidence  of  24%  in 
the  eighth  decade.*  In  nearly  50%  of  cases 
the  polyps  are  scattered  or  multiple.  This 
occurrence  is  often  called  multiple  polyp- 
osis or  adenomatosis  coli  but  is  to  be 
sharply  differentiated  from  the  rare  familial 
or  congenital  multiple  polyposis  in  which 
condition  malignant  transformation  is  a 
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Figiire  1 

Adenomatous  polyp,  pedunculated.  H & E x 25. 


. Figure  2 

Papillomatous  polyp,  sessile.  Note  long  thin  villous  projections.  H & E x 25. 
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Figure  3 

Papillomatous  polyp.  Note  origin  of  villous  process  from  surface  epithelium.  H & E x 120. 


Figure  4 

Juvenile  polyi).  Note  large  amount  of  stroma  and  cystic  glands.  H A-  E x 25. 
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Figure  6 

Juvenile  polyp.  Higher  magnification  of  Figure  4.  H & E x 75. 


Figure  6 

Atypical  hyperplasia  in  adenomatous  polyp.  Note  glands  below  showing 
irregularity  in  shape  and  deep  staining  cells.  H & E x 120. 
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Figure  7 

Carcinoma-in-situ  in  adenomatous  polyp.  Note  nuclear  atvpism,  stratification 
loss  of  polarity  and  atypical  mitoses.  H & E x 400. 


Fk;uue  8 


Supi'rficial  carcinoma  in  adenomatous  |)olyp.  Note  cellular  and  architectural 
atypism.  Muscularis  mucosa  and  suhrnuco.sa  not  invaded.  11  <K:  E x 120. 
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Figure  9 

Invasive  carcinoma  in  adenomatous  polyp.  Note  extension  into  submucosa  of  stalk.  H & E x 25. 


certainty.  Excluding  this  latter  condition 
Helwig  found,  in  a series  of  autopsies,  that 
7.2%  of  colons  having  benign  polyps  also 
had  one  or  more  malignant  polyps.  Swin- 
ton  and  Warren'"  found  malignancy  occur- 
ring in  approximately  14%  of  their  series 
of  polyps. 

It  has  been  shown  that  complete  clinical 
cure  of  all  benign  adenomatous  polyps  and 
those  showing  carcinoma-in-situ  or  super- 
ficial carcinoma  can  be  expected  with  local 
removal  (with  or  without  coagulation  of 
the  base)  either  through  proctosigmoido- 
scopy or  colotomy’  - ®.  Polyps  showing  in- 
vasive carcinoma  are  apt  to  recur  as  frankly 
invasive  colonic  or  rectal  adenocarcinomas 
if  treated  locally®.  Therefore,  radical  sur- 
gery with  removal  of  a segment  of  bowel 
together  with  its  lymphatic  and  vascular 
supply  is  indicative  if  invasive  carcinoma  is 
present  in  the  stalk,  base,  or  adjacent  bowel 
wall. 

Papillomatous  polyp.  In  comparison  with 
adenomatous  polyps  this  variety  is  de- 


cidedly rare.  They  are  usually  solitary, 
confined  predominantly  to  the  rectum,  and 
occur  generally  in  the  older  age  groups. 
Sunderland  and  Binkley'  in  a series  of  48 
cases  found  carcinoma-in-situ  in  nearly 
70%  and  invasive  carcinoma  ultimately  de- 
veloped in  nearly  40%.  Local  excision  may 
suffice  if  the  polyp  is  small  and  histologic- 
ally benign  but  even  then  recurrence  is 
prone  to  occur.  Resection  of  the  rectum 
appears  indicated  for  the  benign  polyps 
that  cannot  be  fully  removed  or  controlled 
locally  and  for  those  polyps  that  show  non- 
invasive  carcinomatous  transformation.  In- 
vasive carcinoma  is  prima  facie  evidence 
for  resection  for,  due  to  its  sessile  nature, 
the  submucosa  is  readily  and  directly  in- 
vaded. 

Juvenile  polyp.  Helwig*  estimates  that 
approximately  3%  of  children  have  juvenile 
polyps.  This  is  exclusive  of  the  first  year 
of  life  during  which  period  they  are  rare. 
Usually  they  are  solitary  with  the  sigmoid 
and  rectum  the  site  of  predilection.  It  is 
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extremely  doubtful  if  malignant  change 
ever  occurs  in  these  lesions.  As  they  are 
seldom  encountered  in  adults,  it  is  interest- 
ing to  speculate  on  just  what  happens  to 
them.  Whereas  some  maintain  they  trans- 
form into  the  adult  type  (adenomatous 
polyp),  the  majority  of  investigators  feel 
they  become  necrotic  and  slough.  If  the 
latter  fate  be  true,  our  main  concern  in  re- 
moval is  for  symptomatic  relief  and  not  for 
cancer  prevention.  Occasionally  an  aden- 
omatous polyp  is  found  in  childhood  and 
this  requires  investigation  to  rule  out  the 
possibility  of  congenital  multiple  polyp- 
osis.® 

Comment 

For  the  successful  management  of  in- 
testinal polyps  there  should  be  close  co- 
operation between  surgeon  and  pathologist. 
Adequate  biopsies  or  preferably  the  entire 
polyp  should  be  submitted  for  examination 
and  multiple  well  oriented  histologic  prep- 
arations made.  A diagnosis  of  “malignant 
polyp”  is  meaningless  unless  accompanied 
by  a description  of  the  type  of  polyp  and 
the  site  and  extent  of  malignant  transfor- 
mation. Grading  of  malignancy  with  re- 
spect to  cellular  anaplasia  alone  is  also 


meaningless  as  the  employment  of  con- 
servative or  radical  surgery  is  largely  based 
on  the  anatomic  extent  and  not  the  grade 
of  malignancy. 

Frozen  section  may  sometimes  be  of  dis- 
tinct value  in  the  management  of  polyps 
removed  at  colotomy.  If  there  is  a focus 
of  infiltrating  carcinoma,  the  fibrous  re- 
action produced  permits  suitable  tissue  for 
examination. 

Finally,  while  generalizations  with  regard 
to  therapy  are  possible,  it  must  be  empha- 
sized that  each  case  be  individually  studied 
and  appropriate  therapy  applied  after  con- 
sideration of  all  pertinent  factors. 
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TRANSPLANTATION  IN  THE  TREATMENT 

OF  BURNS* 

Leopold  Scheiber,  M.D.** 


The  surgical  treatment  of  burns  has  l)een 
receiving  increasing  attention.  Literature 
dealing  with  the  therapy  of  burns  indicates 
changes  in  theory  as  well  as  in  practice. 

Industrial  development  and  expansion 
have  been  accompanied  by  an  increase  in 
the  incidence  of  tissue  damage  from  burns. 
Therapies  and  medical  techniques  have 
undergone  great  changes.  Some  patients 
with  such  injuries  may  now  be  treated  in 
special  hospital  wards  built  or  organized 
specifically  for  this  purpose.  Such  advances 
should  not  be  taken  to  imply  that  the  treat- 
ment of  burns  has  been  perfected,  or  that 
all  burns  are  treated  best  by  the  same 
method.  Further  improvements  are  needed. 

The  modern  treatment  of  shock  with 
parenteral  fluids,  including  whole  blood  and 
plasma,  together  with  antibiotics,  supports 
the  extensively  burned  patient  so  that  a 
transplantation  may  he  performed.  Rever- 
din'  and  Thiersch^  in  the  last  century  at- 
tempted transplantation,  but  the  injured 
person  died  either  from  shock  or  infection 
before  the  operation  could  be  completed. 

Goldzieher  and  Makai®  summarized  the 
literature  on  transplantation  published 
prior  to  1912.  Shortly  therafter,  in  connec- 
tion with  accidental  injuries,  Kubanyi^  be- 
gan work  on  transplantation  of  the  skin 
itself  and  the  “laying  of  skin  patches.”  The 
last  20  years  has  brought  much  progress  in 
this  field.  Shock  and  infection  can  be  suc- 
cessfully combated,  and  the  skin  needed 
for  transplantation  can  be  stored  in  freezing 
compartments  of  refrigerators.  Stored 
transplantation  pieces  hold  promise  of  more 
success  than  fresh  tissue  because  through 
refrigeration  the  quantity  of  the  individual 
“texture-antigen”  (despecification  of  tex- 
ture) decreases. 

* This  work  was  performed  at  St.  Rokus  Hospital,  Budapest, 

Hungary. 

**  Present  address:  Memorial  Hospital,  Wilmington. 


The  absence  of  skin  provides  a portal  of 
entry  for  pathogenic  organisms  and  results 
in  extensive,  significant  loss  of  fluids.  Also, 
heat  control  is  impaired.  Therefore,  the 
part  of  the  body  lacking  epithelial  tissue 
has  to  he  covered  with  substitute  tissues  as 
soon  as  possible.  For  this  transplantation, 
homotransplants,  postmortem  homografts, 
and  either  fresh  or  preserved  amnion  mem- 
brane can  be  u.sed.  Amnion  can  be  ob- 
tained either  from  a Caesarean  section  or 
a normal  delivery.  Brown’’®  points  out  that 
changes  in  the  patient’s  general  condition 
varies  in  direct  proportion  to  the  area  of 
burned  skin  and  emphasizes  the  significance 
of  the  postmortem  homograft  as  a “bio- 
logical dressing.”  He  also  proposed  the 
use  of  amnion  to  cover  burned  parts  of  the 
body.  Douglas’’®  and  others  have  demon- 
strated by  means  of  animal  experiments 
that  the  seronegative  amnion,  which  re- 
mains viable  longer  than  skin  transplant, 
can  be  successfully  used  under  aseptic  con- 
ditions. 

Kubanyi®  accomplished  the  first  applica- 
tion of  amnion  derived  from  a Caesarean 
section.  A later  attempt  was  made  to  pre- 
serve by  refrigeration  amnion  obtained 
from  normal  birth.  If  refrigeration  is 
prompt,  the  intra-  and  inter-cell  liquid  will 
freeze  into  small,  thin  crystals,  so  that  the 
cell  and  tissue  structure  is  not  damaged  or 
changed.  The  membrane  is  stored  in  a 
Duward  bottle  at  20-30°C.  Before  use,  the 
amnion  is  heated  in  a sterile  saline  solution 
at  40°C.  Grunfeld  and  WenzP°  maintain 
the  amnion  in  identically  grouped  con- 
served blood.  They  stress  that  the  deriva- 
tion of  the  amnion  can  be  other  than  a 
Caesarean  section.  The  blood  used  for 
storage  by  Moser  is  maintained  at  an  even 
temperature  between  2 and  4°C.  After  it 
is  four  weeks  old,  the  amnion  originating 
from  normal  birth  is  strong  enough  to  live. 
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Bacteriological  examinations  of  amnion 
have  revealed  the  presence  of  Bacillus  coli, 
Doderlein's  bacillus,  and  hemolytic  strepto- 
coccus. This  necessitated  sterilization  of 
the  membrane  by  steam.  Amnion  which  is 
conserved  in  blood,  viable,  and  sterilized 
by  steam  has  proved  to  be  the  tissue  of 
choice  for  reasonable  success  as  a trans- 
plant for  covering  peritoneal  defects. 

The  amnion  is  placed  on  the  defective 
skin  part  and  may  be  sewn  at  the  edges. 
A pressure  bandage  may  also  be  used,  but 
if  the  pressure  is  too  great,  an  ischemic . 
necrosis  may  occur. 

Definitive  success  with  homotransplanta- 
tion can  be  expected  only  in  the  case  of 
identical  twins.  In  other  cases,  the  skin 
graft  will  be  repulsed  earlier  or  later  after 
temporary  adherence.  The  greater  the 
commonality  between  the  glood  group  sys- 
tem of  donor  and  that  of  the  recipient,  the 
longer  will  be  the  life  of  the  skin  graft.  Be- 
cause a homotransplantation  is  the  combat 
of  biological  defense  substance,  an  organ 
with  an  appreciable  degree  of  homogenized 
antigen  structure  is  desirable  for  overplant- 
ing. Such  an  organ  is  amnion. 

Kubanyi  used  amnion  for  the  first  time 
in  1941  for  covering  skin  defects  which  were 
not  directly  caused  by  burns.  In  1943,  he 
again  used  it  in  his  first  attempt  at  com- 
pensation for  peritoneal  defects.  Since  that 
time  interest  in  the  storage  of  amnion  for 
covering  of  burns  has  heightened  (inde- 
pendent from  the  Caesarean  section  of  nor- 
mal birth  and  that  also  the  necessary  ex- 
aminations, Wasserman  reaction,  deter- 
mination of  blood  groups,  Rh-factor,  does 
not  have  to  be  compared  with  all  the  time, 
as  this  can  be  done  by  refrigeration.) 

Burns  have  recently  been  treated  by 
homotransplantation,  and  covering  with 
lyophilized  skin  has  proved  successful  in 
more  than  a few  reported  cases.  The  or- 
ganization of  skin  donors  also  has  pro- 
gressed. While  skin  parts  from  postmortems 
have  not  yet  been  used,  attempts  are  being 
made  to  store  skin  taken  from  living  human 
beings  for  use  as  grafts.  The  “skin-hank” 
mentioned  in  the  literature  is  the  de- 
pository for  skin  from  neonatal  deaths  and 
adult  victims  of  accidental  death.  The  skin 
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is  removed  with  a dermatome  and  stored 
in  fluid  nitrogen  at  — 79°C. 

Sterling”  in  1956  reported  two  cases  in 
which  the  burnt  skin  was  covered  with 
amnion.  One  of  the  patients  was  a woman 
38  years  of  age  who  sustained  flame  burns 
covering  60  per  cent  of  her  body.  Five 
weeks  after  the  accident  occurred,  amnion 
transplantation  was  attempted.  Marked 
improvement  followed  transplantation,  but 
the  woman  later  died  from  a lung  embolus. 
The  other  patient,  a six-year-old  boy,  had 
flame  burns  covering  65  per  cent  of  his 
body.  Sterling  covered  the  skin  defects 
with  amnion  obtained  from  two  Caesarean 
sections  three  weeks  after  the  accident  oc- 
curred. This  patient  recovered. 

The  author’s'^  experience  with  the  use  of 
amnion  and  homotransplantation  in  this 
instance  case  may  be  of  interest  and  sig- 
nificance. The  amnion  used  by  the  author 
in  1952  for  the  covering  of  skin  defects  was 
unsuccessful.  This  same  case  was  the  first 
report  in  Hungary  of  successful  use  of 
homotransplantation  for  burns.  (Frank'^) 

On  August  21,  1952,  a girl,  age  9,  was 
transferred  to  St.  Rokus  hospital  from  an- 
other hospital  where  she  had  previously 
undergone  conservative  therapy  for  flame 
burns.  The  patient  was  emaciated  and 
anemic.  (Fig.  1).  She  had  second  degree 
burns  extending  over  approximately  50  per 


Figure  1 

Patient  showing  second  degree  burns  of  buttocks,  left  leg 
and  elbow. 
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cent  of  the  body,  on  the  buttocks,  left  leg, 
and  left  elbow.  On  August  28,  1952,  fresh 
amnion  derived  from  a Caesarean  section 
was  used  to  cover  the  skin  defects.  Injec- 
tions of  penicillin  and  saline  solution  dres- 
sings were  used,  but  the  body  temperature 
increased  from  100°F.  to  102°F.  Suppura- 
tion occurred,  and  the  amnion  had  to  be 
removed.  The  patient  received  penicillin, 
vitamins,  and  five  blood  transfusions  (100 
cc  each).  On  September  10,  1952,  “iso- 
agglutination-sampling” and  corresponding 
preparations  (blood  group:  B(lll),  Rb 
(D)  + ) by  Reverdin  from  mother  to 

daughter  (syngenesia),  a homotransplanta- 
tion of  skin  from  the  mother’s  body  to  tbe 
left  elbow,  the  left  foot,  and  the  buttocks 
of  the  patient  (Figs.  2 and  3)  was  per- 
formed. Next,  the  limbs  were  placed  in 
plaster  casts.  The  patient’s  appetite  and 
general  condition  improved.  After  two 
weeks  the  transplant  had  adhered  firmly 


Figure  2 

Patient  during  homotransplantation;  donor  (mother)  in 
bockground. 


Figure  3 

Close-ups  of  transplants  to  left  leg. 


to  the  surrounding  and  underlying  tissue 
and  structure. 

After  five  to  six  weeks,  the  transplant 
had  loosened  to  some  extent  to  bare  fresh 
epithelial  skin  underneath.  The  patient  was 
discharged  on  December  20,  1952,  in  ex- 
cellent condition.  On  my  last  examination 
August  21,  1956,  the  patient  had  good 
muscle  control  and  exhibited  ability  to  flex 
and  extend  both  legs  and  elbow.  (Figs.  4 
and  5) 


Figure  4 

Same  patient,,  four  years  later. 


Figure  5 

Same  time  as  Fig.  4;  these  demonstrate  ability  of  patient 
to  flex  and  extend  extremities. 
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Summary  and  Conclusions 

The  significance  of  the  homotransplan- 
tation of  the  skin  is  emphasized,  and  the 
author  also  discusses  the  problem  of  skin- 
graft  conservation  with  special  reference  to 
the  use  of  sterile  amnion  originating  from 
normal  birth  or  Caesarean  section.  Cases 
from  the  literature  are  discussed,  as  well  as 
one  of  the  author’s  own  cases  in  which  the 
skin  of  the  mother’s  abdomen  was  over- 
planted with  Reverdin  plastic  on  the  exten- 
sively burned  body  of  the  daughter.  The 
author  believes  that  the  surgical  treatment 
of  deep  burns  can  be  effected  systematically 
and  expertly  through  refrigeration  and 
storage  of  transplantation.  Covering  is  also 
possible  by  homotransplantation  employing 
sterile,  conserved  amnion  with  temporary 
success.  Although  the  full  value  of  the  am- 
nion membrane  is  yet  to  be  realized,  its 
immediate  use  in  treatment  for  extensive 
burns  has  been  established. 
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ATYPICAL  ACUTE  GLOMERULAR  NEPHRITIS 
IN  THE  ADULT* 

William  T.  Hall,  M.  D.,  Robert  W.  Frelick,  M.D., 
and  Joseph  W.  Abbiss,  M.D. 


There  appears  to  be  atypical  acute 
glomerular  nephritis  that  may  be  present 
with  minimal  urinary  findings,  without 
fever,  significant  oliguria,  hypertension,  or 
edema  of  the  face.  While  a patient  may 
have  acute  nephritis  without  having  all  of 
these  signs,  it  is  most  unusual  for  all  of 
them  to  be  absent. 

CASE  REPORT* 

A 37  year  old,  white,  married  woman 
was  admitted  to  the  Memorial  Hospital 
May  30,  1956,  for  the  third  and  final  ad- 
mission. 

Her  first  admission  was  in  1953,  at  which 
time  a D.  and  C.  was  done  for  uterine 
bleeding.  Admission  count  was  2.74  million 
red  cells  and  5.5  gms.  of  hemoglobin; 
W.B.C.  5,700.  She  received  two  pints  of 
blood  postoperatively  and  had  a febrile  re- 
reaction after  the  second  pint.  Urinalysis: 
PH6.5;  sp.  gravity  1.015;  alb.  and  sugar 
negative;  0-4  WBCs  hpf.  Pathological  re- 
port: Endometrium,  follicular  phase. 

Following  this  admission  she  did  well 
for  almost  a year,  but  thereafter  began  to 
flood  again,  and  by  July  of  1955  was  using 
three  boxes  of  super-Kotex  per  period.  In 
1955,  she  was  admitted  for  a second  D. 
and  C.  The  admission  blood  count:  R.B.C. 
4.09  million;  Hgb.  8.3  gms.;  Urinalysis: 
normal.  Although  on  the  first  admission 
mention  was  made  of  uterine  fibroids,  no 
fibroids  were  found  on  this  admission.  The 
pathological  report:  Endometrium,  late 

secretary  phase.  A bone  marrow  aspiration 
was  done  at  the  operation  and  was  report- 
ed as  normal.  After  this  admission  she  was 
well  for  three  months,  but  gradually  her 
flow  increased.  On  the  period  just  prior  to 
admission  she  flooded  thirteen  days  — 
stopped  two  days  — then  flooded  five  more 

* From  the  Memorial  Hospital,  Wilmington,  Del. 


days.  After  the  first  ten  days  of  this  period, 
treatment  was  begun  with  Testosterone 
and  Stilbesterol.  When  they  appeared  to 
be  ineffective  .she  was  admitted  to  the  hos- 
pital. 

Past  Medical  History:  In  1951  she  had 
a typical  duodenal  ulcer  which  was  con- 
firmed by  x-ray.  The  symptoms  recurred 
in  1955  and  responded  satisfactorily  to 
treatment.  There  was  hyper-acidity  pres- 
ent with  the  free  hydrochloric  acid  up  to 
56°.  For  at  least  ten  years  she  had  a low- 
grade  hypochromic  anemia  which  was  at 
times  normocytic  and  at  others  microcytic. 
Oral  iron  tended  to  upset  her  ulcer,  and 
intravenous  iron  (40  mgs.  Proferrin  per 
week)  caused  fainting  and  dizziness.  In 
1952  she  had  had  an  attack  of  Meniere’s 
Disease  which  lasted  six  months.  There 
had  been  a left  mastoid  operation  at  age 
one. 

Physical  Examination:  The  patient  was 
a slightly  obese,  pale-skinned,  white  female. 
B.P.  138/80.  Pulse  74.  Resp.  20. 

Heart,  lungs,  abdomen,  and  extremities 
were  negative.  Vaginal  examination  re- 
vealed a tiny  cervical  polyp  and  an  irregu- 
larly enlarged  corpus. 

Admission  laboratory  data  revealed: 
R.B.C.  2.92  million;  Hgb.  8.5gms.;  W.B.C. 
7,500;  Segs.  84%;  Non-segs.  5%;  Lymphs. 
10%;  Eosin.  1%;  Hematocrit  32%.  Urin- 
alysis: Yellow;  PH7  reaction;  sp.  grav. 
1.011;  neg.  sugar  and  alb.;  20-30  sq.  epith. 
cells;  0-2  WBCs/hpf.;  Kline  negative. 

Hospital  Course:  (Figure  1)  In  her  first 
five  hospital  days  she  received  four  blood 
transfusions  with  febrile  reactions  on  the 
first  and  fourth.  After  the  second  trans- 
fusion she  was  noted  to  have  pain  in  the 
right  loin  of  which  she  continued  to  com- 
plain. On  the  second  hospital  day  she 
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m(‘taj)}iosjjhaU'  pioclucril  juarkcdly  higher  blood  levels 
than  capsulo:  containing  eitfier  the  corresponding 
base  oi  the  hydrochloride  alone.  In  addition,  the 
aserage  levels  derived  from  the  tetracycline  base  or 
the  chlorteiracycline  base  were  higher  than  those  pro- 
duced by  the  corresponding  hydrochloride  though 
lower  than  those  resulting  from  the  mixture  contain- 
ing the  base  and  sodium  metaphosphate.  In  the  study 
with  chlortetracycline'*  capsules  containing  a mixture 
of  the  hydrochloride  and  sodium  metapho.sphate  were 
also  included  in  the  crossover,  and  the  average  levels 
produced  by  these  capsules  were  the  same  as  with  the 
mixture  of  chlorteiracycline  base  with  sodium  meta- 
phosphate. 

Although  the  enhancement  of  blood  levels  of  tetra- 
cycline by  phosphate,  either  complexed  to  the  tetra- 
cycline or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 
remained  because  certain  reliable  observers  (includ- 
ing many  whose  results  have  not  been  published) 
failed  to  confirm  the  findings  with  the  materials  and 
methods  they  used.  Further  confusion  seemed  to  be 
added  by  a subsequent  report  of  Welch  et  al.,^  who, 
in  repeating  a cros.sov'er  study  with  capsules  of  tetra- 
cycline phosphate  complex  and  tetracycline 
cliloride  with  and  without  sodi-v^'' ” 
phate,  foup  ' rn't's-’’ 


cycline  base.  Dicalcium  phosphate  and  food  resulted 
in  lower,  and  sodium  metaphosphate  in  higher,  senim 
antibacterial  activity  than  was  observed  in  their  ab- 
sence. Oil  and  sorbitol  did  not  interfere  with  tetra- 
cycline absorption. 

Dicalcium  phosphate  is  widely  used  as  a filler  in 
various  capsules,  including  those  of  the  tetracyclines. 
The  authors  cite  a large  number  of  other  studies  tha; 
implicate  the  presence  of  calcium  ions  as  the  cause  of 
the  reduced  absorption  of  tetracyclines  and  show  that 
citric  acid  can  partially  neutralize  this  effect.  The 
depressing  effect  of  food  on  the  serum  levels  of  tetra- 
cycline is  likewise  explained  by  the  goodly  amount  of 
minerals  contained  in  commercial  laboratory  diets, 
and  they  postulate  that  the  multivalent  cations  may 
be  responsible  for  the  poorer  absorption  of  the  drug. 
The  authors  could  not  explain  the  failure  of  citric 
acid  to  enhance  serum  concentrations  w'hen  admin- 
istered with  tetracycline  base  in  contrast  to  hs  marked 
effect  when  given  as  the  hydrochloride.  However, 
they  hypothesized  that  the  ability  of  citric  acid  to 
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fe  wei^pilBlished  simul 
the  last  mentioned  report  of  Welch 
'I  hesc  data  were  based  on  thorouglily  con- 
trolled studies  both  in  rats**  and  in  man"  and  include 
additional  findings  tliat  serve  to  explain,  fairly  con- 
clusively, tlie  various  di.screj)ancies  that  have  been 
mentioned. 

riie  e.xpei inients  in  rats^  were  carried  out  to  study 
tlie  effects  of  citric  a<  id,  dicalcium  phosphate,  sodium 
inetapliospliale,  f(K)tl,  oil  and  sorbitol  on  the  serum 
anlil)aclci ial  activity  |)i(nlucetl  try  the  administration 
of  tetrat  ycline  liydi oclifirridc  or  tetracycline  base, 
(fitric  a(  ill  aciministeied  in  eiiual  weight  with  tetra- 
cycline livdroi  liloi ide  gave  the  liighest  concentrations 
ol  all  the  |jrepai ations  studied.  No  enhancing  effect 
uas  ohi. lined  fiom  ciliii  acid  vvlien  giveti  with  tetra- 


ium  tW'TTIF’  last  mentioned  paper  of 
et  al.^  indicates  that  in  their  study  the  capsules 
tetracycline  hydrochloride,  chlorteiracycline  hydro- 
chloride and  tetracycline  phosphate  complex  all  con- 
tained dicalcium  phosphate  as  a filler,  whereas  the 
capsules  containing  citric  acid  and  sodium  hexameta- 
phosphate  did  not  contain  any  dicalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study.  Likewise,  the  inconsistencies  in  other 
studies  may  very  well  have  been  due  to  the  presence 
of  calcium  as  fillers  in  some  of  the  capsules  and  not 
in  others. 

This,  however,  fails  to  explain  the  most  recent  find- 
ings of  Welch  and  Wright,'"  who  compared  the  ab- 
sorption of  three  capsules,  each  containing  250  mg.  of 
oxyletracycline  hydrochloride  one  without  any  ad- 
juvant, one  with  250  mg.  of  citric  acid  and  the  third 
with  380  mg.  of  sodium  hexametaphosphate;  no  other 
filler  was  contained  in  any  of  these  capsules.  In  triple 
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slipped  and  fell  in  the  bathroom;  there 
was  some  question  as  to  whether  she  be- 
came unconscious. 

On  June  3;  R.B.C.  4.48  million;  Hgb. 
10.7  gms.  cathererized  specimen  on  that 
day  revealed;  sp.  grav.  1.009;  PH5;  alb. 
1+  sugar  neg.;  3-f  sq.  epith.  cells;  8-10 
RBCs  and  0-3  WBCs/hpf. 

The  diagnosis  was  made  of  hemorrhage 
from  a fibroid  tumor  of  the  endometrium 
and  surgery  was  performed  on  June  3rd. 
Approximately  500  to  600  cc.  of  dark, 
hemorrhagic  fluid  were  found  in  the  pelvis. 
The  right  ovary  measured  about  5 cms.  in 
diameter  and  contained  a large  chocolate 
cyst.  The  left  ovary  measured  3 to  4 cms. 
in  diameter  and  also  contained  old  blood. 
The  uterus  was  approximately  normal  in 
size  and  contained  a submucous  fibroid 
measuring  about  3V^cms.  in  diameter.  Pal- 
pation of  the  left  kidney  revealed  the  pres- 
ence of  a cystic  tumor  mass  in  the  lower 
pole  which  measured  about  4 cms.  in  diam- 
eter. The  gallbladder  was  tensely  distend- 
ed, but  no  calculi  were  palpable  within  it. 
The  right  kidney  was  normal  to  palpation. 
During  surgery  the  patient  received  500 
CCS.  of  blood  without  reaction. 

On  the  first  postoperative  day  her  dress- 
ings became  soaked  with  blood  and  she 
became  weak  and  nauseated  and  very  nerv- 
ous; however,  her  abdomen  was  soft,  and 
peristaltic  sounds  were  normal.  She  fainted 
the  first  time  she  was  out  of  bed  cn  he” 
second  postoperative  day.  The  third  post- 
operative day  she  became  nauseated,  and 
it  was  noted  that  her  diastolic  pres- 
sure had  risen  to  100,  but  it  fell  to  80  later 
on  in  the  day.  Thereafter  the  blood  pres- 
sure gradually  increased  to  160  100.  On 
June  8 the  hemoglobin  was  reported  to  be 
6.8  grams,  and  she  received  a pint  of  blood 
on  that  day  and  another  the  following  day. 
In  spite  of  adequate  fluid  intake  she  con- 
tinued to  have  a low  urinary  output  of 
500  to  670  cc.  On  June  10  she  became 
orthopneic  but  her  lungs  were  clear  to  aus- 
cultation. The  pulse  rate  was  95.  At  10:59 
P.M.  on  June  10  she  had  a convulsion  in 
which  she  first  stared  straight  ahead,  then 
the  eyes  looked  off  to  the  left,  and  tonic 
movements  began  in  the  right  arm  without 


a clonic  phase  but  with  complete  loss  of 
consciousness.  There  were  three  more  con- 
vulsions between  10:59  and  1:10  A.M.,  and 
this  time  it  was  noted  she  was  in  pulmon- 
ary edema.  Positive  pressure  oxygen  was 
begun,  and  she  received  1.2  mgs.  of  Cedil- 
anid  intravenously,  Aminophylin  by  vein, 
and  intramuscular  Dilantin  as  well  as  bar- 
biturates and  intravenous  sodium  amytal. 
The  following  morning  studies  were  as  fol- 
lows: 

Urinalysis:  sp.  grav.  1.001;  PH5;  alb.  1-t-; 
sugar  neg.;  moderate  epith.  cells;  1-3 
RBCs  and  5-6  WBCs/hpf.;  granular 
casts. 

Blood  Count:  R.B.C.  3.85  million;  Hgb. 
11.8  gms.;  W.B.C.  37,000;  Segs.  73%; 
Non-segs.  19%;  Lymphs.  8%;  Platelets 
554,000. 

Blood  Urea  Nitrogen:  62.2  mgs.% 

COi  :41.2  volumes  %. 

Chlorides:  103.7  milleq. 

Sodium:  126  milleq. /liter. 

Potassium:  5.25  milleq. 

At  7:35  P.M.  her  fifth  convulsion  oc- 
curred during  which  she  expired.  She  had 
been  relatively  afebrile  except  for  the  two 
transfusion  reactions  and  a fever  that  be- 
gan in  her  last  eight  hours  of  life,  101  to 
102  degrees.  With  the  convulsions  the  pulse 
increased  to  180  on  one  occasion  then 
dropped  down  in  the  post-ictal  stage  to 
110  but  rose  gradually  to  140  and  156  just 
prior  to  death. 

Post  Mortem  Examination:  Brain: 

Weight  was  1,410  grams  and  showed  mod- 
erate edema.  Each  pleural  cavity  contained 
lOOOccs.  of  clear,  straw-colored  fluid.  The 
right  lung  weighed  1000  grams;  the  left, 
750  grams.  There  was  severe  hemorrhagic 
edema  without  pneumonia,  tumor,  infarc- 
tion, or  abscess  formation.  The  heart 
weighed  380  grams.  The  coronary  arteries 
revealed  them  to  be  grossly  normal.  The 
heart  revealed  no  valvular  disease.  There 
was  some  dilation  of  the  right  auricle  and 
ventricle.  The  myocardium  revealed  no 
evidence  of  old  or  recent  myocardial  infarc- 
tion. Peritoneal  cavity:  On  opening  the 
peritoneal  cavity  approximately  150  to  200 
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CCS.  of  light,  sero-sanginous  fluid  was  found 
to  be  present.  No  evidence  of  peritonitis 
was  found.  The  gallbladder  was  normal. 
The  liver  weighed  1,650  grams  and  showed 
marked  congestion  with  accentuation  of 
the  normal  hepatic  architecture.  The  spleen 
weighed  220  grams,  quite  firm  on  section- 
ing, and  was  found  to  be  markedly  con- 
gested. The  pancreas  was  normal,  as  was 
the  gastro-intestinal  tract.  The  adrenal 
glands  were  also  normal.  There  was  no  en- 
largement of  the  kidneys;  each  kidney 
weighed  180  grams.  Capsule  stripped  with 
ease  and  revealed  large,  pale  kidneys  which 
were  rather  flabby  in  consistency.  This 
severe  pallor  to  be  sharply  limited  to  the 
cortex.  The  pyramids  were  striated,  being 
alternately  gray  and  red.  There  was  no 
evidence  of  tumor  formation,  of  stone,  or 
pyelonephritis,  nor  of  hydronephrosis. 
There  was  no  increase  in  peripelvic  fat.  The 
ureters  were  not  dilated,  and  the  urinary 
bladder  presented  no  gross  abnormalities. 

The  uterus,  fallopian  tubes,  and  the 
ovaries  were  absent,  and  the  peritoneum 


was  closed  with  sutures  over  the  site  of 
their  usual  location.  External  genitalia  were 
normal.  The  lymph  nodes  were  normal. 
Bone  marrow  section  and  bone  marrow 
presented  no  gross  abnormalities. 

Microscopic  Examination:  Lungs:  The 
lungs  show  marked  congestion  together 
with  edema.  Many  of  the  alveoli  contain 
large  macrophages  containing  blood  pig- 
ments, so-called  heart  failure  cells.  Sections 
taken  from  various  sections  of  the  brain 
show  some  edema.  The  spleen  is  markedly 
congested.  The  myocardium,  pancreas,  and 
adrenal  glands  are  normal.  Kidneys:  The 
histology  of  the  kidneys  is  striking  (See 
Figure  2).  The  glomeruli  are  diffusely  af- 
fected and  show  proliferation  in  Bowman’s- 
Capsule  together  with  proliferative  changes 
in  the  capillary  tufts,  many  of  which  al- 
most completely  fill  the  glomerular  space. 
In  addition,  exudative  changes  are  present 
within  the  glomeruli,  red  blood  cells,  and 
protein  material  lying  in  the  glomerular 
space.  Red  blood  cells  are  noted  in  the 
proximal  renal  tubules.  There  are  very 


Figure  2 

Section  of  kidney  showing  swollen  capillary  (ufl,  thickening  of  Bowman’s 
capsule  and  exudate  within  glomerulus. 
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marked  post-mortem  changes  in  the  renal 
tubules,  but  in  addition  some  of  the  tubules 
show  ante-mortem  degenerative  changes. 
The  features  are  those  of  acute  diffuse 
glomerulonephritis. 

Patholigical  Diagnoses:  Acute  diffuse 

glomerulonephritis  with  uremia. 

Total  hysterectomy  and  bilateral  .salpin- 
go-oophorectomy 
(status  postoperative  eight  days) 

Myocardial  decompensation,  pulmonary 
edema,  and  congestion  with  passive 
congestion  of  liver  and  spleen. 

Although  the  diagnosis  of  glomerulo- 
nephritis was  mentioned  ante-mortem,  it 
was  not  considered  seriously  by  the  ten 
physicians  who  saw  her  during  her  final 
hospitalization.  The  reasons  given  were  the 
lack  of  any  previous  renal  symptoms  (noc- 
turia, dysuria,  frequency,  etc.);  the  normal 
urine  studies  over  the  past  two  to  three 
years  (these  were  only  office  and  hospital 
urinalyses);  the  minimal  changes  in  the 
urine;  the  absence  of  edema  (or  possibly 
its  masking  by  her  pallor  from  the  anemia 
and  her  moderate  obesity);  and  the  rather 
insidious  onset  of  the  oliguria  in  the  post- 
operative period. 

A niece  had  developed  an  attack  of  acute 
nephritis  approximately  two  weeks  before 
the  patient  entered  the  hospital.  However, 
members  of  the  two  previous  generations  on 
the  other  side  of  the  niece’s  family  had 
succumbed  to  glomerulonephritis  which  ap- 
peared to  put  the  heredity  trait  very  defi- 
nitely out  of  our  patient’s  family. 

We  reviewed  the  charts  of  patients  ten 


years  of  age  and  older  with  acute  glomeru- 
lonephritis at  the  Delaware  Hospital  and 
the  Memorial  Hospital  in  this  City  from 
January,  1950,  to  June,  1956,  and  these 
will  be  reported  in  detail  at  a later  date. 
Our  most  significant  findings  demonstrated 
that  out  of  fourteen  deaths,  twelve  died 
with  diagnoses  other  than  glomerulonephri- 
tis, and  in  eleven  there  is  no  evidence  from 
the  charts  that  the  diagnoses  were  consid- 
ered ante-mortem.  Within  the  past  two 
years  Dr.  S.  S.  Bjom.son,  Medical  Examin- 
er of  the  State  of  Delaware,  has  found  four 
more  cases  of  acute  glomerulonephritis 
among  patients  dying  of  unknown  causes. 
Two  other  cases  have  also  appeared  in  the 
last  six  months  on  the  hospital  wards.  In 
all  these  the  diagnosis  was  not  suspected 
ante-mortem. 

It  may  well  be  that  there  is  a type  of 
acute  nephritis  which  progresses  rapidly  to 
death  and  about  which  little  can  be  done. 
However,  the  low  index  of  suspicion  and 
the  high  mortality  among  these  cases  give 
us  hope  that  with  earlier  recognition  more 
rational  therapy  can.be  planned.  The  diag- 
nosis should  be  suspected  in  any  patient 
who  is  not  doing  well.-  Appropriate  urine 
studies,  BUNs,  and  a careful  intake  and 
output  record  should  be  kept.  As  in  renal 
insufficiency  from  any  other  cause,  electro- 
lyte fluid  and  protein  balance  are  the  main- 
stay of  treatment.  Anti-hypertensives, 
analeptic  drugs,  and  adequate  rest  are  im- 
portant. The  part  the  artificial  kidney  will 
play  in  this  phase  of  nephritis  is  yet  to  be 
determined. 
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HEARING  AIDS:  INHERENT  DANGERS 
IN  FITTING 

J.  Robert  Fox,  M.D.* 


There  has  been  an  increasing  trend  for 
the  person  who  is  hard  of  hearing  to  pur- 
chase a hearing  aid  directly  from  a sales- 
man, either  in  his  home  or  over  the  coun- 
ter of  a drug,  jewelry,  or  department  store. 
The  following  case  reports  illustrate  the  im- 
portance of  a careful  evaluation  of  the  pa- 
tient who  presents  himself  with  the  com- 
plaint of  deafness.  In  each  history  the 
symptom  of  depressed  hearing  represented 
a partial  deafness  in  only  one  ear.  There 
had  been  no  catastrophic  illness,  no  otor- 
rhea, no  otalgia  and  the  patient  could  have 
just  as  easily  sought  the  advise  of  a hear- 
ing aid  salesman  as  an  otologist.  The  dif- 
ference in  outcome,  had  the  former  been 
chosen  for  consultation,  is  the  point  I wish 
to  make. 

A 63  year  old  white  man,  developed 
deafness  and  tinnitis  in  the  right  ear  one 
month  prior  to  examination.  Self  admin- 
istered irrigation  of  cerumen  from  his  ex- 
ternal canals  had  failed  to  give  any  relief. 
Both  tympanic  membranes  were  of  normal 
color  and  clearly  visible  through  cerumen 
free  canals.  The  right  tympanum  was  con- 
siderably more  retracted  than  the  left.  An- 
terior nares  were  clear.  The  oropharynx 
showed  clean  tonsil  fossae.  The  neck  was 
negative  for  lymphadinopathy.  Examina- 
tion of  the  nasopharynx  prior  to  cathater- 
ization  and  inflation  of  the  Eustachian 
tubes  showed  a small  white  mass  superior 
to  the  right  Eustachian  orifice.  This  area 
at  first  glance  through  the  nasopharyngo- 
scope  appeared  to  be  purulent  secretion  but 
manipulation  with  a cotton  tipped  applica- 
tor indicated  this  was  necrotic  tissue.  Cath- 
aterization  and  inflation  was  carried  out 
with  transient  improvement  in  the  hearing 
of  the  right  ear,  suggesting  that  compres- 
sion of  the  Eustachian  tube  had  accounted 
for  the  retracted  right  tympanic  membrane 

* Dover,  Dehiware. 


and  deafness.  Next  a biopsy  was  taken 
from  the  white  mass  and  sent  for  micro- 
scopic study.  Dr.  0.  J.  Poliak,  Pathologist 
of  the  Kent  General  Hospital,  reported  a 
malignant  epithelioma.  A high  degree  of 
malignancy  was  indicated  by  a large  num- 
ber of  mitotic  figures  and  accounted  for  the 
superficial  necrosis.  Following  the  biopsy 
report.  Dr.  E.  R.  McNinch,  Radiologist  of 
the  Kent  General  Hospital,  examined  this 
lesion  through  the  nasopharyngoscope  and 
advised  roentgen  therapy. 

The  second  patient  was  a 56  year  old 
white  man  who  was  told  by  his  family  that 
his  hearing  was  deteriorating  in  both  ears 
but  particularly  in  his  right  ear.  His  child- 
hood history  indicated  repeated  attacks  of 
otorrhea  although  no  acute  ear  disease  had 
occurred  in  the  past  few  years.  Examina- 
tion of  the  ears  revealed  clear  canals  and 
moderately  scarred  tympanic  membranes 
with  slight  retraction.  The  anterior  nares 
were  clear.  A view  of  the  nasopharynx 
showed  a large  fibrous  polyp  protruding 
into  the  right  nasopharynx  and  covering 
the  right  Eustachian  orifice.  An  audiogram 
showed  an  air  conduction  loss  in  the  right 
ear  of  30-35  db.  in  the  lower  frequencies 
dropping  to  80  db.  at  4000.  The  left  ear 
averaged  15  db.  loss.  Removal  of  the  polyp 
restored  the  hearing  in  the  right  ear  to  a 
15  db.  loss  for  lower  frequencies  although 
the  high  tone  loss  remained  unchanged. 
Microscopic  report  by  Dr.  O.  J.  Poliak, 
Pathologist,  was  fibrous  polyp,  non  malig- 
nant. 

The  above  facts  lead  one  to  conclude  that 
a careful  medical  examination  in  the  prob- 
lem of  deafness  should  be  a prerequisite  to 
the  fitting  of  a hearing  aid.  Had  either  of 
these  patients  gone  directly  to  a hearing 
aid  salesman,  the  organic  lesions  that  rep- 
resented the  primary  etiology  would  have 
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been  overlooked.  In  the  instance  of  the 
nasopharyngeal  malignancy,  any  delay  in 
recognizing  this  tumor  and  instituting  the 
correct  therapy  would  have  immeasurably 
decreased  the  patient’s  chances  for  survival. 

There  is  no  ready  answer  to  the  prob- 
lem of  divided  responsibility  to  the  deaf 
patient.  A solution  could  resolve  out  of  a 
better  appreciation  on  the  part  of  the  hear- 
ing aid  manufacturer  and  his  representa- 
tives as  to  the  true  scope  of  their  activity. 
Non  professional  advice  on  medical  prob- 
lems can  reach  a point  beyond  which  it  be- 
comes a detriment  rather  than  an  aid  to 
the  patient.  Accepting  a full  share  of  re- 
sponsibility to  the  deafened  would  result 
in  fewer  failures  in  fitting  hearing  aids  and 
surely  uncover  a number  of  contributing 


causes  that  could  be  improved  with  treat- 
ment. An  effort  should  be  made  in  adver- 
tising and  sales  techniques  to  direct  the 
hard  of  hearing  to  an  Otologist  for  evalua- 
tion before  a hearing  aid  is  sold. 

SUMMARY 

( 1 ) Examination  by  an  Otologist  should 
precede  the  fitting  of  a hearing  aid. 

(2)  Two  examples  of  organic  lesions  caus- 
ing deafness  for  which  hearing  aids 
were  not  indicated  were  cited. 

(3)  Greater  responsibility  to  the  patient 
on  the  part  of  the  hearing  aid  manu- 
facturer and  his  representatives  was 
recommended. 
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IN  THE  SUPREME  COURT  OF  THE  STATE  OF  DELAWARE 


f 

V No.  23,  1957 


BARBARA  LYNN  CHRIS- 
TIAN, an  infant,  by  her  next 
friend,  JAMES  A.  CHRIS- 
TIAN, 

Plaintiff  Below, 
Appellant, 

-vs- 

WILMINGTON  GENERAL 
HOSPITAL  ASSOCIA- 
TION, INC.,  a corporation 
of  the  State  of  Delaware, 

Defendant  Below, 

Appellee. 


(November  8,  1957) 

SOUTHERLAND,  C.J.,  WOLCOTT  and 
BRAMHALL,  JJ.,  sitting. 

Writ  of  Error  to  the  Superior  Court  of 
New  Castle  County. 

Donald  W.  Booker,  of  Wilmington, 
for  appellant. 

E.  N.  Carpenter,  II,  of  Wilmington, 
for  appellee. 

WOLCOTT,  J.: 

This  appeal  seeks  reversal  of  a directed 
verdict  for  the  defendant  at  the  close  of 
the  plaintiff’s  testimony  in  the  trial  of  an 
action  before  the  Superior  Court  against 
the  defendant  hospital,  based  on  the  al- 
leged negligence  of  its  agent. 

The  facts  may  be  stated  as  follows:  The 
plaintiff,  in  January,  1953,  the  time  of  the 
injury,  was  approximately  sixteen  months 
of  age  and,  while  playing  in  her  home,  fell 
on  a glass  bottle  which  broke  and  cut  her 
hand  severely.  The  plaintiff  was  taken  by 
her  parents  to  the  Wilmington  General 
Hospital  and  there  treated  by  an  intern 
then  on  duty  in  the  emergency  ward.  At 
the  time  of  treatment,  the  plaintiff  was 
crying  and  struggling  so  that  she  had  to 
be  held  by  her  parents  and  a student 
nurse  then  on  duty. 

The  intern  examined  the  wound,  treated 
it  and  sewed  it  up  and,  in  respon.se  to  a 


/ 

question  by  the  infant’s  father,  stated  that 
the  tendons  of  the  hand  were  not  severed. 
Later,  although  the  testimony  is  somewhat 
confused  as  to  the  exact  time,  the  plain- 
tiff was  again  taken  to  the  defendant  hos- 
pital. This  subsequent  visit  was  either  four 
or  ten  days  following  the  accident.  She  was 
again  examined  by  the  same  intern  who 
noted  that  a stiffness  had  developed  in  the 
index  finger  of  her  right  hand.  At  this  time 
the  intern  did  not  diagnose  the  stiffness 
as  having  been  caused  by  a severed  tendon, 
although,  again  on  this  point,  the  testi- 
mony is  confused. 

Subsequently,  a third  time,  the  plaintiff 
was  taken  to  the  defendant  hospital  and, 
at  this  time,  the  plaintiff’s  parents  may 
have  been  advised  that  the  stiffness  in  the 
index  finger  was  caused  by  a severed  ten- 
don. In  any  event,  however,  in  April,  1953, 
the  plaintiff  was  examined  at  the  Phila- 
delphia Naval  Hospital  and  her  parents 
advised  that  the  tendon  serving  the  index 
finger  of  her  right  hand  had  been  severed, 
and  that  an  operation  would  be  required  to 
repair  it.  As  of  tbe  date  of  trial  of  this 
cause,  approximately  four  years  following 
the  injury,  the  operation  has  not  been  per- 
formed. 

Tbe  plaintiff  called  as  witnesses  two  doc- 
tors to  testify  as  experts.  Tbe  substance 
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of  their  testimony  with  respect  to  injuries 
of  this  type  and  the  treatment  customarily 
followed  is  set  out.  In  a child  of  this  age 
the  tendon  leading  to  an  index  finger  is 
approximately  the  size  of  a heavy  piece  of 
string,  perhaps  as  much  as  Yg  inch  in  diam- 
eter. By  visual  examination  of  the  wound, 
it  is  possible  to  see  the  tendon  if  it  has  not 
been  severed,  but  it  is  also  entirely  possible, 
in  the  case  of  a small  struggling  and  crying 
child,  that  the  tendon  would  not  be  seen. 
In  the  treatment  of  such  a wound,  it  is 
routine  practice  to  determine  if  possible 
whether  or  not  tendons  have  been  severed, 
but  if  the  child  is  uncooperative,  it  is  often- 
times impossible  to  determine  because  diag- 
nosis requires  flexion  of  the  finger  which, 
in  turn,  can  be  achieved  only  by  the  co- 
operation of  the  patient. 

The  doctors  testified  that  when  a tendon 
is  divided  an  operation  is  invariably  re- 
quired to  repair  it  since  a severed  tendon 
will  not  grow  together  of  its  own  volition, 
but  tends  to  withdraw  into  the  wrist  after 
having  been  severed.  They  also  testified 
that  an  immediate  operation  for  a severed 
tendon  is  not  always  performed.  Whether 
or  not  immediate  repair  is  made,  or  the 
operation  postponed  depends  upon  a num- 
ber of  factors,  such  as  possible  contamina- 
tion of  the  wound  and,  also,  in  the  case  of 
a small  child  the  desirability  of  permitting 
normal  growth  to  take  place  to  make  sub- 
sequent repair  by  operation  easier. 

The  doctors  were  agreed  that  immediate 
operation  is  not  necessary  for  the  repair  of 
a severed  tendon  and  that  postponement 
of  the  operation,  even  for  as  long  as  four 
years,  would  not  result  in  any  permanent 
disability  by  reason  of  the  delay.  In  other 
words,  successful  repair  of  a severed  tendon 
can  be  made  after  the  lapse  of  years. 

The  doctors  also  testified  it  was  possible, 
at  the  time  of  the  initial  examination  by 
the  intern,  that  the  tendon  leading  to  plain- 
tiff’s right  index  finger  was  only  partially 
severed,  which  would  not  have  been  dis- 
covered by  examination,  and  that  the  ten- 
don might  have  ruptured  later  after  the 
initial  treatment,  which,  if  that  were  the 
fact,  would  not  have  been  the  cause  of  the 
rupture. 


Upon  this  state  of  the  plaintiff’s  evidence 
the  trial  court  instructed  the  jury  to  re- 
turn a verdict  for  the  defendant  on  the 
ground  that  is  was  insufficient  to  establish 
a prima  facie  case  in  the  plaintiff’s  favor 
because  of  two  deficiencies.  The  first  de- 
ficiency was  that  there  was  no  evidence  at 
all  that  the  intern  employed  by  the  de- 
fendant had  failed  to  conform  to  accepted 
standards  of  care  and  treatment  prescribed 
for  physicians  in  the  community.  And  the 
second  deficiency  was  that  there  was  no 
evidence  offered  by  the  plaintiff  that  the 
treatment  performed  by  the  intern  was  the 
proximate  cau.se  of  the  injury. 

Plaintiff  now  appeals,  making  two  basic 
arguments  for  the  reversal  of  the  directed 
verdict,  viz.,  (1)  that  the  plaintiff  did  offer 
sufficient  evidence  of  the  failure  of  the  in- 
tern to  conform  to  the  accepted  medical 
standards  in  the  community  for  the  care 
and  treatment  of  injuries  of  the  nature 
suffered  by  the  plaintiff;  and  (2)  that  in 
any  event  the  case  should  have  been  sub- 
mitted to  the  jury  by  reason  of  the  doc- 
trine of  res  ipsa  loquitur. 

As  a general  proposition,  a physician, 
surgeon  or  dentist  is  answerable  in  dam- 
ages for  an  injury  to  a patient  resulting 
from  his  failure  to  use  the  standard  knowl- 
edge and  skill  required  of  doctors,  or  by 
reason  of  his  failure  to  use  reasonable  care 
and  diligence  in  the  application  of  such 
knowledge  or  skill.  41  Am.Jur.,  Surgeons 
and  Physicians,  §104;  70  C.J.S.,  Physicians 
and  Surgeons,  §48.  However,  as  in  every 
action  based  upon  negligence,  negligence  is 
not  presumed  but  must  be  affirmatively 
proven.  This  proposition  is  so  elementary  as 
to  require  no  citation  of  authority.  Nor 
does  the  sole  fact  that  an  injury  has  re- 
sulted from  a certain  treatment  raise  any 
presumption  of  negligence  on  the  part  of 
the  attending  doctor.  See  cases  annotation, 
162  A.L.R.  1278. 

It  is  therefore  incumbent  upon  a plain- 
tiff seeking  recovery  for  injury  upon  the 
theory  that  that  injury  has  resulted  from 
faulty  medical  care  given  by  a doctor  to 
prove  the  medical  standards  to  which  that 
doctor  is  required  to  conform.  In  almost 
all  cases  this  standard  necessarily  must  be 
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established  by  competent  expert  testimony 
since  only  in  the  most  superficial  way  can 
laymen  be  expected  to  know  the  appropri- 
ate standards  of  care  to  be  followed. 

In  this  case  the  plaintiff  attempted  to 
establish  the  standard  which  should  have 
been  complied  with.  This  was  done  by  the 
testimony  of  two  admitted  experts  in  the 
field  of  treatment  of  injuries  of  this  nature. 
It  is  clear  from  their  testimony  that  is  was 
entirely  possible  in  examining  this  patient 
according  to  that  standard  not  to  ascertain 
at  the  time  of  such  examination  that  a 
tendon  had  been  severed.  It  is  furthermore 
clear  that  the  failure  to  ascertain  immedi- 
ately the  severing  of  the  tendon  did  not 
result  from  a failure  to  conform  to  the  ac- 
cepted standard  and,  in  any  event,  that  no 
permanent  injury  has  followed  the  failure 
to  discover  the  condition. 

It  seems  clear  from  the  plaintiff’s  case 
that  the  intern  at  the  defendant  hospital 
examined  the  infant  plaintiff  as  any  other 
doctor  in  the  community  would  have  ex- 
amined her  under  like  circumstances.  There 
is  no  evidence  that  his  treatment  of  the 
wound  and  suturing  failed  in  any  respect 
to  conform  to  the  established  standards 
for  the  medical  profession. 

This  being  the  state  of  the  evidence  it 
is  the  law  that  a presumption  arises  that 
the  doctor  in  fact  exercised  ordinary  and 
reasonable  care  and  prudence  in  the  treat- 
ment of  the  wound,  when  there  is  no  direct 
evidence  to  the  contrary.  Mitchell  v.  At- 
kins, 6 W.W.Harr.  451,  178  A.  593;  41 
Am.Jur.,  Physicians  and  Surgeons,  §127. 

We  are  of  the  opinion,  therefore,  that  the 
plaintiff  failed  to  produce  affirmative  evi- 
dence of  negligence  by  direct  testimony 
sufficient  to  require  the  trial  court  to  sub- 
mit the  issue  of  negligence  to  the  jury  for 
its  determination. 

In  this  connection  appellant  argues  that 
it  is  not  nece.ssary  to  prove  the  standard 
of  care  required  of  doctors  by  the  testi- 
mony of  other  doctors  because  of  what  is 
.said  to  be  an  unwillingness  on  the  part  of 
one  doctor  to  charge  his  profe.ssional  broth- 
er with  negligence.  It  is,  of  course,  obvious 
that  in  .some  instances  a jury  of  laymen 


could  determine  without  the  testimony  of 
experts  that  a treatment  given  was  so  un- 
related to  the  injury  or  illness  of  the  pa- 
tient as  to  make  obvious  to  anyone  the 
failure  of  the  doctor  to  exercise  acceptable 
standards  of  care.  But,  in  the  ordinary  case 
of  bodily  injury,  the  proper  treatment  of 
which  would  not  be  known  to  a layman, 
we  think  it  necessary  to  offer  the  testimony 
of  admitted  experts  for  the  guidance  of  the 
jury  in  determining  the  issue  of  negligence 
or  non-negligence.  In  our  opinion,  the  in- 
jury of  which  this  plaintiff  complains  was 
of  such  nature  as  to  require  a method  of 
treatment  not  obvious  enough  to  warrant 
the  assumption  that  a layman,  in  the  ab- 
sence of  expert  testimony  on  the  subject, 
could  make  an  intelligent  decision  upon 
the  propriety  of  the  treatment  given. 

Secondly,  the  plaintiff  argues  that  the 
issue  of  negligence  should  have  been  sub- 
mitted to  the  jury  because  of  the  doctrine 
of  res  ipsa  loquitur.  This  court’s  predeces- 
sor, in  Delaware  Coach  Co.  v.  Reynolds, 
6 Terry  226,  71  A. 2d  69,  stated  that  the 
doctrine  of  res  ipsa  loquitur  is  available  to 
a plaintiff  to  take  his  case  to  the  jury 
“where  the  facts  and  circumstances  sur- 
rounding the  occurrence  of  the  injury  war- 
rant the  interference  of  negligence  on  the 
part  of  the  defendant”.  The  court  went  on 
to  say  that  in  order  to  determine  the  avail- 
ability of  the  doctrine  the  court  must  ex- 
amine the  manner  in  which  the  alleged  in- 
jury occurred  and  then  determine  whether 
or  not  in  the  usual  course  of  events  it 
would  be  concluded  by  reasonable  persons 
that  the  injury  would  probably  not  have 
occurred  except  for  some  negligence  on  the 
part  of  the  defendant. 

In  Mitchell  u.  Atkins,  supra,  a case  seek- 
ing to  make  a dentist  respond  in  damages 
for  the  death  of  a patient  in  the  circum- 
stance that,  while  extracting  a tooth,  gas 
was  administered  as  an  anesthetic  under 
the  influence  of  which  the  patient  died,  it 
was  held  that  a count  in  the  declaration 
alleging  no  negligence  but  relying  solely 
upon  the  doctrine  of  res  ipsa  loquitur  based 
upon  tbe  fact  of  administration  of  an  an- 
esthetic and  subsequent  death,  was  sub- 
ject to  demurrer  for  failing  to  state  a cause 
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of  action.  The  court  went  on  to  say  that 
it  was  necessary  in  such  actions  to  prove 
a lack  of  requisite  knowledge  or  skill,  or  a 
failure  to  exercise  such,  or  the  use  of  some 
instrumentality  in  treatment  of  the  pa- 
tient which  results  in  something  so  incon- 
sistent with  the  normal  and  u.sual  result 
that  negligence  in  the  application  of  the 
instrument  must  be  pre-supposed. 

This  case  in  its  best  light  for  the  plain- 
tiff is,  at  most,  one  of  an  unfavorable  re- 
sult from  the  treatment  employed.  It  seems 
clear  in  such  circumstance  that,  ba.sed  up- 
on the  unfavorable  nature  of  the  re.sult  of 
treatment,  no  presumption  of  negligence  on 
the  part  of  the  doctor  can  arise.  See  An- 
notation, 162  A.L.R.  1281;  Mitchell  v.  At- 
kins, supra;  38  Am.Jur.,  Negligence,  §295. 

We  are  of  the  opinion,  therefore,  that 
the  trial  court  was  correct  in  refusing  to 


submit  the  issue  to  the  jury  on  the  doc- 
trine of  res  ipsa  loquitur. 

The  foregoing  is  sufficient  to  affirm  the 
judgment  below.  We  are  not  called  upon, 
therefore,  to  pass  upon  the  additional  ques- 
tion of  whether  or  not  the  plaintiff  had 
successfully  shown  any  casual  connection 
between  the  treatment  given  by  the  intern 
and  the  injury.  We  content  our-selves  in 
this  respect  with  saying  that  we  think  it 
clear  that  the  treatment  given  did  not  and 
could  not  have  cau.sed  the  stiffness  in  the 
plaintiff’s  index  finger.  That  stiffness  was 
caused  solely  by  the  severing  of  the  tendon, 
which  was  caused  in  turn  by  the  cut  in- 
flicted by  the  broken  bottle  and  not  be  the 
treatment  given  the  plaintiff  at  the  hospi- 
tal. 

The  judgment  below  is  affirmed. 
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WOMAN’S  AUXILIARY 

REPORT  OF  THE  MENTAL  HEALTH  COMMITTEE  OF  THE 
WOMAN’S  AUXILIARY  TO  THE  MEDICAL 
SOCIETY  OF  DELAWARE 


The  Mental  Health  Committee  of  the 
Woman’s  Auxiliary  to  the  Medical  Society 
of  Delaware  has  had  a very  rewarding  year. 

In  New  Castle  County,  a program  was 
devoted  to  Mental  Health  this  fall.  As  a 
result,  there  are  eighteen  volunteers  from 
the  Woman’s  Auxiliary  working  in  the 
State  Hospital  at  Farnhurst  three  days  a 
week,  taking  the  library  carts  into  the 
wards. 

Two  hundred  and  twenty-five  dollars  has 
been  designated  from  the  New  Castle 
County  group  for  library  supplies.  Two 
hundred  and  thirty-eight  books  and  nu- 
merous magazines  have  also  been  donated 
by  this  group. 

Volunteers  have  been  working  in  the 
library  cleaning  out  shelves  and  unservice- 
able books.  These  books  will  be  salvaged 
for  the  price  the  paper  will  bring. 

Recently  there  have  been  some  pictures 
taken  of  volunteers  working  in  the  library. 
These  will  be  used  for  newspaper  publicity. 

The  State  Hospital  at  Farnhurst  is  in- 
deed grateful  for  the  efforts  of  the  Woman’s 
Auxiliary  to  the  New  Castle  County  Med- 
ical Society. 


In  Sussex  County,  the  group  has  been 
very  active  in  providing  toys  and  books  for 
the  hospital  for  the  mentally  retarded  at 
Stockley.  This  is  fulfilling  a great  need.  A 
check  for  twenty-five  dollars  has  been 
drawn  from  the  Sussex  Treasury  and  ear- 
marked for  the  Stockley  patients  for  Eas- 
ter. 

This  group  has  also  been  sending  several 
local  newspapers  to  the  State  Hospital  at 
Farnhurst  to  be  used  on  the  library  carts. 
This  is  of  great  benefit  to  the  patients  in 
the  State  Hospital  from  the  lower  Delaware 
counties. 

There  has  been  no  activity  in  the  Mental 
Health  field  in  Kent  County  this  year.  The 
group  so  far  is  very  small,  and  finds  that  it 
must  limit  its  activities  to  one  field  and 
they  chose  another  project  this  year. 

May  I take  this  opportunity  to  commend 
the  county  chairmen  for  the  excellent  job 
they  have  done  in  Mental  Health  so  far 
this  year. 

Great  strides  have  been  made  in  this  too 
long  neglected  field. 

Respectfully  submitted, 

( Mrs.  G.  H.  H. ) lone  T.  Garrison, 
State  Mental  Health  Chairman. 
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RAYMOND  T.  LaRUE,  M.D. 


Doctor  LaRue  was  born  in  Gallipolis,  Ohio  on  March  22,  1895 
and  died  while  attending  a patient  in  Wilmington  on  March  17, 
1958. 

A graduate  of  the  University  of  Maryland  School  of  Medicine, 
Dr.  LaRue  interned  at  the  Delaware  Hospital.  He  practiced  for 
several  years  in  Michigan  before  returning  to  Wilmington  in  the 
mid-1920’s  to  become  Chief  of  the  Genito-Urinary  Service  at  the 
Delaware  Hospital.  At  the  time  of  his  death  he  was  Consultant 
in  Urology  at  the  Delaware  Hospital  as  well  as  a member  of  the 
staffs  of  St.  Francis,  Wilmington  General,  and  Delaware  State 
Hospitals. 

He  was  a member  of  the  Medical  Society  of  Delaware  and  is 
survived  by  his  wife,  Mrs.  Rose  LaRue. 
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1957  ANNUAL  REPORT  — THE  COMMITTEE  FOR 
THE  IMPROVEMENT  OF  PATIENT  CARE 


History 

The  Committee  has  been  meeting  regu- 
larly for  the  past  three  years  since  its  in- 
ception on  a local  basis.  It  was  originally 
patterned  after  a national  group  and  is 
concerned  with  bringing  together  physi- 
cians, nurses  and  hospital  administrators 
to  discuss  problems  of  mutual  interest  to- 
ward the  improvement  of  patient  care. 

Objectives 

1.  To  evolve  logical  conclusions  and  to 
make  definite  recommendations  to  par- 
ent groups  concerning  subjects  selected 
for  discussion,  study  and  investigation. 

2.  To  review  problems  of  mutual  concern 
and  interest  to  the  nurse,  the  hospital 
administrator  and  the  physician  that 
arise  from  the  care  of  the  patient. 

3.  To  develop  better  insight  into  the 
problems  of  the  allied  professions  who 
have  a single  goal  in  mind — “The  Pa- 
tient”. 

The  Committee  acts  as  an  advisory  body 
and  does  not  have  the  power  to  legislate. 
Findings  or  recommendations  may  be  ac- 
cepted or  rejected  by  any  of  the  partici- 
pating organizations. 

During  the  pa.st  year  interest  in  the 
work  of  the  Committee  has  lagged  some- 
what due  to  the  resignation  of  one  of  the 
hospitals,  two  of  the  physicians  and  the 
practical  nurse  representative  without  re- 
placements being  named.  Attendance  has 
been  relatively  poor.  The  appointment  of 
four  new  physicians  has  been  announced 
at  the  end  of  the  year  and  a pick-up  in  at- 
tendance is  expected.  New  officers  were 
elected  and  installed  at  the  regular  meet- 
ing in  December. 

Business  of  the  Committee 

The  outstanding  accomplishment  of  the 
year  was  the  institute  on  “Human  Rela- 
tions in  the  Hospital”  which  was  held  on 


October  21,  1957,  in  the  Hotel  du  Pont  in 
Wilmington.  Two  outstanding  speakers. 
Brig.  General  Don  C.  Faith  and  Dr.  B.  H. 
Jarman,  both  of  George  Washington  Uni- 
versity, discussed  “Basic  Elements  of  Hu- 
man Relations”,  “Communications  in  Hu- 
man Relations”,  “Application  of  Human 
Relations”,  and  “Motivation  of  Human  Re- 
lations” before  a group  of  128  representa- 
tives of  hospitals,  medical  societies,  nurses 
organizations  and  other  allied  fields.  This 
institute  was  planned  and  activated  by  the 
Committee  for  the  Improvement  of  Patient 
Care  with  the  approval  and  sponsorship  of 
the  Tri-State  Hospital  Association. 

A Supervisory  Training  Program  was  set 
up  by  the  University  of  Delaware  in  con- 
junction with  this  Committee  and  twelve 
representatives  from  Delaware  Hospital 
and  four  from  the  Memorial  Hospital  at- 
tended the  six  sessions.  There  was  some 
difference  of  opinion  as  to  the  value  of  this 
program,  but  it  was  generally  agreed  that 
those  in  attendance  had  gained  from  the 
experience  and  had  carried  over  to  the'r 
work  a new  philosophy  toward  their  job 
and  fellow  workers.  The  program  is  expect- 
ed to  be  repeated  and  extended. 

The  Social  Service  Exchange  and  its 
function  with  the  hospitals  was  discusvsed 
with  the  hope  that  more  use  could  be  made 
of  this  organization  in  preventing  duplica- 
tion of  service  in  the  hospitals  and  in  giv- 
ing better  service,  particularly  to  OPD  pa- 
tients. The  extension  of  activities  on  the 
part  of  this  agency  is  dependent  upon  com- 
munity funds  and  nothing  further  has  de- 
veloped. 

A study  of  the  Private  Duty  Nurse  Reg- 
istry has  been  made  in  an  effort  to  im- 
prove the  services  rendered  and  to  over- 
come certain  weaknesses  in  the  present  or- 
ganization of  the  Registry.  A consultant 
from  the  American  Nurses  Association  vis- 
ited Wilmington  and  conducted  a .survey 
of  the  local  .situation  and  has  submitted 
recommendations.  Other  changes  have  also 
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been  suggested  by  the  Directory  Committee 
of  the  Delaware  State  Nurses  Association. 
Reorganization  plans  continue. 

Identification  of  practical  nurses  on  the 
floors  by  means  of  an  arm  patch  was  rec- 
ommended so  that  all  hospitals  would  have 
uniform  requirements.  This  is  now  in  ef- 
fect. 

A training  program  in  “Discussion  Lead- 
ing” is  under  consideration  and  prelimin- 
ary details  are  being  worked  out  with  rep- 
resentatives of  the  Du  Pont  Company.  This 
program  will  he  offered  to  the  local  hospi- 
tals. 

It  was  agreed  to  invite  the  administra- 
tor of  the  Veterans  Hospital  to  become  a 
member  of  this  committee. 

Uniformity  in  hospital  procedures  is  to 
be  part  of  future  agenda  of  the  meetings 
and  this  Committee  will  endeavor  to  work 
in  a liaison  capacity  to  coordinate  and 
standardize  recommendations  of  existing 
working  committees  from  other  groups. 


Members  of  the  Committee 

Hospitals  (Association  of  Delaware 
Hospitals) : Memorial,  Mr.  Charles  E.  Va- 
dakin.  Chairman;  Delaware,  Mr.  R.  R. 
Griffith;  Wilmington  General,  Mr.  Leo  G. 
Schmelzer;  St.  Francis,  Resigned;  Secre- 
tary, Mr.  J.  A.  Rockwell. 

Nursing  (Delaware  State  Nursing  Or- 
ganizations) : Delaware  State  Nursing  As- 
sociation, Miss  Dorothy  Hufcut,  Miss  Ther- 
ese  M.  Curran,  Miss  Dorothy  B.  Ranck; 
Delaware  League  for  Nursing,  Miss  Ruth 
Curry,  Vice-Chairman;  Delaware  Licensed 
Practical  Nurses  Association  (vacant). 

Physicians  (New  Castle  County  Med- 
ical Society):  Memorial,  Dr.  Edward  S. 
Parvis;  Delaware,  Dr.  Ward  W.  Briggs; 
Wilmington  General,  Dr.  David  Platt;  St. 
Francis,  Dr.  Thomas  V.  Hynes. 

Respectfully  submitted, 

J.  A.  Rockwell 
Secretary 
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ANNOUNCING  A NEW  AWARD  FOR 
MEDICAL  WRITING 


The  Editors  of  Modern  Medical  Monographs,  a quarterly  publi- 
cation, announce  an  award  for  the  best  unpublished  manuscript  for 
a short  book  on  a clinical  subject  in  the  field  of  internal  medicine.  The 
purpose  of  this  award,  which  will  be  known  as  the  Modern  Medical 
Monograph  Award,  is  to  stimulate  young  physicians  to  communicate 
their  work  in  the  classical  form  of  the  monograph  and  to  achieve  high 
standards  of  medical  writing.  The  winner  of  this  competition  will  re- 
ceive five  hundred  dollars.  In  addition,  the  winning  monograph,  if 
found  suitable,  will  be  published  as  a book  in  the  series  Modern  Med- 
ical Monographs.  The  generosity  and  cooperation  of  Dr.  Henry  M. 
Stratton,  President  of  Grune  and  Stratton,  Inc.,  publishers  of  the 
series,  have  made  this  award  possible. 

Tbe  entries  will  be  judged  for  style  and  clarity  of  expression  by  a 
committee  of  the  American  Medical  Writers’  Association  and  for  clin- 
ical interest  and  scientific  value  by  tbe  Editors  and  Advisory  Board  of 
Modern  Medical  Monographs. 


RULES: 

1.  The  author,  or  authors,  must  be  a graduate  physician,  less  than  40 
years  of  age.  Single  authorship  is  preferred,  but  two  co-authors 
will  be  acceptable.  The  name  of  the  medical  school  from  which  the 
author  graduated  and  his  date  of  graduation  should  be  stated. 

2.  Manuscripts  should  be  submitted  in  duplicate  (original  and  one 
copy)  by  registered  mail,  postmarked  not  later  than  October  1, 1958, 
to  Richard  H.  Orr,  M.D.,  37  East  67th  St.,  New  York  21,  New  York. 

3.  The  manuscript,  including  the  bibliography,  must  consist  of  be- 
tween 115  and  200  double-spaced  typewritten  pages  with  ample 
margins  and  not  more  than  40  illustrations  (figures  or  photographs). 
For  each  illustration  used,  the  allowable  upper  limit  of  typewritten 
manuscript  pages  should  be  reduced  by  one. 

4.  Fishbein’s  book,  “Medical  Writing”  (third  edition),  should  be  fol- 
lowed in  preparation  of  tbe  manuscript,  use  of  abbreviations,  and 
bibliographic  form. 


Richard  H.  Orr,  M.D. 
Consulting  Editor 


Irving  S.  Wright,  M.D. 
Editor-in-Chief 
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FORAND  BILL 


Last  month’s  issue  of  the  Journal  dis- 
cussed the  latest  significant  proposal  to 
amend  the  Federal  Social  Security  System 
to  advance  the  cause  of  compulsory  na- 
tional health  insurance.  The  Forand  Bill 
(H.R.  9467),  which  proposes  that  surgical 
and  hospital  service  to  recipients  of  Social 
Security  old  age  and  survivors  benefits  shall 
henceforth  be  at  government  expense,  was 
analysed  and  related  to  the  continuing 
movement  of  which  the  Wagner-Murray- 
Dingell  Bills  were  the  most  significant  and 
frank  manifestations. 

The  American  Medical  Association  has 
recently  mailed  to  its  component  State  So- 
cieties a very  interesting  reprint  of  a news 
story  in  the  New  York  Times.  Headlined 
“AMA  Opposition  to  U.S.  Aid  Scored”, 
the  article  is  a summary  of  a vitriolic  attack 
upon  the  AMA  stand  against  the  Forand 
Bill,  which  is  unquestionably  a virulent 
threat  to  private  practice.  Characterizing 
it  as  “witch  doctors  exorcising  the  evil  spir- 
it, socialized  medicine”,  Eveline  M.  Burns, 
Ph.D.,  told  a group  representing  the  Amer- 
ican Public  Welfare  Association  that  the 
AMA  is  taking  “a  narrow  and  self-inter- 
ested view  of  the  social  responsibilities  of 
the  profession”. 

Speaking  as  the  President  of  the  Na- 
tional Conference  on  Social  Welfare,  Dr. 
Bums  lamented  that  little  progress  has 
been  made  in  the  last  10  or  15  years  in 
Social  Security,  and  that  the  country  has 
moved  so  slowly  toward  more  complete 
elimination  of  so-called  “risk  areas”  which 
are  now  the  responsibility  of  the  individual. 
While  stating  that  she  believes  that  noth- 
ing short  of  National  Health  Service  (pre- 
sumably resembling  Britain’s)  could  meet 
the  problem  of  patient  care  in  the  United 
States,  she  conceded  that  this  probably 
would  not  come  soon.  Unfortunately,  she 


.said,  the  attitudes  of  crucial  professions 
have  often  hampered  social  legislation. 

We  find  two  highly  interesting  if  not  en- 
couraging facets  of  Dr.  Burns’  address. 
First  of  all.  Dr.  Burns  is  Professor  of  So- 
cial Work  at  the  New  York  School  of  So- 
cial Work  of  Columbia  University,  and  is 
presumably  instilling  her  more  or  less  bright 
and  dedicated  young  pupils  with  her  con- 
clusions on  the  necessity  for  national  com- 
pulsory health  insurance.  We  can,  there- 
fore, expect  increased  pressure  for  this  as 
time  goes  by.  Certainly,  this  does  not  im- 
ply that  Dr.  Burns  is  an  isolated  phenom- 
enon. It  is  our  impression  that  compulsory 
health  insurance  is  a pet  subject  of  social 
academicians  everywhere. 

Secondly,  and  not  less  important.  Dr. 
Burns  has  pointed  out  at  least  as  well  as 
could  the  Forand  Bill’s  most  fervent  op- 
ponent the  dangers  inherent  in  this  legis- 
lation. The  Forand  Bill  is  aimed  at  chip- 
ping away  the  barrier  the  medical  profes- 
sion has  erected  between  itself  and  the 
precipice  of  socialism.  These  politically 
palatable  capsules  can  kill  free  medicine  as 
surely  as  could  a single  massive  dose.  It 
would  be  the  height  of  fatuity  to  fail  to 
take  a positive,  energetic  stand  against 
them  as  they  arise. 

Several  hospitals  in  Delaware,  as  well 
as  the  American  Hospital  Association,  have 
officially  opposed  the  Forand  Bill.  They 
have  recognized  that  although  care  for  the 
aged  is  a major  health  problem,  the  For- 
and approach  is  neither  economically,  psy- 
chologically nor  sociologically  justifiable. 
The  Journal  views  this  stand  on  the  part 
of  the  hospitals,  who  certainly  are  inti- 
mately acquainted  with  the  financial  prob- 
lems of  the  aged  ill,  with  sincere  respect. 

It  is  our  hope  that  the  medical  profes- 
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sion  of  Delaware  will  not  be  less  actively 
intelligent  in  informing  our  Representative- 
at-Large,  Mr.  Harry  S.  Haskell,  of  our 
feelings,  individual  as  well  as,  collective, 
regarding  this  pernicious  legislation.  Mr. 


Haskell’s  address  is: 

Representative  Harry  S.  Haskell 
Congress  of  the  United  States 
House  of  Representatives 
Washington  25,  D.  C. 


KNOW  WHEREOF  YOU  SPEAK— 


Insurance  is  a large  and  growing  busi- 
ness. Rules,  regulations,  and  types  of  poli- 
cies sold  constantly  change. 

Recently,  physicians  in  a small  Southern 
town,  sincerely  and  in  good  faith,  advised 
two  of  their  patients  to  drop  accident  and 
health  policies  they  had  been  carrying. 
One  patient  was  diabetic  and  the  other  had 


a myocardial  infarction.  The  physicians 
reasoned  that  their  patient’s  histories  of 
disability  would  prevent  them  from  collect- 
ing claims.  This  advice,  although  logical 
and  well-intentioned,  was  erroneous  and 
was  a disservice  to  the  patients. 

We  should  be  careful  to  have  all  facts 
available  before  giving  advice. 


LEGAL  DEFINITION 


The  Supreme  Court  of  the  State  of  Dela- 
ware has  clearly  defined  the  relative  re- 
sponsibility of  the  practicing  physician,  the 


interne,  and  the  hospital  in  a decision  re- 
printed in  this  issue.  This  decision  is  of 
importance  to  all  of  us. 
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CHEMOTHERAPY  PLUS  FLORA  CONTROL 


Floraquili 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


Vaginal  discharge  is  one  of  the  most  com- 
mon  and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  monilial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  dillicult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Ddderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.P.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  monilial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth  of  the  normal  flora. 

Method  of  Use 

The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 


Intravaginal  A pplicator  for  Improved 
Treatment  of  Vaginitis 

This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  the  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 
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with  new 


^ FETlSr  + C3 

(PENTAERYTHRITOL  TETRANiTRATe)  (sRANO  OF  MY0R0*VZINE) 


why  PETN? 


For  cardiac  effect:  PETN  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.’”  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  ATAIIax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two? 


NEW  YORK  17.  NEW  YORK 
Oivision.  Chas  Pfizer  & Co..  Inc. 


Fo7'  g^'catei-  therapeutic  sticcess:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  anj^ina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  , . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russck,  H.  I.:  Postprad.  Mod.  /5>;5r)2  (June)  1956. 

Domtge  o}f(l  Supplied:  PoRin  with  1 to  2 yellow  cartrax  “10*’ 
tablets  (10  mK.  I’KTN  plus  10  m^.  atarax)  to  4 times  daily. 
When  indicateci  this  may  be  increased  by  switching  to  pink  CARTRAX 
“20“  tablets  (20  mg.  pktn  plus  10  mg.  atarax.)  Kor  convenience, 
write  “cartrax  10“  or  “cartrax  20.”  In  bottles  of  100. 
cartrax  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  I’ETN  preparations  with  caution 
in  glaucoma. 


♦Trademark 


I 


CORRECTS 
IRON  DEFICIENCY 
AS  IT 

STIMULATES 

APPETITE 


DELICIOUS  CHERRY  FLAVOR 
DESIGNED  TO  APPEAL  TO 
BOTH  CHILDREN  AND  ADULTS 


OR  CHILDREN 


Supplies  essential  Iron  as  ferric  pyrophos- 
phate, highly  stable,  well-tolerated,  readily 
absorbed ; essential  vitamins  Bi,  Be  and  B12, 
established  as  appetite  stimulants;  essential 
1-Lysine  for  greater  protein  economy  in  the 
pediatric  diet. 


INCREMIN  Syrup 


Each  teaspoonful  (5  cc.)  contains: 

1-Lysine  HCI 

Ferric  Pyrophosphate  (Soluble)  . 
Iron  (as  Ferric  Pyrophosphate)  . 
Vitamin  B12  Crystalline  . . . . 
Thiamine  Mononitrate  (Bi)  . . . 

Pyridoxine  HCI  (Be) 

Alcohol 


300  mg. 
250  mg. 
30  mg. 
25  mcgm. 
10  mg. 
5 mg. 
0.75% 


PARTICULARLY 


T I 


Gastric  distress  accompanying  "predni-steroid’’ 
therapy  is  a definite  clinical  problem  — well 
documented  in  a growing  body  of  literature. 


Ivicw  of  llio  l)rncfi»'ial  ro- 
! >»lu-n  nnl:i<'iil< 

ii*l  (lifts  U'f«l  foiifom- 

: illi  |(rfilni?.oiif  and  prrdiii- 
iwc  fffi  that  tlifsf  mca'iirf- 
III-  i-mplovi-d  |iropli> lai-li- 
olT'i-l  any  ^astroinlotiiial 
els." — Dordick.  J.  K.  «-/  uL: 
jati-  J.  Med.  57:2019  (June 


i-;  oiir  firowiiii;  convic- 
tion that  all  patient'  rccciiiii" 
oral  steroid'  'lioiild  take  each 
do'c  after  food  or  Mith  :idc- 
<|iialc  hiill'crin;;  m ilh  aliiininnin 
or  ina"iicsiiini  h\dro\idc  prep- 
aration'.'— Si"ler,  J.  N\  . and 
Kii'i”H.  I).  J.  Kentneky 

S-tate  -M.  A.  5 1:77  1 (.''ept.)  1956. 


5(("The  apparent  hinH  inci- 
dence of  thi'  serious  (jjastrie] 
side  elTeet  in  patients  reeeivinjj 
prednisone  or  prednisolone 
sourest'  the  advisahility  of 
routine  eo-adiiiinistration  ofaii 
alniniiiiini  hvilroxide  pel." — 
Mollet.  A.  j.  and  |{tin  iin^  J.  J.: 
J.  A.  .M.  A.  158: 159  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid”  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-DELTRA  or  CO-hydeltra. 


PREDNISONE  BUFFERED 


pie  compressed  tablets 


proWde  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  Inc,  Philadelphia  l.  Pa. 
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Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 

DIRECT  FACTORY  BRANCHES 

BALTIMORE  PHILADELPHIA 

3012  Greenmount  Ave.  • HOpkins  7-5340  Hunting  Pk.  Ave.  at  Ridge  • BAldwin  5-7600 


and  inflammation 

withBUFFERir 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  BUFFERIN  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.') 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contain-s  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference;  I.  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 
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quality  / research  / INTEGRITY 


Provides  tirerapeutic  quantities  of  all  known  kematinic  factor 


Potent  ‘Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imum absorption  and  tolerance.  Just  two 
Pulvules  ‘Trinsicon’  daily  produce  a 
standard  response  in  the  average  uncom- 
phcated  case  of  pernicious  anemia  (and 
related  megaloblastic  anemias)  and  pro- 


vide at  least  an  average 
hypochromic  anemias,  uii 
tional  deficiency  types 
tor  in  the  ‘TrinsiconL 
(never  inhibits)  vj)lamin 
Available  in 

♦ 'Trinsicon’  (Hematinic  Con^ 


ELI  LILLY  AND  COMPANY 


NDIANAPOL 


r,  Lilly) 


I A N A , U.S.  A. 


819034 


there’s  pain  and 
inflammation  here., 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
early  rheumatoid 
arthritis 


more  potent  and 
■ comprehensive 
treatment  than 
salicylate  alone 

. assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid' 

. additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate’  ’ brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  applicati 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable  | 
corticosteroid  dosag 
. . . much  less  likelihood 
of  treatment-interrupt)  M 
side  effects'  * 

. . simple,  flexible 
dosage  schedule 


ute  conditions:  Two  or  three 
hlets  four  times  daily.  After 
I sired  response  is  obtained. 

|idually  reduce  daily  dosage 
'd  then  discontinue, 
bacute  or  chronic  conditions: 
tially  as  above.  When  satisfactory 
ntrol  is  obtained,  gradually  reduce 
a daily  dosage  to  minimum 
ective  maintenance  level.  For  best 
feults  administer  after  meals  and 
bedtime. 

ecautions:  Because  sigmagen 
^ntains  prednisone,  the 
me  precautions  and 
intraindications  observed 
th  this  steroid  apply  also 
I the  use  of  sigmagen. 


in  any  case 
it  calls  for 


corticoid-salicylate  compound^^^^^  tSbIStS 

Composition 

Meticorten®  (prednisone)  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.;  J.A.M.A.  159:645, 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelii,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra.  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 
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For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 
PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


TMB-200 


'Tremarin'^  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 

■ Premarin®’’  conjugated  estrogens  (equine)  Meprobomote  licensed  under  U.S.  Pot.  No.  2,724,720 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S,  INC. 

PHARMACISTS 
Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 

Ferris  Rd.  8. 
W.  Gilpin  Drive 
Willow  Run 
WY  4-3701 


apt'  ^ 

In  very  special  cases 
a very  superior  brandy... 
specify 

mmmmkBBY 

COGNAC  BRANDY 

84  Proof  I Schieffelin  & Co.,  New  York 


Delaware  Ave. 
& Dupont  St. 
Dial  OL  6-8537 
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there  is  one  tranquilizer  clearly  indicated  ill  pBptlC  UlCSf... 


•Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite, and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax: 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”^ (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility, 

supplied;  10,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

rofcrences:  1.  Strub,  I.  H. : Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.:  presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  18- 
19.  1957. 


New  York  17,  New  York 

Divisicn,  Chas.  Pfizer  & Co.,  Inc, 


"Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles."'  "Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ‘muscle  spasm.’ 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  two  formulas: 
MEPROLONE-2-2.0  mg. 
prednisolone,  200  mg.  meprobamate 
and  200  mg.  dried  aluminum 
hydroxide  gel  (bottles  of  100). 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2  (bottles  of  100). 

1.  Comroe's  Arthritis:  Hollander,  J.  L.  p.  149  (Filth 
Edition.  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E..  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc..  Rahway.  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 

MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  INC. 


rheumatoid  arthritis 

involves  both 
joints  and 
muscles 

only 


HOCH CH— N CH, 


CH,0 


QUININE 


H,C CH  — CHCH  = CH, 


ATABRINE® 


Remarkably 
effect 


^'It  has  a high  degree  of  clinicl 
safety.  . . It  is  considered 
to  be  the  preferred  antimaiarial 
drug  for  treatment  of  disordei 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointestini 
distress  as  compared  to  that 

with  chloroquine  phosphate."’ 


. . . Plaquenil  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  hig 
dosage,  than  is  chloroquine."^ 


. . . the  least  toxic  of  its  class  . . ."^ 


NH  CH  CH,(CH,),N(CH,CH,), 


CH.O 


2HCI-2H.O 


N(C 


ARALEN 


ive 


SIDE  EFFECTS  MARKEDLY  REDUCED 


DOSE:  Initial  — 400  to  GOO  mg.  (2  or  3 tablets)  Plaquenil  sulfate  daily. 
Maintenance  — 200  to  400  mg.  (1  or  2 tablets)  daily. 

SUPPLIED;  Tablets  of  200  mg.,  bottles  of  100. 


Write  for  Booklet 


lAtOIAtOllIt  J 


ERENCES; 

Schprbcl.  A. I...  Schuchtcr,  S.L..  nnd  Harrinon.  J.W.:  Clrveland  Clin.  Quart.  24:98.  Apr..  1957. 
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respiratory  infections 
gastrointestinal  infections 
genitourinary  infections 
miscellaneous  infections 


immediate 

therapeutic 

response 


use 


with  Xytocaine' 


I 250  mg.  per  1 dose  vial 

Q 100  mg.  per  1 dose  vial 

; |H  ■ when  oral  therapy  is  contraindicated  (vomiting,  dysphagia, 

intestinal  obstruction,  gastrointestinal  disorders) 

■ when  the  patient  is  comatose  or  in  shock 

■ postoperatively 

!•  fast  peak  blood  and  tissue  concentrations 
E ~ _ 2.  high  cerebrospinal  levels 


~ I 3.  for  practical  purposes,  Sumycin  is  sodium-free 


Each  vial  contains  tetracycline  phosphate  complex  equivalent 


Capsules  (per  capsule)  250  Bottles  of 

16  and  100 


Half  Strength  Capsules 
(per  capsule) 


Bottles  of 
16  and  100 


Suspension 

(per  5 cc.  teaspoonfut) 


60  cc.  bottles 


Pediatric  Drops 
(per  cc.— 20  drops) 


10  cc.  bottles 
with  dropper 


Squibb 

Squibb  Quality— the  Priceless  Ingredient 


to  250  mg.,  or  100  mg.,  of  tetracycline  HCI.  (Note:  250  mg. 
dose  may  produce  more  local  discomfort  than  the  100  mg. 
dose.) 


FLEXIBLE  DOSAGE  FORMS  FOR  CONTINUING  ORAL  THERAPY 


Tetracycline  phosphate 
complex  equiv. 

tetracycline  HCI  (mg.)  Packaging 


J 


now . . . 

unprecedented 

Sulfa 

therapy 


* 


js^ew  authoritative  studies  show  that  Kynex 
[ losage  can  be  reduced  even  further  than  that 
^ -ecommended  earlier.^  Now,  clinical  evidence 
\ las  established  that  a single  (0.5  Gm.)  tablet 
' naintains  therapeutic  blood  levels  extending 
)eyond  24  hours.  Still  more  proof  that  Kynex 
■ stands  alone  in  sulfa  performance  — 

* Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  main- 
enance  of  therapeutic  blood  levels 

* Higher  Solubility— effective  blood  concentra- 
ions  within  an  hour  or  two 

* Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 


SULFAMETHOXYPYRIDAZINE  LEDERLE 

NEW  DOSAGE 

The  recommended  adult  dose  is  1 Gm.  (2  tab- 
lets or  4 teaspoonfuls  of  syrup)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In 
severe  infections  where  prompt,  high  blood 
levels  are  indicated,  the  initial  dose  should  be 
2 Gm.  followed  by  0.5  Gm.  every  24  hours. 
Dosage  in  children,  according  to  weight ; i.e., 
a 40  lb.  child  should  receive  1/4  of  the  adult 
dosage.  It  is  recommended  that  these  dosages 
not  be  exceeded. 

Tablets : 

Each  tablet  contains  0.5  Gm.  (7%  grains)  of  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100  tablets. 


• Convenience— the  low  dose  of  0.5  Gm.  (1  tab- 
et)  per  day  offers  optimum  convenience  and 
acceptance  to  patients 


Syrup ; 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1 Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
■Rc9.  U.S.  Pol.  Off. 
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about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  Notional  Bakers  Services,  Inc.,  Chicago 


ECKERD’S 

DRUG  STORES 


COMPLETE 

DRUG  SERVICE 


FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 


900  Orange  Street 


5 1 3 Market  Street 
Fairfax 
Manor  Park 
Merchandise  Mart 


723  Market  Street 
3002  Concord  Pike 
DuPont  Highway 
Gov.  Printz  Blvd. 


PROTECTION  AGAINST  LOSS  OF  IN- 
COME FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRAQS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


W/.. 


■ well  suited  for 
prolonged  therapy 

■ well  tolerated, 
relatively  nontoxic 

■ no  blood  dyscrasias, 
liver  toxicity, 
Parkinson-like  syndrome 
or  nasal  stuffiness 


Relaxes 
both  mind 
and  muscle 


without 
impairing 
mental  or 
physical 
efficiency 


For  anxiety,  tension 
and  muscle  spasm 
in  everyday  practice. 


TRANQUILIZER  WITH  M U S C L E - R E L A X A N T ACTION 

Supplied  : 

400  mg.  scored  tablets, 

200  mg.  sugar-coated  tablets. 
Usual  dosage : 

One  or  two 
400  mg.  tablets  t.i.d. 


A 


THE  ORIGINAL  MEPROBAMATE 


DISCOVERED  & INTRODUCED  BY 


iS^'WALLACE  LABORATORIES 


NEW  BRUNSWICK.  NEW  JERSEY 


CH-6S90 


AN  IMPORTANT  ADVANCE  IN  MENOPAUSAL  THERAPY 


Because  it  replaces  half  control  with  full  control. 
Because  it  treats  the  whole  menopausal  syndrome. 
Because  one  prescription  manages  both  the 
psychic  and  somatic  symptoms. 


T wo  - (I  im  ensiona  I 


SUPPLIED  ; Bottles  of  60  tablets. 
Each  tablet  contains : 


MILTOWN®  ( meprobamate,  Wallace) 400  mg^. 

2- methyl-2-n -propyl- 1,3-propanediol  dicarbamate. 

Conjugated  Estrogens  (equine)  0.4  mg. 


treatment 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 

Milprem* 

MILTOWN®  , CONJUGATED  ESTROGENS  (EQUINE) 

A Proven  Tranquilizer  ' A Proven  Estrogen 
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for  “This  Wormy  World” 


Pleasant  tasting 

‘ANTEPAR’ 


liraiul 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

‘ANTEPAR’  SYRUP  “ Piperazine  Citrate,  100  mg.  per  ee. 
‘ANTEPAR’ TABLETS  “Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR’  WAFERS  “ Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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ATOPIC 


PERFORMANCE  WITH  ] 

GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 


Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


Hydrocortisone  0.5%  and  Special  Coal  Tar  Extract 
(TARBONIS®)  in  a greaseless,  stainless  vanishing  creilm  base. 

Hydrocortisone  0.5%,  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TAR  BON  IS)  in  an  okitment  base. 


' * ANOOHNITAL  pruritus  ' OeRMATmS  VENENATA 


PSORfAEIS 


* 


J.A.M.A.  166:158,1958;  Welsh,A.L.  and  Ede.M. 

. . prompt  remissions  of .. . acute  phases." 

with  TARCORTIN 


D & CARN  RICK 


/ 


Jersey  City 


6.  New  Jersey 


f 1.  Clyman.  S.  G.:  Postgrad.  Med.  5J:309,  1957. 

2.  Bleibere,  J.:  J.  M.  Soc.  New  Jersey  55:37,  1956. 

• 3,  Abrams,  B.  R,  and  Shaw,  C.:  Clin.  Mod.  5:839,  1956. 

4.  Welsh.  A.  L.,  and  Edc.  M. : Ohio  State  M.  J.  50 : 837.  1954. 

5.  Bleiberg,  J.:  Am.  Practitioner  5:1404,  1957. 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 

//  it's  insurable,  we  can  insure  it 


JOHN  G.  MERKEL 
&S0NS 

* 3^/t ^^icia  Hi — 


PHONE  OL  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 
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and  more 


for  Rauwiloid  IS  better  tolerated... 
"alseroxylon  (Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 

Ford,  R.  V.,  and  Moyer.  J.  H.:  Rauwolfia 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad.  Med.  23:41  (Jan  ) 1958. 


for  three  years 


Many  such  hypertensives 

have  been  on 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 


After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 

When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  aikavervir  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride  dihydrafe  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  Vi  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  iorm. 


LOS  ANGELES 


in  G.l.  disorders 


‘Compazine’  controls  tension 


—often  brings  complete  relief 


In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 


Compazine 

the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 

Available:  Tablets,  Ampuls,  Multi- 
ple dose  vials,  Spansule®  sustained 
release  capsules,  Syrup  and  Sup- 
positories. 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine.  S.K.F. 


Smith  Kline  & French  Laboratories,  Philadelphia 


.t?-. . 


//  /ST.  FRANCIS  HOSPITAL  ISSUE 

STATE 
EDICAL  JOURNAL 

Official  Organ  of  the  Medical  Society  of  Delaware 

INCORPORATED  1789 


VOIA’.ME  30 


MAY,  1958 


NUMBER  5 


TESTIMONIAL  TO  A FAMILY  PHYSICIAN 


Complete  Contents  on  Page  iv 


0V«LIT>  tfSIAtCH  lNU«trtT 


Therapy  which  includes 

ULTRAN 


(Phenaglycodoi,  Lilly) 


improves  71%  of  patients 
with  psychosomatic  illnesses / 

300-mg.  pulvules;  usually  1 t.i.d. 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U 


\ 

THIS  5-YEAR  STUDY  SHOWS... 
CONTINUED  EFFICACY 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Recent  reports  comparing  the  effectiveness  of  various  antibiotics  against 
commonly  encountered  pathogens  indicate  that  CHLOROMYCETIN  (chlor-  } 

amphenicol,  Parke-Davis)  has  maintained  its  high  degree  of  effective- 
ness.^'^ It  is  still  highly  active  against  many  strains  of  staphylococci,^'®  I 

streptococci, pneumococci,^  and  gram-negative^>2>'^’®’^°  organisms. 


CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or 
for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


REFERENCES:  (1)  Roy,  T.  E.;  Collins.  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J. 
77:844  (Nov.  1)  1957.  (2)  Schneierson,  S.  S.  }.  Mount  Sinai  Hasp.  25:52  (Jan.-Feb.)  1958.  (3)  Koch,  R., 
ic  Donnell,  G.:  California  Med.  87:313,  1957.  (4)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  A Five-Year 
Study  of  the  Antibiotic  Sensitivities  and  Cross  Resistances  of  Staphylococci  in  a General  Hospital,  paper 
presented  at  Fifth  Ann.  Symp.  on  Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957.  (5)  Doniger,  D.  E.,  & 
Parenteau,  Sr.  C.  M.:  J.  Maine  M.  A.  48:120,  1957.  (6)  Royer,  A.:  Changes  in  Resistance  to  Various 
Antibiotics  of  Staphylococci  and  Other  Microbes,  paper  presented  at  Fifth  Ann.  Symp.  on  Antibiotics, 
Washington.  D.  C.,  Oct.  2-4,  1957.  (7)  Hascnclevcr,  H.  E:  J.  Iowa  M.  Soc.  47:136,  1957.  (8)  Josephson. 
J.  E.,  & Butler,  R.  W;  Canad.  M.A.J.  77:567  (Sept.  15)  1957.  (9)  Rhoads,  P.  S.:  Posterad.  Med.  21:563, 
1957.  (10)  Holloway,  W.  J..  & Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957. 
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IN  VITRO  SENSITIVITY  OF  FOUR  COMMON  PATHOGENS 
TO  CHLOROMYCETIN  FROM  1952  TO  1956^ 

STAPHYLOCOCCUS  PYOGENES 

(518  STRAINS) 

STRAINS)  94% 

(749  STRAINS) 

(455  STRAINS)  99% 

(296  STRAINS)  96% 

ESCHERICHIA  COLI 

(91  STRAINS) 

(128  STRAINS) 

(106  STRAINS) 

(87  STRAINS)  100% 

(66  STRAINS) 

PROTEUS  MIRABILIS 

(46  STRAINS) 

(72  STRAINS)  i^■^■ii^■■■^■■li■li^■■■^^■■l■■■■■^^■^■■i  97% 

(36  STRAINS)  86% 

(39  STRAINS)  90% 

(14  STRAINS)  ^^^^^■■■li^^^^■■■■■ill■■■■■■ 

PSEUDOMONAS  AERUGINOSA 

(55  STRAINS)  38% 

1955  (113  STRAINS)  25% 

1954  (102  STRAINS)  15% 

1953  (78  STRAINS)  17% 

(51  STRAINS)  29% 

0 10  20  30  40  SO  60  70  60  90  100 


•Adapted  from  Roy  and  others.’ 
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COMPREHENSIVE  VAGINITIS  REGIMEN 


Powder  Insufflation  Tablet  Insertion 


Floraquiif  Rebuilds  the  Defense 
Mechanism  in  Vaginitis 

Combined  office  and  home  treatment  with  Floraquin 
provides  a comprehensive  regimen  which  encourages  restoration 
of  the  normal  “acid  barrier”  to  pathogenic  injection. 


Vaginal  secretions  normally  show  a high 
degree  of  protective  acidity  (pH  3.8  to  4.4). 
When  this  “acid  barrier”  is  disturbed,  growth 
of  benign  Doderlein  bacilli  is  inhibited  and 
that  of  pathogens  encouraged.  Floraquin  not 
only  provides  an  effective  protozoacide  and 
fungicide  (Diodoquin®)  destructive  to  path- 
ogenic trichomonads  and  yeast,  but  also 
furnishes  sugar  and  boric  acid  for  reestab- 
lishment of  the  normal  vaginal  acidity  and 
regrowth  of  the  normal  protective  flora. 
Suggested  Office  Floraquin  Insufflation 
“.  . . the  vagina  is  treated  daily  by  swab- 
bing with  green  soap  and  water,  drying  and 
insufflation  of  Floraquin  powder.”* 


Suggested  Home  Floraquin  Treatment 

“The  patient  is  also  issued  a prescription 
for  Floraquin  vaginal  suppositories  which 
she  is  instructed  to  insert  high  into  the  vagina 
each  evening.  On  the  morning  following  each 
application  of  these  suppositories,  the  patient 
should  take  a vinegar  water  douche.  . . .”* 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  Floraquin  tablets.  G.D.  Searle 
& Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


♦Williamson,  P.: 
(Sept.)  1956. 


Trichomonad  Infestation,  M.  Times  84:929 


when  tetracycline  therapy  is  indicated- 


INDISPUTABLE  POIN 


References:  l.  Council  on  Drugs,  A.M.A 
J.A.M.A.  166:52,  1958.  2.  Pulaski,  E.  J.:  Pra 
titioner  179:465,  1957.  3.  Cronk,  G.  A.,  an 
Naumann,  D.  E.:  Ant.  Med.  & Clin.  The 
4:166,  1957.  4.  Kaplan,  M.  A.,  Dickison,  H.  L 
Hubei,  K.  A.,  and  Buckwalter,  F.  H.:  Ibi( 
4:99,  1957.  5.  Prigot,  A.,  Shidlovsky,  B.  A 
and  Felix.  A.  J.:  Ibid.  4:287,  1957.  6.  Pulask 

E.  J..  and  Isokanc,  R.  K.:  Ibid.  4:408,  195 
7.  Putnam,  L.  E.:  Ibid.  4:470,  1957.  8.  Reii 
C.  R.,  and  Fleischmajer,  R.:  Ibid.  4:422,  195 
9.  Welch,  H.,  Lewis,  C.  N.,  Stafla.  A.  W..  an 
Wright,  W.  W.:  Ibid.  4:215,  1957.  10.  CronI 
G.  A.,  Naumann,  D.  E.,  and  Casson,  K.;  Am 
biotics  Annual,  1957-8,  ed.  by  H.  Welch  an 

F.  Marti-lbanez,  Medical  Encyclopedia,  Ne 
York,  p.  397.  11.  Dube,  A.  H.:  Ibid.  p.  40< 
12.  Hubei,  K.  A.,  Palmieri,  B.,  and  Bunn,  P.  A. 
Ibid.  p.  443.  13.  Kaplan,  M.  A.,  Albright,  H 
and  Buckwalter,  F.  H.:  Ibid.  p.  415. 14.  Portne; 
B.,  Draper,  T.,  and  Wehrle,  P.  F.:  Ibid.  p.  38( 
15.  Shidlovsky*  B.  A.,  Prigot,  A.,  Maynard,  / 
dc  L.,  Felix,  A.  J.,  and  Hjclt-Harvey,  I.:  Ibk 
p.  459. 


) RmimiR  ABOUT 


THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX 

U.S.  PAT.  NO.  2.791,609 

Tetrex  requires  no  ''activating  additive" 

— it  is  purely  tetracycline  phosphate  complex,  with  an  inherent, 
chemically  unique  property  of  being  rapidly  and  efficiently 
absorbed. 


Each  Tetrex  Capsule  contains: 

Active  ingredient:  TETRACYCLINE  Phosphate  Complex,  250  mg. 

Excipient:  Lactose  q.  s.  (t«racycune  ho  activity) 


Tetrex  produces  "peak  high"  tetracycline 
serum  levels 


— over  5000  human  blood  determinations  after  oral  or  intramus- 
cular administration  have  consistently  demonstrated  fast,  high, 
prolonged  serum  levels  in  patients  of  all 


f 3 y Tetrex  has  an  impressive  documented 
^ record  of  clinical  effectiveness 


— more  than  170  million  doses  of  tetracycline  phosphate  com- 
plex in  1957,  with  5 published  clinical  reports  by  9 investigators 
on  826  patients. Clinical  evaluation:  “should  probably 
be  considered  an  improvement  over,  and  an  ultimate  replace- 
ment for,  the  older  tetracycline  hydrochloride.’”® 


BRISTOL  LABORATORIES  INC.,  Syracuse,  New  York 
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of  infant  feeding 

Standard  formulas  for  WELL  INFANTS 

Since  age,  appetite  and  digestive  capacity 
vary,  hospital  practice  favors  an  individual- 
ized formula  for  each  infant. 

The  total  daily  feeding  usually  amounts  to  2 
ounces  of  milk  per  pound  of  body  weight,  plus 
1 ounce  of  Karo  Syrup  with  enough  water  to 
satisfy  fluid  requirements. 

The  newborn  usually  takes  from  2 to  3 ounces 
of  formula  per  feeding;  the  very  young  infant, 
4 to  5 ounces — the  daily  quota  yielding  over 
50  calories  for  each  pound  the  infant  weighs. 
The  quantity  per  feeding  should  not  exceed 
8 ounces. 

Newborns  are  fed  at  3 to  4 hour  intervals 
throughout  the  24-hour  period— the  2 or  3 
A.M.  feeding  is  discontinued  after  the  neo- 
natal period.  In  the  third  or  fourth  month  the 
10  or  12  P.M.  feeding  is  discontinued,  once 
the  infant  fails  to  awaken  for  the  bottle. 
Standard  but  individualized  formulas  which 
constitute  the  hospital  infant  feeding  regimen 
are  shown  here. 

WHOLE  MILK  FORMULAS 


Each 


Aga 

Cow’s  Milk 

Water 

KARO 

Feeding 

readings 

ToUI 

Months 

Fluid  02. 

Oz. 

Tbsp. 

Oz. 

in  24  Mrs. 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

2Vz 

4 

6 

390 

2 

15 

13 

3 

4V2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

3V2 

6 

5 

610 

5 

23 

11 

4 

6Vi 

5 

700 

6 

26 

10 

4 

7 

5 

760 

EVAPORATED  MILK  FORMULAS 

Evap. 

Each 

Age 

Milk 

Water 

KARO 

Feeding 

Feedings 

TeUI 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

In  24  Mrs. 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

iVi 

5 

576 

3 

10 

15 

3V2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

6Vi 

5 

768 

6 

13 

22 

4 

7 

5 

768 

ADVANTAGES  OF  KARO? IN  INFANT  FEEDING 

Composition:  Karo  Syrup  is  a 
superior  dextrin-maltose-dextrose 
mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rap- 
idly transformed  into  dextrose  which 
requires  no  digestion. 

Concentration:  Volume  for  vol- 
ume Karo  Syrup  furnishes  twice  as 
many  calories  as  similar  milk  modi- 
fiers in  powdered  form. 

Purity:  Karo  Syrup  is  proce.ssed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and 
devoid  of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5 
as  much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians  — Book  of 
Infant  Feeding  Formulas  with  con- 
venient schedule  pads.  Write: 

Medical  Division 

CORN  PRODUCTS  REFINING  COMPANY 
J 7 Battery  Place,  New  YorkU,N.Y. 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 

* t 


Q a new  Mgli  in  anti-inflammatory  effects  with  lower  dosage 
(averages  less  than  prednisone) 

Q a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Low  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of 


with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 

Sodium  and  water 

ARiSTOCORT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.®  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.*-®  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®>^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.*  Potassium 
balance  studies  in  humans®-®  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. I lypokalemia,  hyperkalemia  or  hypochlo- 
rcmia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®-'* 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals*  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies®  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.®  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.®-® 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  obser\  ed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonball”  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 

Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.'®  Clinical  studies"  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 

Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known.'“  The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  On  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 
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rhe  Promise  of 


in  Reduction  of  Side  Effects 


0 It  is  axiomatic  to  affirm  that  the  undesirahle 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARiSTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
reported  below. 

Peptic  Ulcer 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 
analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 


Osteoporosis  and 
Compression  Fractures 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
(1  case').  Although  these  results  are  encour- 
aging, determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,* and  toxic  syndromes  producing  even 
convulsions  and  death." 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,^ the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention— Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARiSTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema.® 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.'-® 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.’^*®  Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 
with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.* These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one-third  to  one-half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,® 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bionchial  asthma  and  allergic 
rhinitis  (33  per  cent),®  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent).*®*  ** 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted 
in  lower  incidence  of  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
aristocort.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
'possible  dose  which  will  suppress  symptoms. 
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The  Promise  of 


in  Rheumatoid  Arthritis 


Q ARiSTOCORT  therapy  has  been  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates'  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  180  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Ilartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  He  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  "excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  15  mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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The  Promise  of 

in  Respiratory  Allergies 


Q About  200  patients  with  respiratory  allergies 
have  been  treated  with  aristocort  for  con- 
tinuous periods  up  to  eight  months. 

Results  of  treatment 

Sherwood  and  Cooke'  - gave  aristocort  to 
42  patients  with  bronchial  asthma  and  allergic 
rhinitis.  Average  dose  needed  to  control  the 
asthmatic  group  was  approximately  6 mg.  per 
day  (range,  2 to  14  mg.).  Results,  which  were 
called  “good  to  excellent”  in  all  but  four,  were 
achieved  on  one-third  less  than  similarly  ef- 
fective doses  of  prednisone  or  prednisolone. 

The  investigators  noted  other  major  im- 
provements in  ARISTOCORT  therapy  over  the 
older  steroids.  There  was  no  increase  in  blood 
pressure  in  any  patient:  on  the  contrary,  in 
12  patients,  there  was  reduction  of  pressure 
when  they  were  transferred  to  aristocort. 
One  patient  had  required  auxiliary  antihyper- 
tensive drug  therapy;  over  a nine-week  period 
on  ARISTOCORT,  the  pressure  gradually  fell 
from  206/100  to  136/79.  In  another  case,  the 
pressure  slowly  dropped  from  205/105  to 
154/86. 

The  number  of  cases  in  which  these  inves- 
tigators tried  aristocort  in  allergic  rhinitis 
was  not  large  enough  to  provide  significant 
averages.  However,  the  range  of  effective  ther- 
apy was  from  2 to  6 mg.  per  day.  These  strik- 
ingly low  daily  doses  resulted  in  control  of  all 
signs  and  symptoms. 

Schwartz^  treated  30  patients  with  chronic, 
intractable  bronchial  asthma.  At  an  average 
daily  dose  of  7 mg.,  he  reported  “good  to  ex- 
cellent” results  in  all  but  one.  Spies,*  Barach® 
and  Segal,®  reported  similar  results  at  aver- 
age daily  maintenance  doses  of  4 to  10  mg. 

of  ARISTOCORT. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  8 to 
14  mg.  of  ARISTOCORT  daily.  Although  a rare, 
very  severe  case  may  require  more  than  this  on 
the  first  day  of  therapy,  these  dosages  will 
usually  result  in  prompt  alleviation  of  dyspnea, 
wheezing  and  cyanosis.  Patients  are  soon  able 
to  carry  out  a normal  span  of  daily  activity. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dose  every  three 
days  in  decrements  of  2 mg.;  in  the  over-all 
series,  the  average  daily  dose  for  bronchial 
asthma  is  approximately  8 to  10  mg.  and  for 
allergic  rhinitis,  2 to  6 mg.  per  day.  All  total 
daily  doses  should  be  divided  into  four  parts 
and  given  with  meals  and  at  bedtime.  As  in 
every  condition  where  corticosteroids  are  em- 
ployed, each  patient’s  treatment  should  be 
individualized  and  the  maintenance  arrived 
at  by  careful  titration  against  signs  and  symp- 
toms of  disease. 

Patients  with  chronic  bronchial  asthma  may 
require  steroid  therapy  for  several  months. 
And  since  asthma  may  be  associated  with 
cardiac  disease,  especially  in  the  older  age 
groups,  ARISTOCORT  is  particularly  useful  be- 
cause of  its  ability  to  cause  excretion  of 
sodium  and  water. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 

Bibliography 

I.  Sherwood,  H.,  and  Cooke,  R.  A.:  J.  Allergy  28:97, 
1957.  2.  Sherwood,  H.,  and  Cooke,  R.  A.:  Personal  Com- 
munication. 3.  Schwartz,  E.:  Personal  Communication.  4. 
Spies,  T.  D.;  Personal  Communication.  5.  Barach,  A.  L.: 
Personal  Communication.  6.  Segal,  M.  S.:  Personal  Com- 
munication. 


r 


rhe  Promise  of 


in  Nephrotic  Syndrome 

Q Fourteen  -patients  with  the  nephrotic  syn- 
drome have  heen  treated  with  aristocort  for 
continuous  periods  of  up  to  six  weeks. 

Results  of  treatment 

Heilman  and  associates'’^  noted  that 
ARISTOCORT,  because  of  its  favorable  electro- 
lyte effects,  may  well  be  the  most  desirable 
steroid  to  date  in  treatment  of  the  nephrotic 
syndrome.  However,  thus  far  its  use  has  been 
reported  in  only  14  children,  of  whom  8 had 
a complete  diuresis  and  disappearance  of  all 
abnormal  chemical  findings.  Four  of  the  pa- 
tients had  diuresis,  but  continued  to  show 
some  abnormal  chemical  findings,  while  two 
patients  with  signs  of  chronic  renal  disease 
failed  to  respond. 

Dosage  and  course  of  therapy 

In  order  to  produce  maximal  response,  20  mg. 
should  be  given  daily  until  diuresis  occurs. 
The  dose  should  then  be  decreased  gradually 
and  maintained  around  10  mg.  a day.  After 
the  patient  has  been  in  remission  for  some 
time,  it  may  be  advisable  to  diminish  the  dose 
gradually  and  discontinue  aristocort. 


in  Pulmonary  Emphysema 
and  Fibrosis 

Q Eleven  patients  with  pulmonary  emphysema 
and! or  fbrosis  were  treated  with  aristocort 
for  continuous  periods  of  over  two  months. 

Results  of  treatment 

Only  small  series  of  cases  observed  by  Barach,® 
Segal,*  and  Cooke,®  are  available.  Barach 
treated  patients  who  were  not  adequately  con- 
trolled by  prednisone,  with  the  same  dose  of 
ARISTOCORT  with  significant  improvement. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  range  recom- 
mended is  10-14  mg.  daily.  Frequently,  there 
is  a prompt  decrease  in  cyanosis  and  dyspnea, 
with  increase  in  vital  capacity. 

The  average  maintenance  dose  level  was 
8 mg.  a day.  If  it  is  desired  to  maintain  a pa- 
tient on  continuous  therapy  for  some  months, 
dosages  as  low  as  2 mg.  a day  have  been  suc- 
cessful. All  decreases  in  dosage  should  be 
gradual  and  at  a rate  of  2 mg.  decrements  in 
total  daily  amount,  every  two  to  four  days. 
The  daily  dosage  is  divided  into  four  parts  and 
given  with  meals  and  at  bedtime. 


in  Neoplastic  Diseases 

Q Forty-four  children  and  adults  have  been 
given  ARiSTOCORT  for  palliative  treatment  of 
acute  leukemia,  chronic  lymphatic  leukemia, 
lymphosarcoma,  lympholeukosarcoma  and 
Hodgkin’s  disease. 

Results  of  treatment 

Farber®  has  treated  22  children  with  acute 
leukemia  for  an  average  of  three  weeks.  Of 
the  17  observed  long  enough  to  judge  the 
efficacy  of  the  medication,  he  rated  five  as 
excellent,  three  as  good,  two  as  fair  and  seven 
as  poor  responses. 

Heilman  and  associates^  gave  aristocort 
to  a group  of  patients  with  the  various  lym- 
phomas in  doses  of  40  to  50  mg.  a day— occa- 
sionally up  to  100  milligrams.  Treatment  was 
continued  in  some  cases  for  17  weeks.  Re- 
sponse was  classified  as  good  for  the  palliative 
purposes  for  which  the  drug  was  given. 

Dosage  and  course  of  therapy 

• 

Massive  initial  suppressive  doses  of  40  to  50 
mg.  per  day  in  children  (1  mg. /kg. /day)  and 
up  to  100  mg.  a day  in  adults  have  been 
administered. 

Responses  to  any  specific  dosage  in  these 
conditions  vary  so  widely  that  only  a general 
dosage  range  can  be  indicated.  Treatment 


must  be  individualized;  rate  of  reduction  in 
dosage  and  determination  of  maintenance 
levels  cannot  be  categorized. 

Miscellaneous 

Patients  with  various  other  diseases  have  been 
treated  by  several  clinical  investigators.  These 
include  patients  with  osteoarthritis,  acute  bur- 
sitis, rheumatic  fever,  spondylitis,  other 
“collagen-vascular”  diseases  (dermatomyositis, 
etc.),  thrombocytopenic  purpura,  chronic  eosi- 
nophilia,  hemolytic  anemia,  diuretic-resistant 
congestive  heart  failures,  and  adrenogenital 
syndrome. 

There  have  not  been  sufficient  patients  in 
any  of  the  above  categories  to  permit  defini- 
tive treatment  schedules  to  be  finally  estab- 
lished for  ARISTOCORT.  Additional  studies  are 
now  in  progress  and  physicians  desiring  in- 
formation on  any  of  these  diseases  are  re- 
quested to  write  to  Lederle  Laboratories,  Pearl 
River,  New  York  for  available  data. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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he  Promise  of 


in  Inflammatory  and 
Allergic  Skin  Diseases 

Q Over  200  patients  with  allergic  and  inflamma- 
tory skin  diseases  (including  psoriasis,  atopic 
dermatitis,  exfoliative  dermatitis,  pemphigus, 
dermatitis  herpetiformis,  eczematoid  derma- 
titis, contact  dermatitis  and  angioneurotic 
edema)  have  been  treated  continuously  with 
ARiSTOCORT  foT  periods  of  up  to  eight  months. 

Results  of  treatment 

Rein  and  associates^  treated  26  patients  with 
severe  dermatitis.  Twenty-four  had  been  on 
prednisone  when  changed  to  aristocort. 
While  some  had  found  satisfactory  sympto- 
matic relief,  others  had  also  developed  side 
effects— moon  face,  buffalo  hump,  increased 
appetite  with  excessive  weight  increases  and 
gastro  intestinal  disturbances. 

These  investigators  determined  the  equiva- 
lent dosage  of  aristocort  to  be  approximately 
two-thirds  that  required  to  control  symptoms 
on  the  previous  corticosteroid.  Thirteen  of  the 
26,  who  had  developed  moon  face,  noted 
either  an  actual  decrease  or  no  further  in- 
crease when  transferred  to  aristocort.  In 
addition:  Voracious  appetites  disappeared, 
with  loss  of  weight  in  1 1 patients;  there  was 
no  elevation  in  blood  pressure,  and  no  neces- 
sity to  restrict  sodium  or  administer  supple- 
mental potassium.  Sherwood  and  Cooke,^  and 
Shelley  and  Pillsbury^  obtained  similar  results 
in  allied  disorders. 

Hollander^  first  observed  that  aristocort 
appears  to  have  striking  affinity  for  the  skin 
and  great  activity  in  controlling  such  diseases 
as  psoriasis,  for  which  other  corticosteroids 
have  been  indifferently  effective.  Shelley  and 
Pillsbury,^  in  50  cases  of  acute  extending 
psoriasis  found  that  over  60  per  cent  were 
markedly  improved. 

Dosage  and  course  of  therapy 

The  recommended  initial  suppressive  dose 
range  is  14  to  20  mg.  per  day.  In  very  severe 
cases,  temporary  dosages  up  to  32  mg.  a day 


have  been  successfully  employed.  Once  le- 
sions are  suppressed,  gradually  reduce  dose 
to  the  maintenance  level— which  may  be  as 
low  as  2 mg.  per  day. 
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in  Disseminated  Lupus 
Erythematosus 

Q Forty  patients  with  disseminated  lupus  ery- 
thematosus were  treated  with  aristocort  for 
continuous  periods  of  up  to  nine  months. 

Results  of  treatment 

Patients  have  responded  very  promisingly  to 
therapy.  Dubois^  has  had  the  largest  single 
experience  (28  cases)  with  aristocort  in  the 
treatment  of  this  disease.  He  reported  25  of 
the  28  responded  favorably. 

Freyberg,^  Hartung,®  Hollander,'*  Spies,® 
and  Segal,®  each  in  smaller  series  of  cases, 
reported  similarly  good  therapeutic  responses. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  recommended  is 
20-30  mg.  daily.  Once  the  desired  effect  is 
achieved,  the  dose  should  be  reduced  gradu- 
ally to  maintenance  levels  (3  to  18  mg.  per 
day). 

In  severely  ill  patients  large  doses  may  be 
required  for  several  days  in  order  to  preserve 
life.  Even  on  these  large  doses,  edema  and 
sodium  retention  have  not  occurred. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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1 ^ Recurrent  joint  pain  followed  by 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


2 , Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


SERUM  URIC  ACID 
CONCENTRATION 


NORMAL  RANGE  GOUTY  RANGE 


u 

3,  Elevated  serum  uric  acid  levels. 


4.  Colchicine  test:  full  dose  (0.5 
mg.)  every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  FINDINGS.. .SUSPECT  GOUT; 


^BENEMID 

PROBENECID 

A SPECIFIC  FOR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 

• Urinary  excretion  of  uric  acid  is  approximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 

• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 

RECOMMENDED  DOSAGE:  0 .25  Gm.  (%  tablet)  twice  daily  for 
jne  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses. 

Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1.  PA. 
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Avoid  “BOTTOM  OF  THE  VIAL'  reactions 


Each  cc.  of  Globin  Insulin 
—including  the  last  one— 
provides  the  same 
unvarying  potency. 


Of  the  intermediate-acting  insulins^ 
only  Globin  Insulin  is  a clear  solution. 


24-hour  control  for  the  majority 
of  diabetics 


GLOBIN  INSULIN 


'B.  W.  & CO.'^ 


U BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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New. . . 

meprobamate 

prolonged 

release 

capsules 


Evenly  sustain  relaxation  of  mind  and  muscle  'lound  the  cio::k 


Meprospari 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

■ maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 

Dosage:  Two  Meprospan  capsules  q.  12  h. 

Supplied  : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2*methyl*2-n-propyl*1.3'pf0panediol  dicarbamate 

Literature  and  samples  on  request, 

'^WALLACE  LABORATORIES,  Neio  Brujisunck,  N,  J. 
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with  new 


^ FETISr  + CD 

(pCNTACRYTHRITOt  TETRAN  ITRATe)  (bRANO  OF  HVOROXYZiNC) 


why  PETN? 


For  cardiac  effect:  PETN  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.’”  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  ATARAX  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


NEW  YORK  17.  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


♦Trademark 


For  greater  therapeutic  success:  In  clinical  trials,  cartrax 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 


1.  Russck,  H.  L:  Postgrad.  Med.  19:562  (June)  1956. 
ftoHngc  and  Supplied:  begin  with  1 to  2 yellow  CARTRAX  **10” 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  cartrax 
■*20”  tablets  (20  mg.  PKTN  plus  10  mg.  atarax.)  For  convenience, 
write  *'CARTRAX  10**  or  **cartrajc  20.**  In  bottles  of  100. 
cartrax  should  be  taken  30  to  GO  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  petn  preparations  with  caution 
in  glaucoma. 
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The  Best  Tasting 
Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable 
down  to  the  last  tablet. 

25i  Bottle  of  48  tablets  (13^  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  sterling  Drug  Inc. 

1450  Broadway.  New  York  18,  N.  Y. 


"Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles.”'  "Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  'muscle  spasm.' 


miEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress  ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 
400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-2— 2.0  mg.  prednisolone, 
200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2. 

1 Comroe's  Arthritis;  Hollander,  J.  L.  p.  149  (Fifth 
Edition.  Lea  & Febiger,  Philadelphia.  Pa.  1953). 

2.  Merck  Manual : Lyght,  C.  E..  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  meprobamate  PREDNISOLONE  THERAPY 


muscle  spasm 
and  joint  inflammation 


both 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  Inc. 


To  assure 
good 

nutrition- 


Each  double-layered  Entozyme 

tablet  contains: 

Pepsin,  N.E 250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  intestine 
from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO..  INC. 

Richmond  20,  Virginia 

Ethical  Pharmaceuticali  of  Merit  since  1878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


For  comprehensive  digestive  enzyme  repiacement— 

ENTOZYME 


Cobinsl 
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of  tiiese  indiea^ 
a lifraiiqiiilizer. . . 


SR  is  a cardiac  patient.  His  doctor 
put  him  on  ATARAX  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discoti^ort  (be  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (4)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (4)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  S5rrup. 
(4)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied : 10, 25  and  100  mgr.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 
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base  or  Uu-  bydrochloridr  alone.  In  addition,  the 
a\’erage  levels  derived  from  the  tetracycline  base  or 
the  chlortetracycline  base  were  hitjher  than  those  pro- 
duced by  the  corresjxtnding  hydrochloride  though 
lower  than  those  resulting  from  the  mixture  contain- 
ing the  base  and  sodium  metaphosphate.  In  the  study 
w'ith  chlortetracycline’'  capsules  containing  a mixture 
of  the  hydrochloride  and  .sodium  nietaphosphate  were 
also  included  in  the  cros.soser,  and  the  average  levels 
prrxluced  by  these  capsules  were  the  same  as  w'ith  the 
mixture  of  chlortetracycline  base  with  sodium  meta- 
phosphate. 

Although  the  enhancement  of  blood  levels  of  tetra- 
cycline by  phosphate,  cither  complexed  to  the  tetra- 
cycline or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 
remained  because  certain  reliable  observers  (includ- 
ing many  whose  results  base  not  been  jmblished) 
failed  to  confirm  the  findings  with  the  materials  and 
methods  they  used.  Further  confusion  seemed  to  be 
added  by  a substx^uent  report  of  Welch  et  al.,'  who, 
in  repeating  a crossover  study  with  capsules  of  tetra- 
cycline phosphate  complex  and  tetracycline  >"drc 
chloride  with  and 
phate,  fou>’ 


antibacterial  activity  than  was  obsersed  in  their  ab- 
sence. Oil  and  sorbitol  did  not  inicifere  witli  ictia- 
cyclinc  absorption. 

Dicalcium  ])liosphate  is  widely  used  a.s  a filler  in 
variotLs  capsules,  including  those  of  the  tetracyclines. 
'File  authors  cite  a large  number  of  other  studies  that 
implicate  the  presence  of  calcium  ions  as  the  cause  of 
the  reduced  absorption  of  tetracyclines  and  show  that 
citric  acid  can  partially  neutralize  this  effect.  The 
depressing  efTi*ct  of  food  on  the  senim  levels  of  tetra- 
cycline is  likewise  explained  by  tl\e  goodly  amount  of 
minerals  contained  in  commercial  laboratory  diets, 
and  they  jrostulafe  that  the  multivaleiu  cations  may 
be  responsible  for  the  pootcr  absorption  of  the  drug. 
The  authors  could  not  explain  the  failure  of  citric 
acid  to  enhance  .scrum  concentrations  when  admin- 
istered with  tetracycline  base  in  contrast  to  fis  tnarked 
effect  when  gisen  as  the  hydrochloride.  Howes'er, 
they  hypothesized  that  the  ability  of  citric  acid  to 
enhance  serum  levels  of  tetrac  -'ina  ’« 
ability  to  form  comply*"' 
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Editorial. 

7'he  New  England  Journal  of  Medicine. 
258:97-99,  (January  9)  1958. 


ast  morifuVned  pajier  of 
et  al.r  indicates  that  in  their  study  , the  capsules 
tetracycline  hydrochloride,  chlortetracycline  hydro- 
chloride and  tetracycline  phosphate  complex  all  con- 
tained dicalcium  phosphate  as  a filler,  whereas  the 
capsules  containing  citric  acid  and  sodium  hexameta- 
phosphatc  did  not  contain  any  dicalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study,  likewise,  the  inconsistencies  in  othe 
studies  may  very  well  Ixavc  b“»‘n  due  tn  thi-  — 
of  calcium  as  fillers  in  sor 
thers. 

however, ' 


ACHROMYCIN*V 

TETRACYCLINe  HCI  BUFFERED  WITH  CITRIC  ACID 

is  tetracycline  and  citric  acid 


LEOERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

•Rug.  U.  S.  Pat.  OIL 


age  ; Y'C/ 

insulin:  40  \ 


"Most  likely  candidate 
for  ORIMSE" 


now  more  than 
250,000  diabetics  enjoy 
oral  therapy  ^ 


I l)p|ohir| 


It  has  a high  degree  of  clinp 
safety. . . It  is  considered 
to  be  the  preferred  antimalarM 
drug  for  treatment  of  disordej 
of  connective  tissue,  because ' 
of  the  low  incidence  of  gastrointestin( 

I' 

distress  as  compared  to  that 

with  chloroquine  phosphate."' 

. . . Plaquenil  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  hig 
dosage,  than  is  chloroquine."^ 


ATABRINE® 

HYDROCHLORIDE 


Remarkably 
effective) 


m 


mou^ 


SIDE  EFFECTS  MARKEDLY  REDU 


DOSE:  initial  - 400  to  600  mg.  (2  or  3 tablets)  Plaquenil  sulfate  daily. 
Maintenance  — 200  to  400  mg.  (1  or  2 tablets)  daily. 

SUPPLIED:  Tablets  of  200  mg.,  bottles  of  100. 


iRENCeS: 

IchtrW,  A.L..  Schjcht«r,  S.L.,  and  Harriion,  J.W.;  C/wrlond  Clin.  Quart.  24:98,  Apr.,  1»57. 
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IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 

comprehensive  conW  OREMOMYCIN 


SULFASUXIOINE*  PECTIN-KAOLIN-NEOMYCiN  SUSPENSION 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 

LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  CREMOMYCIN  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages. 

/^feMERCK  SHARP  & DOHME 

♦ Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc.  DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA. 
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For  Speedier  Return  to  Normal  Nutrition 


and  the  Medically  Acceptable 
Reducing  Diet 

In  any  medically  acceptable  reducing  diet  prescribed  today, 
meat  can  serve  as  an  important  nutritional  component. 

Curtailment  of  the  daily  calorie  allowance  must  not  deny 
the  patient  the  protein,  vitamins,  and  minerals  required  for 
good  nutritional  health.  Fad  diets  which  eliminate  certain 
basic  foods  can  hardly  be  considered  medically  acceptable. 

Calorie  for  calorie,  no  other  commonly  eaten  food  supplies 
the  quality  and  quantity  of  protein  which  lean  meat  pro- 
vides. Its  B vitamins  and  minerals  are  needed  daily,  regard- 
less of  calorie  restrictions. 

Even  when  coexistent  pathological  conditions  require  that 
the  calorie-reduced  diet  be  further  limited  to  foods  low  in 
fiber  or  in  sodium,  meat  fills  the  same  important  place  in 
each  day’s  food  allowance.  The  fat  content  of  lean  meat  is 
relatively  low,  and  meat  can  be  prepared  in  various  ways, 
as  called  for  by  almost  every  special  diet. 

In  any  diet  which  must  deviate  from  accustomed  eating 
habits,  the  taste  appeal  of  meat  makes  it  easier  for  the  patient 
to  adhere  to  the  restrictions  imposed. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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Neomycin,  10  Cm.  tuhe.s. 
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WANTED 

BY  ALL  DERMATOLOGISTS 

A TOPICAL  “METr  STEROID  PREPARATION  FREE 
FROM  UNWANTED  SENSITIZATION  POTENTIAL 


NAME 


METI-DERM  CREAM  0.5% 


DESCRIPTION 


5 mg.  prednisolone,  free  alcohol,  in  each 
gram — nonstaining,  water-washable  base  — 
exerts  a therapeutic  effect  in  presence  of  an 
exudate  without  being  occlusive. 

supplied:  10  Gm.  tube. 

Meti— T.M.  — brand  of  corticosteroids. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


PACKAGING:  Meti-Derm  Cream  0.6%,  10  Gm.  tube 

“METrSTEROID-PLU^J 

WHEN  SCRATCHING 


Meti-Derm 
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At  the  last  accounting,!  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyelitis 
vaccine  to  64  million  Americans — all  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  coimtry. 


APR.  MAY  JUNE  JULY  AUG.  SEPT.  OCT  NOV.  OCC 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 

vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  under 
forty  who  have  received  no  vaccine  at  all  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a public  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare: 

“It  will  be  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused.”'^ 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
still  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1. J.  A.  M.  A.,  16.'>:2;  (Notvmher  23),  1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  JO, 
1957. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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OMENTAL  INFARCTION 

Edward  M.  Bohan,  M.D.* 


Case  History: 

The  patient,  a man,  age  32,  was  received 
into  St.  Francis  Hospital  on  April  20,  1953. 
He  was  complaining  of  severe  pain  in  the 
right  upper  quadrant  of  the  abdomen.  His 
family  doctor  suggested  that  he  might  have 
acute  cholecystitis  or  a ruptured  ulcer.  His 
pain  was  relieved  for  24  hours  previous  to 
admission.  The  patient  stated  that  it 
seemed  like  a pressure  pain.  Slight  diarrhea 
was  present.  The  patient’s  past  medical 
history  consisted  of  bronchial  asthma, 
which  was  present  since  early  childhood, 
and  an  attack  of  amoebic  dysentery  while 
in  GeiTnany  during  World  War  II. 

The  patient  was  6'  3"  tall;  his  weight  was 
205  pounds.  His  blood  pressure  was  164/82. 
There  was  no  icterus.  Examination  was 
normal  except  for  tenderness  in  the  right 
upper  quadrant  just  below  the  ribs.  No 
edema  or  varicose  veins  of  the  extremities 
were  found. 

The  white  blood  count  was  16,650,  with 
82%  polys.  Blood  sugar,  urea  nitrogen, 
and  prothrombin  time  were  normal.  Icterus 
index  was  3 units  and  van  den  Bergh  re- 
action was  negative  for  the  direct  and  in- 
direct phases.  Urinalysis  was  negative  for 
albumen  and  sugar,  and  showed  8 to  10 
red  blood  cells  per  high  powered  field.  No 
casts  or  white  cells  were  seen. 

A surgical  consultant  made  a diagnosis  of 
mild  cholecystitis,  rather  than  appendicitis, 
although  the  possibility  of  an  appendix  in 
the  retrocecal  location  as  the  cause  of  the 
trouble  was  kept  in  mind.  However,  the 
patient’s  condition  became  gradually  worse. 
His  temperature  was  elevated  to  99.4°  oral- 

* Chief  in  Medicine  and  Metabolism,  St.  Francis  Hospital, 
Wilmington,  Delaware. 


ly,  and  a decision  was  made  to  operate  on 
the  next  day. 

Two  more  blood  counts  taken  showed 
no  change. 

An  x-ray  of  the  chest  showed  normal 
heart  and  lungs  and  a film  of  the  abdomen 
showed  normal  p.soas  and  kidney  shadows 
on  both  sides.  There  was  no  evidence  of 
any  radiopaque  calculi  in  the  gall  bladder 
region  or  in  the  urinary  tract.  Normal 
distribution  of  gas  .shadows  and  soft  tis.sue 
shadows  was  ob.served. 

Surgical  Findings: 

The  greater  omentum  in  the  right  upper 
abdomen  showed  localized  hemorrhagic 
necrosis  about  3"  x 4"  in  size,  with  a slight 
amount  of  peritoneal  blood-tinged  fluid  cov- 
ering this  area.  There  were  no  plastic  ad- 
hesions and  there  was  no  gross  evidence  of 
torsion  of  the  omentum.  The  involved  seg- 
ment of  the  greater  omentum  was  directly 
under  the  parietal  peritoneum  and  right 
rectus  muscle  halfway  between  the  costal 
margin  and  level  of  the  umbilicus,  and  the 
abdominal  wall  showed  no  evidences  of 
trauma  and  no  signs  of  hemorrhage.  The 
liver  and  gall  bladder  were  normal,  and  the 
appendix  was  found  in  the  retrocecal  posi- 
tion in  the  right  lower  quadrant,  distended 
with  a fecalith  about  the  size  of  a pea  in  its 
mid-portion.  There  was  no  other  abnormal- 
ity detected  in  the  adjoining  bowels  and 
mesentery,  and  there  was  no  evidence  of 
internal  hernia. 

The  pathological  report  by  Dr.  Joseph 
W.  Abbiss  was  as  follows:  “Gross  examina- 
tion reveals  two  portions  of  what  appear  to 
be  fatty  tissue  which  are  markedly  en- 
gorged with  blood.  Histological  examina- 
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tion  reveals  fatty  omental  tissues  which  are 
markedly  engorged  with  blood  and  which 
are  showing  early  gangrenous  changes. 
Diagnosis:  gangrenous  omentum.” 

The  appendix  was  also  removed  at  the 
time  of  operation,  and  showed  fibrosis. 

The  patient  was  readmitted  to  St.  Fran- 
cis Hospital  on  December  7,  1957,  because 
of  abdominal  pain  and  vomiting.  Operative 
procedure  at  this  time  consisted  of  removal 
of  a band  of  adhesions  in  the  right  pelvis 
which  was  causing  obstruction  of  the  ileum. 
Recovery  was  uneventful. 

Tille’  was  able  to  collect  records  of  only 
26  cases  of  this  type  up  to  1953.  In  August, 
1957,  Henshaw  and  Stafford^  reported  the 
case  of  a child.  A case  was  reported  by 
O’Beirn.®  He  noted  in  his  case  that  the 
pain  was  aggravated  by  deep  breathing  and 
bending.  In  1950,  Manfredh  reported  a 
case  of  omental  segmental  infarction  in  in- 
fancy. He  stated  that  only  one  case  in  child- 
hood had  previously  been  reported.  Mitch- 
ener’  reported  cases  in  December,  1954. 
James®  reported  two  cases  of  acute  seg- 
' mental  infarction  due  to  primary  torsion. 
He  stated  that  145  cases  of  infarction  due 
to  primary  torsion  had  been  reported  up 
until  1951. 

In  this  particular  case,  there  was  no  tor- 
sion. The  patient  was  a young,  healthy 
man,  only  slightly  obese. 


The  differential  diagnosis  requires  the 
physician  and  surgeon  to  be  conscious  of 
this  rare  entity  in  their  mental  classifica- 
tion of  the  causal  factors  of  acute  abdomen. 

Once  the  abdomen  has  been  opened,  the 
sero-sanguinous  fluid  will  make  the  surgeon 
suspicious  of  omental  infarction.  James  al- 
so emphasizes  this  point  in  his  two  case 
reports. 

Summary 

A case  of  omental  infarction  with  gan- 
grene of  the  greater  omentum  has  been  re- 
ported. No  torsion  was  present.  Less  than 
35  cases  of  this  type  have  been  reported 
in  the  literature.  The  appendix  was  not  in 
an  active  pathological  state  at  the  time  sur- 
gery was  performed;  the  gangrenous  por- 
tion of  greater  omentum  was  removed. 

The  patient  returned  to  St.  Francis  Hos- 
pital four  years  later  with  intestinal  ob- 
struction due  to  adhesions.  Surgery  was 
performed  to  relieve  this  condition.  Re- 
covery was  uneventful. 
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CASE  REPORTS  OF  THE  SURGICAL  DEPARTMENT 
OF  ST.  FRANCIS  HOSPITAL 


Edited  by  J.  F.  Hughes,  M.D. 


CASE  4317 

History:  This  patient  was  admitted  in 
October,  1957  and  discharged  19  days  later; 
she  was  42  years  of  age.  Her  main  com- 
plaint on  admission  was  pain  in  the  right 
lower  quadrant  and  nausea.  She  has  quite 
an  interesting  past  history;  a “stroke”  in 
August,  1950,  a mitral  valvectomy  in  1952 
at  a hospital  in  Philadelphia,  and  she  has 
had  three  Cesarean  sections,  one  in  1953, 
another  in  1954  and  the  last  one  in  1956. 

She  stated  that  “on  and  off”  she  had 
pain  localized  in  the  right  lower  quadrant 
for  quite  some  time.  Since  two  days  prior 
to  admission,  she  had  this  pain  and  it  be- 
came progressively  worse.  She  was  nause- 
ated on  several  occasions. 

Physical  Examination:  There  was  no 
cardiac  enlargement,  sinus  rhythm  was  nor- 
mal, rate  was  regular  with  sinus  extra- 
systole. A grade  3 systolic  harsh  murmur 
radiated  to  the  other  areas,  especially  to- 
ward the  left.  The  lungs  were  clear  to  pal- 
pation, percussion  and  auscultation.  Liver, 
spleen  and  kidneys  were  not  palpable.  She 
was  very  tender  to  palpation  on  the  right 
lower  quadrant,  with  abdominal  guarding 
and  some  rebound  tenderness.  There  was 
a scar  on  the  midline  below  the  umbilicus. 
There  was  a partial  impairment  of  move- 
ment of  the  left  leg  but  there  was  no  edema 
of  either  extremity,  nor  were  there  any 
varicose  veins. 

Impressions  were  (1)  Appendicitis,  acute; 
(2)  Mitral  insufficiency;  and  (3)  Hemi- 
plegia, left. 

Dr.  L.  Jones:  This  woman,  as  Dr.  Graff 
will  tell  you,  had  a kind  of  bluish-grey  color 
and  looked  very,  very  ill.  I might  add  that 
Dr.  Graff  told  me  that  he  had  been  anes- 


thetist for  all  three  of  these  sections,  and 
it  was  “touch  and  go”  each  time,  whether 
.she’d  make  the  grade. 

I made  a right  rectus  incision,  and  I 
broke  into  an  appendicial  abscess.  I re- 
moved the  appendix  and  aspirated  the  ab- 
scess and  placed  a little  sulfanilamide  pow- 
der in  the  abscess  cavity  and  placed  a 
drain.  She  was  removed  from  the  operating 
table  in  rather  poor  condition. 

Dr.  P.  Olivere:  On  the  fifth  post-opera- 
tive day  this  patient  had  a portable  film  of 
the  chest  which  was  taken  in  the  supine 
position.  The  film  showed  extensive  opacity 
and  impaired  aeration  at  the  right  base  with 
depression  of  the  short  transverse  fissure. 
Changes  at  the  right  base  gave  the  appear- 
ance suggesting  atelectasis,  although  I felt 
that  an  underlying  pneumonia  could  not  be 
ruled  out. 

There  was  a partially  opaque  rubber 
catheter  passing  down  into  the  stomach. 
Outside  of  that,  the  lung  fields  looked  with- 
in normal  limits. 

Dr.  J.  Graff:  This  patient  was  not  in- 
tubated at  the  time  of  surgery.  At  the  time 
of  her  first  Cesarean  section,  she  exhibited 
signs  of  a stroke,  heart  failure  and  was  a 
poor  risk.  At  that  time,  we  used  an  ab- 
dominal wall  block,  and  it  was  a perfectly 
satisfactory  procedure.  She  had  good  anes- 
thesia and  she  cooperated  well. 

At  the  next  Cesarean,  we  attempted 
the  same  thing,  and  this  was  just  about  as 
unsuccessful  as  the  first  was  successful.  We 
ended  up  by  giving  her  general  anesthesia 
which  she  tolerated  fairly  well.  In  the  third 
Cesarean  section,  we  decided  to  just  go 
ahead  and  give  her  general  anesthesia  which 
we  did  right  from  the  start,  and  again  we 
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did  well.  It  is  a question  of  depth  of  anes- 
thesia more  than  anything  else.  I don’t 
know  that  choice  of  anesthesia  particularly 
presents  a problem  here. 

Dr.  Jones:  As  her  post-operative  course 
progressed  her  chest  symptoms  subsided 
and  she  was  discharged  in  good  condition. 

CASE  4375 

History:  This  64  year  old  woman  was 
admitted  in  November,  1957,  and  dis- 
charged 23  days  later.  Her  chief  complaint 
was  bleeding  from  the  rectum  with  result- 
ant weakness.  She  was  admitted  because 
of  the  rectal  bleeding.  Color  of  the  blood 
was  dark  and  the  patient  felt  very  weak. 
She  stated  that  these  symptoms  were  pres- 
ent since  the  day  prior  to  admission.  She 
also  stated  that  she  had  had  some  episodes 
of  rectal  bleeding  a few  years  ago  and  was 
admitted  here  and  several  blood  transfu- 
sions were  given  to  her. 

Physical  Examination:  There  were  no 
especially  significant  findings  except  for  the 
bleeding. 

The  operative  report  reads  as  follows: 
“This  patient  has  had  repeated  hemor- 
rhages, associated  with  shock  since  admis- 
sion, with  the  passage,  each  time,  of  dark 
liquid  blood  and  blood  clots  by  rectum. 
Upon  opening  the  abdomen,  the  colon  was 
found  to  be  moderately  distended  by  gas 
and  liquid  dark  blood,  semi-solid  blood  and 
blood  clots,  especially  in  the  region  of  the 
descending  colon  and  the  upper  portion  of 
the  sigmoid  colon.  The  distal  part  of  the 
colon  appeared  to  he  essentially  empty, 
without  evidence  of  much  blood  in  this 
area.  The  colon  on  the  right  side  of  the 
abdomen  did  not  appear  to  contain  blood. 
It  is,  therefore,  presumed  that  the  bleeding 
site  was  probably  in  the  region  of  the 
splenic  flexure. 

Careful  external  exploration  of  the  colon 
failed  to  reveal  any  gross  evidence  of  a 
lesion  which  would  account  for  the  bleed- 
ing. Similarly,  internal  exploration  of  the 
colon,  using  the  sigmoidoscope,  did  not  re- 
veal any  evidence  of  active  bleeding,  ulcer 
or  other  lesion  to  account  for  the  repeated 
hemorrhages.  No  active  bleeding  or  bright 
red  blood  was  .seen  at  the  time  of  explora- 


tion. The  small  intestine  appeared  to  be 
mildly  gas-distended,  but  not  obstructed 
and  showed  no  evidence  of  containing 
blood.  The  stomach  and  duodenum  were 
empty.  No  evidence  of  bleeding  from  the 
upper  intestinal  tract  was  found.  No  evi- 
dence of  peptic  ulcer  was  found  on  examina- 
tion, of  the  stomach  and  duodenum.  The 
lesion  from  which  the  hemorrhages  occurred 
into  the  colon  is  still  not  known.  No  evi- 
dence of  ulceration  or  diverticulitis  was 
found  within  the  lumen  of  the  bowel  on 
internal  examination  of  the  colon.  No  evi- 
dence of  malignant  disease  was  seen.  The 
patient’s  pulse  and  blood  pressure  remained 
within  normal  range  throughout  the  opera- 
tion.” 

Dr.  P.  Olivere:  The  original  film  taken 
shortly  after  admission,  showed  some  gen- 
eralized distension  of  loops  of  colon,  as  well 
as  some  small  intestinal  loops.  This  gen- 
eralized distension  gave  more  the  appear- 
ance of  an  ileus,  rather  than  of  an  obstruc- 
tive lesion.  She  was  quite  distended  at  this 
time.  She  had  a metal  tube  drain  (this  was 
probably  after  her  original  surgery)  in  the 
pelvic  portion  of  the  abdomen. 

On  the  12th  post-operative  day  portable 
films  taken  of  the  chest  in  a sitting  position 
in  bed  showed  that  there  was  impaired 
aeration  and  clouding  over  both  bases. 
These  changes  appeared  more  marked  at 
the  right  base,  with  some  relative  elevation 
of  the  right  diaphragm.  We  felt  that  this 
represented  a hypostatic  pneumonia,  in- 
volving the  bases. 

Six  days  later  there  was  almost  clearing 
of  the  lung  changes  and  better  aeration  of 
both  lungs  at  this  time,  although  there 
was  some  clouding  obscuring  the  left  costo- 
phrenic  angle,  suggesting  a mild  amount  of 
effusion  in  the  left  ba.se.  We  felt  that  there 
was  clearing  of  the  pneumonic  changes  at 
the  bases  with  some  residual  effusion  at  the 
left  ba.se. 

Dr.  C.  Smith:  This  patient  presents  a 
rather  common  problem,  it  seems,  of  bleed- 
ing from  the  intestinal  tract  without  ap- 
parent cause.  She  had  had  previous  hem- 
orrhages and  had  studies  of  her  upper  and 
lower  intestinal  tract  when  she  was  not 
bleeding  and  no  lesion  was  found. 
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As  you  all  know,  the  principal  causes  of 
gastro-intestinal  hemorrhage  are  rather 
easy  to  identify.  When  you  do  not  find  one 
of  them,  however,  you  are  left  with  some 
rather  bizarre  possibilities.  Just  to  mention 
one  of  them,  which  Dr.  C.  W.  Mayo  has 
called  attention  to,  jejunal  diverticulum,  a 
lesion  that  bleeds  quite  commonly  but  one 
which  might  well  not  be  found  in  the  upper 
or  lower  gastro-intestinal  tract  x-rays. 
Small  bowel  x-rays,  I feel,  should  be  done 
on  this  patient  even  though  they  are  a lot 
of  work  and  not  too  reliable. 

A patient  like  this  one  always  brings  you 
hack  to  what  Dr.  Harvey  Stone  published 
some  years  ago.  This  paper  is  not  out  of 
date  and  was  quoted  from  the  Lahey  Clinic 
as  recently  as  two  years  ago.  Dr.  Stone 
had  the  courage  to  publish  a series  of  pa- 
tients who  had  gastro-intestinal  hemor- 
rhages on  whom  he  was  unable  to  find  a 
cause  for  bleeding  at  the  time  of  operation. 
He  felt  that  it  may  not  be  worthwhile  op- 
erating on  such  patients  unless  the  magni- 
tude of  the  bleeding  demands  it,  and  such 
appears  to  have  been  the  circumstances 
here. 

I don’t  say  the  foregoing  in  criticism  of 
anything  that  has  been  done  on  this  pa- 
tient. I merely  wish  to  point  out  the  prob- 
lem that  we  are  discussing  has  been  present 
for  many  years.  I believe,  however,  that 
some  change  in  policy  has  been  made.  Dr. 
L.  K.  Ferguson,  a few  years  ago,  published 
a few  cases  in  which  he  was  able  to  identify 
and  treat  the  site  of  bleeding  during  the 
hemorrhage.  He  recommended  that  this 
procedure  be  carried  out  in  selected  cases. 
We  all  know  that  it  is  very  difficult  to  find 
a bleeding  point  when  the  intestinal  tract 
is  filled  with  blood. 

Dr.  D.  Preston:  When  the  patient  left 
the  hospital,  I asked  her  if  she  would  let 
me  re-examine  her  in  about  four  weeks. 
Realizing  that  she  was  still  weak  and  had 
had  much  hospital  treatment,  I didn’t  wish 
to  add  to  her  inconvenience  by  extensive 
examination  at  the  time.  It  is  my  thought 
that  we  may  find  an  organic  lesion  to  ac- 
count for  the  hemorrhage  which  she  had, 
but  at  present,  I don’t  know  the  cause.  It’s 
very  disturbing  to  have  a patient  in  a dan- 


gerous shock  condition  from  hemorrhage 
and  not  be  able  to  control  the  source  of  the 
bleeding.  It  is  possible  that  she  may  have 
a superficial  lesion  in  the  mucosa  that  is  not 
ea.sily  seen  by  direct  inspection,  perhaps  a 
superficial  erosion  of  a vein  in  the  mucosal 
layer  of  the  colon.  I am  hopeful,  of  course, 
that  she  will  not  have  another  hemorrhage, 
but  we  have  no  rea.son  to  feel  secure  in  that 
thought  because  it  is  possible  that  the  prob- 
lem may  be  repeated  for  us. 

Dr.  C.  Smith:  In  order  that  I may  ap- 
pear not  to  know  too  much  about  this 
problem,  I wish  to  state  that  I have  at  pres- 
ent, under  my  care,  a patient  who  has  had 
four  hemorrhages  from  his  intestinal  tract. 
This  patient  has  had  two  upper  gastro-in- 
testinal tract  x-rays,  two  barium  enemas 
and  a .small  bowel  x-ray.  I still  don’t  have 
a diagnosis,  and  I am  not  going  to  do  any- 
thing to  him  unless  I am  forced  to  it,  which 
I may  well  be.  Once  again,  I wish  to  point 
out  that  it  is  not  uncommon  to  be  unable 
to  identify,  prior  to  operation,  the  cause  of 
a gastro-intestinal  hemorrhage. 

Dr.  Arminio:  This  problem  also  occurs 
in  the  younger  age  group.  I have  one  now 
that  I’ve  explored  twice,  who,  on  both  oc- 
casions, unfortunately  was  rather  drastic, 
and  we  thought  we  couldn’t  control  the 
bleeding.  This  child  went  on  and  expired, 
and  at  autopsy  no  reason  for  the  bleeding 
was  found  either.  So,  this  problem  may 
continue  and  unfortunately,  may  go  on  to 
the  very  end,  and  you  still  have  no  diag- 
nosis. 


CASE  4019 

Summary:  This  patient  had  a subtotal 
gastrectomy  for  ulcer  symptoms  and  seven 
days  after  the  operation  the  patient  had  a 
massive  hemorrhage. 

Dr.  D.  Preston:  This  patient  is  a 59 
year  old  stocky,  white  man.  He  has  had 
repeated  upper  gastro-intestinal  hemor- 
rhages during  recent  years.  He  is  known 
to  have  had  a chronic  peptic  ulcer  for 
which  he’d  been  treated  constantly,  ex- 
cept for  the  times  when  he  would  go  off  his 
diet  and  drink  more  whisky  than  he  should. 
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The  immediate  problem  at  the  time  of 
the  current  admission  was  control  of  the 
hemorrhage,  which  was  done  by  conserva- 
tive treatment.  After  the  blood  volume  had 
been  restored  by  transfusion,  the  question 
then  arose  as  to  whether  he  should  have  a 
resection  of  the  stomach  because  of  the 
strong  possibility  of  future  hemorrhage, 
realizing  that  the  risk  each  time  was  be- 
coming greater.  He  had  had  five  previous 
hemorrhages.  There  had  been  multiple  ad- 
missions for  transfusions  to  correct  low  red 
blood  values  following  the  vomiting  of 
blood. 

After  removing  about  75%  of  the  stom- 
ach, we  opened  the  specimen  and  found  a 
small  ulcer  in  the  central  portion  of  it  on 
the  posterior  wall,  which  was  assumed  to  be 
the  cause  of  his  hemorrhages.  The  patholo- 
gist examined  this  tissue  and  reported 
adenocarcinoma.  It  would  seem  that  the 
resection  was  adequate,  presuming  this  to 
be  an  early  malignant  change  in  a previous 
benign  peptic  ulcer  of  the  stomach. 

In  addition  to  the  ulcer  problem,  and 
carcinoma  problem,  there  was  also  chronic 
hypertrophic  gastritis,  as  evidenced  by  large 
rugose  folds  of  mucosa,  which  upon  exami- 
nation by  the  pathologist,  showed  the  typi- 
cal round  cell  infiltration  characteristic  of 
this  disease.  The  site  of  his  hemorrhage  one 
week  after  resection  was  not  certain,  al- 
though we  presume  that  it  was  from  the 
residual  upper  gastric  segment,  being  about 
25%  at  the  gastric  cardia.  The  cause  of 
the  bleeding  is  thought  to  be  residual 
chronic  hypertrophic  gastritis  which  per- 
sists in  this  retained  segment.  It  is  possi- 
ble that  he  could  have  bled  from  the  suture 
line,  although  this  would  seem  unlikely  to 
occur  seven  days  after  operation.  No  duo- 
denal ulcer  was  present  at  the  time  of  re- 
section, so  it  was  not  a problem  here  of 
leaving  ulcer  di.sease  in  the  duodenum, 
which  might  be  considered  a possible  source 
for  bleeding.  His  liver  appeared  normal  and 
no  evidence  of  portal  hyperten.sion  was  seen 
at  the  time  of  operation. 

Of  course,  we  cannot  exclude  the  possi- 
bility that  he  may  have  bled  from  other 
portions  of  the  intestinal  tract  below  the 
duodenal  level.  I’d  be  grateful  for  sugges- 


tions as  to  further  treatment,  either  medi- 
cal or  surgical.  Should  other  investigative 
measures  be  undertaken  to  determine 
whether  he  has  another  organic  lesion,  per- 
haps, to  cause  this  post-operative  hemor- 
rhage? He  has  been  doing  well  and  has  had 
no  further  complication  since  his  discharge 
from  the  hospital. 

Dr.  P.  Olivere:  This  man  has  had  sev- 
eral studies  of  the  stomach  and  they  showed 
marked  thickening  of  the  rugal  folds,  es- 
pecially in  the  antrum,  but  no  evidence  of 
any  constant  defect.  Peristalsis  could  be 
seen  to  pass  through  all  the  way  through, 
fluoroscopically,  and  we  have  films  here  to 
show  it.  The  cap  and  duodenal  loop  looked 
all  right.  There  were  numerous  diverticuli 
in  the  colon. 

There  is  the  appearance  of  the  thicken- 
ing of  the  rugal  folds  in  the  region  of  the 
antrum.  There  are  no  changes  in  the  loop. 

We  got  a good  study  which  shows  the 
esophagus  well-outlined,  and  without  much 
trouble,  I think  we  could  call  this  esophagus 
normal,  with  no  evidence  of  any  diverticuli 
or  any  varices. 

This  film  shows  the  same  thickening 
throughout  the  stomach,  especially  in  the 
antrum,  but  peristaltic  waves  can  be  seen 
going  through.  The  ulcer  was  never  shown 
on  the  film.  The  only  thing  we  did  see  was 
the  marked  thickening  of  the  rugal  folds, 
but  peristalsis  did  go  through,  and  the 
esophagus  looked  normal. 

This  study  was  taken  after  the  operation, 
showing  about  20  to  25%  of  the  stomach 
contained  in  the  cardiac  end,  with  no 
changes  suggesting  recurrent  jejunitis  or 
evidence  of  the  “dumping  syndrome”,  and 
there  was  no  evidence  of  any  obstructive 
signs. 

CASE  4028 

History:  This  is  another  patient  that 
had  a subtotal  gastrectomy  for  a simple 
peptic  ulcer.  He  was  47  years  of  age  and 
developed  pneumonia  and  empyema  a.ssoci- 
ated  with  post  operative  abdominal  abscesvs. 
(Figure  f.) 

Dr.  D.  Preston:  His  chief  complication 
was  not  the  duodenal  fistula.  That  was 
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Figure  1 

Changes  in  left  lower  pleural  space  suggest  col- 
lection of  fluid. 


easily  controlled  by  getting  a tube  in  for 
drainage,  but  he  nearly  died  of  post-opera- 
tive pneumonia  and  empyema.  He  ap- 
parently had  accumulated  a considerable 
quantity  of  gastric  fluid  during  12  hours  of 
fasting  before  operation.  He  inhaled  vom- 
itus  during  induction  of  his  anesthesia  and 
that  gave  the  anesthetist  a rather  rough 
time  for  a while.  With  a tube  in  the 
trachea  he  suctioned  out  as  much  of  the 
acid-gastric  fluid  as  he  could,  and  the  op- 
eration continued  without  event.  After  the 
operation  the  patient  developed  a high 
fever,  rapid  pulse  rate  and  dyspnea  with 
clinical  evidence  of  a pneumonitis.  He  was 
given  oxygen,  symptomatic  treatment,  anti- 
biotics and  after  a period  of  time,  his  tem- 
perature subsided  to  normal. 

He  went  home,  developed  a high  fever 
after  several  days,  and  came  back.  We  put 
a tube  in  his  left  thorax  and  drained  off 
four  hundred  cc.  of  pus.  His  temperature 
stayed  down  and  he  left  the  hospital.  I 
saw  him  again  later.  He  was  having 
pain  in  his  left  chest.  X-ray  film  showed 


a shadow  at  the  base  of  the  lung  on  the 
left  side,  which  the  radiologist  did  not 
think  was  an  abscess  but  believed  it  to  be 
a zone  of  pneumonitis.  He  has  now  been 
admitted  to  another  hospital  because  of 
bed  shortage  at  St.  Francis  Hospital.  His 
temperature  remains  normal,  but  it  is 
thought  that  he  may  have  some  residual 
inflammatory  changes  in  the  base  of  his 
left  lung.  The  abdominal  incision  has  long 
since  healed,  and  he  is  on  a general  diet, 
but  I think  Dr.  Graff  might  wish  to  warn 
us  about  preparing  our  patients  better  for 
operation.  In  this  particular  instance,  there 
was  stenosis  of  the  outlet  of  the  stomach 
which  may  have  accounted  for  an  over- 
accumulation of  fluid  in  the  stomach,  and 
I believe  that  this  is  a serious  matter,  be- 
cause it  could  have  resulted  in  this  man’s 
death.  Inhaling  of  vomitus  may  have  been 
preventable.  If  a tube  had  been  put  down 
and  gastric  juices  removed  by  suction  be- 
fore sending  him  to  the  operating  room,  we 
might  not  have  had  the  risk  of  this  serious 
complication. 

CASE  3930 

History:  This  case  is  a man,  61  years  of 
age,  whom  Dr.  John  Hynes  had  previously 
treated  for  carcinoma  of  the  larynx.  He 
was  admitted  in  October  1957,  developed 
a fistula  and  Dr.  Hynes  repaired  it  with  a 
piece  of  homogenous  aorta. 

Dr.  J.  Hynes:  This  man  had  a laryn- 
gectomy for  cancer  of  the  intrinsic  larynx 
in  August.  His  course  was  complicated  by 
a short  period  of  a pharyngeal  fistula  which 
healed  before  his  discharge  from  the  hos- 
pital. He  went  home,  and  was  swallowing 
fairly  well,  but  gradually  developed  progres- 
sive difficulty  in  swallowing.  He  was  re- 
admitted and  studied.  It  proved  impossible 
to  pass  a Levin  tube  at  that  time.  X-ray 
examination  showed  a marked  stricture  of 
the  cervical  esophagus  above  which  there 
was  also  a small  diverticulum,  apparently 
coming  off  the  bottom  of  the  pharynx.  He 
was  explored  soon  after  admission.  The 
stricture  was  located  amid  a lot  of  scar  tis- 
sue and  apparently  was  due  to  the  previous 
pharyngeal  fistula  which  had  closed  off  at 
the  skin  level,  but  had  left  a chronic  in- 
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flammatory  mass  with  granulation,  up 
against  the  wall  of  the  esophagus  where 
a marked  stricture  was  present  about  the 
mid-cervical  esophagus.  The  esophagus  was 
freed  as  well  as  possible  above  and  below 
this  point.  The  stricture  was  incised  longi- 
tudinally and  sutured  transversely.  The 
tissues  still  showed  some  chronic  inflam- 
matory reaction  and  were  rather  poor  stuff 
to  anastomose.  Within  a few  days,  the 
closure  broke  down  and  he  had  a large 
esophageal  fistula  in  his  anterior  mid-neck 
and  unfortunately,  because  he  had  a mid- 
line incision,  was  spilling  over  into  his  per- 
manent tracheostomy.  The  situation  was 
serious  in  that  he  was  aspirating  his  own 
secretions.  Of  course,  he  was  being  fed 
through  a tube  so  that  he  wasn’t  getting 
food  down  his  trachea,  but  he  was  getting 


Figure  2 

This  barium  swallow  shows  a diverticulum  of  the 
anterior  lower  jjortion  of  the  pharynx.  Just  above 
the  tracheostomy  the  stricture  of  the  esophagus 
is  notefl. 


a terrific  amount  of  mucus  and  saliva  from 
his  throat  that  would  work  into  the  trachea 
through  the  grove  above  his  permanent 
tracheostomy  tube,  and  he  had  severe 
coughing  and  expectoration.  (Figure  2.) 

Our  next  attempt  was  to  repair  the  de- 
fect in  the  esophagus  by  using  a piece  of 
preserved  aorta,  reconstituted  in  saline, 
and  suturing  it  into  the  defect.  That  was 
carried  out  approximately  ten  days  after 
the  first  operation.  Dr.  Walter  Moore  kind- 
ly provided  the  graft  which  was  sutured 
above  and  below  to  the  open  ends  of  the 
esophagus.  The  strip  of  tissue  along  the 
posterior  wall  which  had  been  the  site  of 
the  stricture  was  not  removed  but  the 
esophageal  graft  was  split  longitudinally 
and  sutured  on  each  side  of  that. 

At  the  end  of  the  operation,  the  closure 
seemed  to  be  adequate.  There  were  two 
layers  of  very  fine  sutures  placed,  but  with- 
in two  or  three  days  it  was  apparent  that 
he  had  a second  fistula.  I think  that  in 
dissecting  the  upper  end  of  the  esophagus 
which  was  buried  in  very  dense  scar  tissue 
near  the  base  of  his  tongue,  we  probably 
opened  into  the  diverticulum  I mentioned 
and  he  had  a salivary  leak  which  bathed 
everything  in  mucus  and  saliva.  He  finally 
lost  the  upper  end  of  his  aortic  graft. 
Whether  the  lower  end  is  still  there  or  not, 
I cannot  tell,  because  meanwhile  the  skin 
had  healed  over  and  it  is  out  of  sight. 
Whether  it  has  gradually  disintegrated  or 
not.  I’m  not  sure,  but  he  now  has  reached 
the  point  where  he  has  a very  small  mid- 
line fistula  high  in  the  neck  which  leaks 
only  a little.  He  is  still  on  tube  feedings, 
he  has  been  home  from  the  hospital  a 
month  or  so,  and  I think  the  major  prob- 
lem is  whether  he  has  a sufficient  lumen  to 
prevent  a recurrence  of  the  stenosis.  I can’t 
give  the  answer  to  that. 

He  has  gained  weight  on  his  tube  feed- 
ings; he  is  comfortable,  and  he  may  yet 
have  recurrences  of  the  stenosis. 
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ASIATIC  INFLUENZA  COMPLICATED  BY  MYOCARDIAL 
INFARCTION  REPORT  OF  A FATAL  CASE 


George  J.  Boines,  M.D.,*  Edward  M.  Bohan,  M.D.,** 

Jason  L.  Campbell,  M.D.*** 


A white  man,  aged  54  years  was  admit- 
ted to  St.  Francis  Hospital  on  September 
25,  1957,  with  the  history  of  having  been 
ill  at  home  for  three  days.  His  illness  be- 
gan with  chills,  fever,  headache,  dyspnea, 
abdominal  cramps,  a productive  cough  with 
expectoration  of  yellowish  sputum,  and  gen- 
eral weakness.  He  treated  himself  for  a 
cold  until  September  25,  when  his  tempera- 
ture rose  to  103°,  and  he  developed  marked 
dyspnea  and  discomfort  in  his  chest.  He 
also  noted  that  his  right  testicle  was  en- 
larged and  tender,  and  he  thought  that  this 
was  related  to  his  right  renal  calculus  which 
had  been  diagnosed  in  1952.  His  cough  had 
been  present  for  at  least  three  or  four 
weeks,  but  it  was  not  serious  enough  to  put 
him  to  bed. 

On  September  15,  he  had  received  1 c.c. 
of  monovalent  Asian  flu  vaccine  at  his  place 
of  business. 

His  past  medical  history  was  negative 
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Attending  Chief  in  Communicable  Disea-ses  and  in  Medi- 
cine. St.  Francis  Hospital. 
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St.  Francis  Hospital.  Attending  Chief  in  Medicine  and 
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®®*  Assistant,  Department  of  Medicine,  St.  Francis  Hospital. 


except  for  a small  renal  calculus  in  his  right 
ureter  which  produced  renal  colic  in  1952. 
He  was  treated  conservatively,  but  the 
stone  was  not  expelled.  In  1950,  he  had  a 
small  calculus  in  his  left  ureter  which  he 
eventually  expelled.  He  was  allergic  to 
aspirin.  He  was  always  overweight,  averag- 
ing 225  to  240  pounds.  His  height  was 
68  inches.  He  was  immunized  for  ty- 
phoid-paratyphoid and  small  pox  before 
sailing  for  Egypt  and  Greece  earlier  in  1957. 

On  admission,  his  systemic  review  was 
negative  except  for  anorexia  since  the  on- 
set of  the  present  illness.  Blood  pressure 
was  150  60,  pulse  100,  regular  and  strong. 
Temperature  (rectally)  was  103. 4°F., 
dropped  to  normal  on  9 28,  and  rose  to 
104.6°  on  9 30,  and  gradually  dropped  to 
100°F.  Weight  at  this  time  was  225  pounds. 
Heart  was  normal  without  murmurs.  There 
were  moist  rales,  described  as  subcrepitant, 
at  the  right  base,  with  generalized  slightly 
diminished  breath  sounds.  Liver  and  spleen 
were  not  palpated.  There  was  no  cyanosis. 
There  was  no  ankle  edema,  nor  was  there 
any  jaundice.  The  right  testicle  was  swollen 
and  tender. 
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LABORATORY  STUDIES 


BLOOD 

9/25  Mazzini  negative 


RBC 

WBC 

Hemoglobin 
% Gm. 

Seg.  Lymph. 

tocrit  thrombin 

Sugar 
(2  h.P.C.) 

B.U.N. 

CO. 

Chlorides 

Na 

K 

Blood 

Culture 

9/25 

4,660,000 

13,650 

94 

14.5 

91  9 43.5 

133 

9.8 

10/1 

24.9 

48 

vol. 

% 

625 

152 

4.1 

Sterile 

10/2 

3,510,000 

26,300 

91 

14 

96  4 

10  4 

18,500 

86 

14 

10  10 

4,590,000 

15,900 

91 

14 

85  15 

142 

10  13 

81% 

10/18  4,880,000  18,400  98  15  91 


9 


42,5 
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SPINAL  FLUID 


Wassermann 

WBC 

Polys. 

Lymphs. 

Total 

Protein 

Globulin 

Chlorides 

Sugar 

Smear 

Culture 

Color 

Pressure 

10/7  Negative 

5 

3 

2 

79 

0 

775 

92 

0 

0 

clear 

normal 

Reported  by  Dr.  Klaus  Hummeler,  Virus  Diagnostic 
11/16/57  Laboratory,  Reference  Laboratory  for  the  Depart- 

AGGLUTINATION  TESTS  FOR  VIRUSES  ment  of  Health,  Commonwealth  of  Pennsylvania, 

1740  Bainhridge  St.,  Philadelphia,  Pa. 


Lymphocytic 

Choriomeningitis 

Mumps  Polio  I 

Polio  II  Polio  III  Influenza  B 

Q Fever  Psittacosis 

Soluble 

Influenza 

A 

Asian 

Influenza 

L3 

Strain  Adeno 

0 

0 0 

0 0 

0 

0 0 

1:32-1- 

l:32-f- 

1:32-1-  0 

URINE 

Reaction 

Sp.Gr. 

Albumen 

Sugar 

WBC 

Culture 

9/25 

acid 

1.016 

trace 

0 

many 

10/1 

acid 

1.010 

0 

0 

15-20 

10/2 

si. alkaline 

1.015 

1 + 

0 

Proteus  vulgaris 

THROAT  CULTURE 

10/3  1.  Staphylococcus  aureus 

2.  Streptococcus  anhemolyticus 

3.  Diplococci 

COMPLETE  BLOOD  VOLUME 

DETERMINATION  10/2 

1. 

Total  Plasma  Volume 

Deficit  0 

2. 

" Blood  " 

" 0 

3. 

" Plasma  protein 

" 0 

4. 

" Circulating  hemoglobin 

" 31 

5. 

Red  cell  volume 

" 214  c.c. 
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ELECTROCARDIOGRAPHIC  TRACINGS 


Rhythm 

Rate 

PR 

Q 

ST 

Axis 

Opinion 

9/28 

Sinus 

74 

.18 

0 

Normal 

Normal 

Within  normal  limits. 

QT  interval  is  short. 

No  evidence  of  hypokalemia. 

10/12 

Sinus 

100 

.24 

0 

Depressed 

Distinctly  abnormal  septal  damage 

10/14 

Sinus 

no 

.22 

0 

Depressed 

Abnormal  as  on  10/12. 

X-RAY  STUDIES 

9/25  Viral  jmeumonitis,  right  lower  lobe 
9/30  Parenchymal  changes  over  right  lower  lobe 
10/17  Hilar  shadows  are  increased.  No  lung  jjarenchymal  changes. 
Heart  within  normal  limits. 


PROGRESS  NOTES 

9/25  No  ankle  edema.  Temperature 
103.6°F.,  pulse  128,  re.spirations  40. 
Coughs  Penicililn  started. 

9 26  Feels  .slightly  better.  Still  weak  and 
coughing.  No  jaundice. 


9/28  Lungs  are  congested;  moist  rales 
throughout  chest.  There  is  impaired 
resonance  over  right  ha.se.  Ab- 
domen distended.  He  is  confu.sed 
and  toxic.  Some  cardiac  decom- 
pen.sation. 
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9 29  Right  epididymitis  is  painful;  how- 
ever, patient  feels  better.  Pneumo- 
nitis localized  at  right  base.  Poor 
appetite.  Digitalis  started. 

9 30  General  condition  appeared  im- 

proved in  the  morning.  In  the 
afternoon,  he  become  somnolent 
and  lethargic.  No  neck  rigidity. 
No  Babinski.  BP  160/60.  Pukse 
100.  Eyegrounds  negative.  Very 
restless.  Complains  of  hack  pain. 
In  the  evening,  the  pneumonic  proc- 
ess extended.  Patient  became  ex- 
tremely lethargic  and  was  placed  in 
oxygen.  Temperature  104. 6°F.  after 
severe  chill  at  evening. 

10  1 Face  dusky,  pulse  72  regular; 

tongue  dry,  some  neck  rigidity,  but 
no  headache.  Good  urinary  output, 
hut  blood  urea  is  elevated  to  24.9 
mg.  Right  testicle  is  markedly 
swollen  and  tender.  Gamma  globu- 
lin (10  cc.)  was  given  empirically 
for  possible  mumps  orchitis.  Tem- 
perature dropped  to  101  °F.,  pulse 
80,  respirations  24.  Profuse  per- 
spiration present.  Abdomen  is  dis- 
tended. 

10/2  Process  in  the  right  testicle  has  ex- 
tended. May  be  responsible  for  the 
fever  and  abdominal  distention  due 
to  deep  lymphatic  drainage.  Per- 
spiring. 

10/  3 General  condition  improved.  Lungs 
clearing.  Urinary  output  has  been 
good. 

10/  4 Right  orchitis  is  subsiding.  Patient 
appears  confused. 

10/5  Appetite  improved.  Cheerful.  Talk- 
ing clearly. 

10/  7 Some  neck  rigidity;  drowsiness  ap- 
pears of  the  encephalitic  type. 
Spinal  tap  reveals  normal  spinal 
fluid  except  elevated  total  protein 
79  mg.  Still  in  oxygen  tent. 

10/  9 Generally  improved.  Out  of  bed  in 
wheelchair  for  short  intervals. 

10/10  Restless  and  drowsy.  Good  ap- 
petite. 

10  12  EKG  shows  changes  indicative  of 

possible  myocardial  infarction.  BP 
170/60,  pulse  80,  irregular  but 
strong.  Temperature  99.2°F.  Lungs 


clear;  no  cardiac  murmurs.  Pa- 

tient appears  very  pale  and  com- 
plains of  extreme  weakness  and 

drowsiness.  Still  in  oxygen. 

10/14  BP  160/90,  P.108,  R.24.  Coughs 

and  expectorates  small  amounts  of 
clear  mucus.  Still  drowsy. 

10/16  Pukse  is  slightly  irregular,  but 

strong.  Patient  is  very  tired. 

10/17  Lethargic.  Responds  to  questions. 
No  cardiac  murmurs;  bradycardia 
plus  extra.systoles.  Lungs  are  clear. 
No  nuchal  rigidity.  Abdomen  is 
soft.  Femoral  pulses  present.  Pa- 
tient is  very  restless. 

10  18  Pulse  very  strong  and  regular;  not 
confused.  Out  of  bed.  Nauseated 
and  vomited.  BP  180/98,  pulse  94, 
respirations  24.  General  condition 
seems  improved.  At  11  P.M.  BP 
170/60,  restless,  poor  color.  Gasp- 
ing for  breath;  expired  11:15  P.M. 

Cause  of  death:  1.  Myocardial  infarction 
due  to  coronary 
thrombosis 

2.  Viral  pneumonitis  — 
Asian  influenza 

3.  Acute  epididymitis 

4.  Right  renal  lithiasis 
with  uremia  and 
hypertension 

Therapy:  1.  Antibiotics 

2.  Parenzyme  I.M.  for  orchitis 

3.  Digitalis 

4.  Fluid  therapy,  vitamins, 
Prostigmine 

5.  Oxygen 

6.  Gamma  globulin 

7.  Tranquilizers 


Discussion 

Clinical  Characteristics  of  Viruses 


Viruses  are  obligate  intracellular  para- 
sites. The  symptoms  in  viral  infections  are 
dependent  on  capillary  damage  which  leads 
to  increased  permeability  with  protein  leak- 
age into  the  tissue  and  their  sequelae. 

Viruses  are  meningotropic,  dermatropic, 
neurotropic,  pneumotropic,  viscerotropic 
and  cardiotropic.  Some  have  a preference 
for  several  tissues  simultaneously  or  may 
be  pantropic.  Some  agglutinate  erythro- 
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cytes.  The  clumping  of  red  cells  by  viruses 
is  specifically  inhibited  by  homologous  im- 
mune sera.  This  leads  to  the  practical  use 
of  agglutination  inhibition  tests.  Viremia 
may  occur. 

Myocardial  involvement  may  be  brought 
about  by  the  action  of  one  or  more  viral 
agents,  sometimes  one  activating  the  other. 
Antigen-antibody  reaction  may  also  occur 
in  the  heart,  or  secondary  infection  may  be 
responsible  for  its  damage. 

Various  studies  show  that  the  primary 
pathology  of  influenza  virus  infections  is 
destruction  of  respiratory  tract  epithelium. 
Type  A influenza  virus  was  isolated  by 
Smith,  Andrews  and  Laidlaw  in  1933.  They 
infected  ferrets  with  filtrates  of  secretions 
obtained  from  the  nasopharynx  of  patients 
in  the  early  stage  of  influenza.  The  English 
strains  and  the  Puerto  Rican  strains  now 
are  known  as  influenza  virus  A. 

A group  of  new  strains  appeared  in  1946 
and  1947  which  were  related  to  Group  A, 
but  did  not  cross  protection  with  the  A 
strain  in  man  or  animals.  These  strains 
are  now  called  A prime. 

Some  cases  have  no  respiratory  infec- 
tions. The  onset  is  abrupt  or  sometimes 
preceded  by  mild  malaise.  Anorexia,  fever, 
headache  and  injection  or  burning  of  the 
eyeballs  are  common.  Mild  sore  throat  and 
general  aching  may  be  common.  The  tem- 
perature varies  from  101°  to  104°.  Ex- 
haustion occurs.  Usually  neutropenia  is 
present. 

The  Asian  Influenza  Strain 

This  is  also  known  as  influenza  A — 
Asian  strain  (FE). 

It  was  first  identified  by  Dr.  Maurice  R. 
Hilleman  from  the  Hong  Kong  epidemic 
in  May  1957.  The  spread  of  this  upper 
respiratory  infection  throughout  the  United 
States  is  now  past,  but  it  has  left  an  im- 
pres.sive  history  in  the  annals  of  medicine. 
The  average  duration  of  symptoms  is  three 
to  five  days.  October  and  November,'  1957, 
marked  the  highest  peak  in  the  incidence  of 
pneumonia  and  influenza  all  over  the 
United  States.  The  Asian  influenza  virus 
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was  isolated  from  numerous  patients  dur- 
ing this  period. 

In  a study  of  twenty-three  deaths,  Herr- 
mann et  aP  reported  the  following  symp- 
toms predominating  in  the  acute  stage  of 
this  disease:  headache,  cough,  sneezing, 
anorexia,  chills,  fever,  chest  pain,  hemopty- 
sis, “cold”,  rhinorrhea,  malaise,  crepitant 
and  musical  rales,  dyspnea,  sore  throat, 
lethargy  and  weakness,  aches  in  bones  and 
joints.  The  usual  organisms  cultured  from 
the  respiratory  tract  secretions  were  Fried- 
lander’s  bacilli,  alpha  streptococci,  pure 
culture  of  H.  influenza,  and  pneumococci 
and  or  micrococci  (staphylococci)  from  17 
of  the  cases  (Results  of  the  coagulase  test 
were  positive.) 

The  pathology  noted  in  posted  material 
included  severe  laryngitis  with  heavy  exu- 
date, bronchiolitis,  pneumonia  with  edema, 
atelectasis  and  acute  focal  emphysema,  en- 
cephalomalacia,  minimal  meningitis,  and 
cerebral  edema.  The  findings  in  the  lungs 
which  are  consistent  with  the  pneumonia 
classically  attributable  to  influenza  are  as 
follows:  “Grossly  the  lungs  were  externally 
patchy,  dark  blue  gray,  and  firm.  On  sec- 
tion, the  parenchyma  was  excessively  moist; 
a gray  brown  watery  fluid  ran  out  freely, 
and  the  parenchyma  was  dark  red  and  firm. 
Microscopically,  there  was  extensive  filling 
of  the  alveoli  with  pink  fibrin,  and,  in  areas, 
there  was  a hyaline  membrane  formation 
lining  some  of  the  alveolar  walls.” 

X-ray  findings  were  usually  negative  even 
if  there  were  clinical  lung  findings. 

In  a study  of  50  fatal  cases  by  Daven- 
port", it  was  noted  that  approximately  one- 
half  showed  evidence  of  staphylococcal 
pneumonia.  The  others  were  either  over- 
whelming infections  by  organisms  readily 
responding  to  early  conventional  therapy, 
or  to  less  intense  infections  in  persons  with 
chronic  disease.  A small  number  of  cases 
were  associated  with  infections  in  the  last 
trimester  of  pregnancy.  Some  of  the 
pneumonias  were  recorded  as  hemorrhagic. 
The  pneumonia  cases  responded  well  to 
antibiotics. 

Our  ca.se  outlined  above  had  all  of  the 
symptomatology  typical  of  influenza.  How- 
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ever,  he  also  had  the  epididymitis  and 
orchitis,  mild  meningeal  symptoms,  and 
drowsiness,  restlessness,  weakness  which  ac- 
company encephalitis.  These  complications 
are  also  seen  with  Q fever  and  mumps 
meningoencephalitis.  The  virus  complement 
fixation  tests  were  negative  for  these  how- 
ever, but  the  tests  were  positive  for  Asian 
influenza.  The  pneumonitis  cleared  up 
clinically  and  by  X-ray  evidence.  Our  pa- 
tient was  apparently  improving  when  he 
suddenly  expired:  a cardiac  failure  death. 

The  therapy  consisted  of  antibiotics,  digi- 
talization and  supportive  measures.  Gamma 
globulin  (10  c.c.)  was  given  intramuscularly 
when  it  appeared  that  he  might  have  had 
a mumps  meningoencephalitis.  His  general 
condition  improved  temporarily  after  the 
gamma  globulin. 

Immunization  by  Influenza  Vaccine 

The  effectiveness  of  the  Asian  influenza 
vaccine  in  producing  immunity  against  this 
disease  was  demonstrated  by  Bell  et  al,^ 
who  induced  Asian  influenza  artificially  in 
vaccinated  and  unvaccinated  volunteers. 
The  vaccinated  group  did  not  develop  fever 
as  the  controls,  and  the  symptoms  were 
more  serious  in  the  placebo  group  after 
challenge  with  the  virus.  Of  the  unvac- 
cinated group  78%  developed  influenza  as 
compared  with  44%  of  the  vaccinated 
group  after  they  were  infected  with  the 
virus. 

Antibody  increase  is  not  expected  until 
ten  days  after  vaccination.  The  antibodies 
appeared  17  to  19  days  after  the  challenge 
with  the  virus.  The  fever  and  other  symp- 
toms appeared  33  to  44  hours  after  the 
challenge.  In  several  studies  with  controls, 
the  vaccine  was  found  to  be  42%  to  61% 
effective  with  the  200  CCA  vaccine  and 
67%  effective  when  the  400  CCA  unit  vac- 
cine was  used.  The  more  concentrated  the 
vaccine,  the  greater  the  percentage  of  ef- 
fectiveness. The  vaccine  effectiveness  lasts 
about  six  months. 

Dosage  of  Vaccine 

There  are  two  influenza  vaccines  avail- 
able at  the  present  time.  The  monovalent 


Asian  influenza  vaccine  is  made  in  200  and 
400  chicken  cell  agglutinating  units  per  c.c. 
and  the  polyvalent  influenza  vaccine  con- 
tains influenza  A,  several  strains,  B,  one  or 
more  strains,  and  the  Asian  influenza  strain. 

The  following  dosages  of  Asian  influenza 
vaccine  are  recommended:'' 

1.  New  patients  1.0  c.c.  of  the  400  CCA. 

2.  Those  who  had  received  0.1  c.c.  intra- 
cutaneously  or  1.0  c.c.  subcutaneou.sly 
of  the  200  CCA  unit  vaccine  and  for 
those  individuals  of  high  risk  (pregnant 
women  and  persons  with  chronic  cardiac 
and  respiratory  conditions),  a second 
1.0  c.c.  subcutaneous  injection  of  200 
CCA  vaccine. 

3.  If  the  400  CCA  unit  strength  vaccine 
is  available,  0.5  c.c.  should  be  given  and 
repeated  two  weeks  later. 

4.  Children  under  5 years  of  age  should 
be  given  0.1  c.c.  intracutaneously  or 
subcutaneously  and  repeated  after  one 
to  two  weeks. 

Children  from  5 to  12  years  of  age,  0.5 
c.c.  subcutaneously,  repeated  after  an 
interval  of  one  to  two  weeks. 

Children  over  13  should  receive  the 
adult  dosage. 

5.  A new  polyvalent  influenza  vaccine  is 
now  in  production  containing: 


Influenza  A Asian  strain 

200  CCA 

// 

A' 

100  CCA 

ft 

A 

100  CCA 

// 

B 

100  CCA 

This  vaccine 

is  more  effective. 

It  is  given 

1.0  c.c.  subcutaneously  and  repeated  in  two 
weeks.  The  vaccine  should  not  be  given  to 
individuals  who  have  a history  of  allergy 
to  eggs.  The  reactions  encountered  other- 
\vise  are  minimal  and  occur  during  the  first 
24  hours  after  administration. 

Viral  Diagnosis  of  Asian  Influenza 

The  etiologic  diagnosis  of  influenza  de- 
pends on  virus  isolations  or  antigenic  find- 
ings® since  many  other  infectious  agents 
produce  clinical  syndromes  similar  to  in- 
fluenza. The  laboratory  methods  in  identi- 
fying viruses  at  the  present  time  are: 
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1.  Electron  microscope 

2.  Tissue  culture  in  cells  from  monkey 
kidney,  HeLa,  or  human  embryonated 

3.  Hemagglutination-inhibitation  by  an- 
tibodies 

4.  Antibody  neutralization  of  tissue  cul- 
tures 

5.  Complement  fixation 

6.  Cultivation  of  viruses  in  fertile  eggs 

An  early  (24-48  hour)  specific  diagnosis 
of  influenza  or  any  other  viral  infection  is 
imperative  in  our  everyday  medical  prac- 
tice, in  the  home  and  in  the  hospital.  It  is 
important  for  us  to  know  early  in  the 
course  of  the  disease  whether  we  are  deal- 
ing with  a virus  or  a bacterial  infection. 
Even  though  a specific  antibiotic  agent  may 
not  be  available  today,  it  may  become  avail- 
able tomorrow.  On  the  other  hand,  it  is  of 
the  utmost  importance  to  the  patient  to 
treat  his  bacterial  infection  energetically 
with  the  indicated  antibiotics,  whereas,  the 
viral  infection  requires  more  conservative 
therapy. 

Improved  techniques  in  growing  viruses'’® 
in  tissue  cultures  have  made  possible  the 
early  isolation  of  previously  unknown  vi- 
ruses from  human  upper  respiratory  pass- 
ages and  the  intestinal  tract.  The  perform- 
ance of  various  serological  tests  for  anti- 
bodies in  paired  sera  from  cases  have  sim- 
plified procedures  for  further  placing  these 
viruses  into  their  specific  type.  Thus,  polio- 
myelitis, Coxsackie,  herpes  simplex,  in- 
fluenza, mumps,  measles,  varicella,  adeno- 


virus or  ECHO  viruses  are  identified.  Many 
of  these  viruses  produce  typical  cytopatho- 
genic  changes  in  the  tissue  cultures  within 
15  to  24  hours,  and  a virologist  is  able  to 
identify  the  viral  infections  group  by  sim- 
ply placing  the  test  tube  containing  the 
cultured  tissue  cells  under  the  microscope 
for  examination.  With  such  simple  methods 
of  identifying  viruses,  we  can  easily  deter- 
mine, for  example,  whether  aseptic  menin- 
gitis is  caused  by  Coxsackie,  ECHO,  or 
non-paralytic  poliomyelitis  viruses. 

In  a previous  communication,’"  we  point- 
ed out  that  as  physicians  of  Delaware,  we 
have  thus  far  been  deprived  of  early  viro- 
logical  diagnoses  in  our  patients.  Now  is 
the  time  to  emphasize  to  all  concerned  that 
viruses  are  here  to  stay  and  that  the  most 
advanced  diagnostic  laboratory  facilities  in 
this  field  should  be  made  available  to  our 
patients. 
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CHRONIC  MYELOID  LEUKEMIA:  DIAGNOSIS 
AND  TREATMENT 


James  M.  Hofford,  M.D.* 


The  following  case  presents  an  interest- 
ing problem  in  the  differential  diagnosis 
between  chronic  myeloid  leukemia,  myelo- 
phthistic  anemia,  and  leukemoid  reaction. 
While  the  diagnosis  is  simple  upon  review- 
ing the  data,  it  actually  was  not  made  until 
the  final  bone  marrow  biopsy  was  obtained. 

Case  Report 

The  patient  was  a 72  year  old  white 
woman  who  complained  of  soreness  in  the 
low  back  with  radiation  into  each  buttock; 
this  had  been  present  for  one  year  prior  to 
admission.  One  week  before  admission  the 
tenderness  on  the  left  side  had  increased 
and  was  aggravated  by  walking.  She  also 
complained  of  weakness,  dyspnea,  edema  of 
the  legs,  and  heaviness  of  the  abdomen. 

The  patient  had  been  admitted  to  this 
hospital  in  1949,  at  which  time  a vaginal 
hysterectomy  and  posterior  colporrhaphy 
were  done.  She  was  readmitted  in  1954  be- 
cause of  coronary  thrombosis  and  hyper- 
tensive cardiovascular  disease.  Review  of 
the  old  records  did  not  reveal  any  evidence 
of  an  enlarged  abdominal  organ  during 
those  years. 

There  were  no  significant  family  illnesses. 
She  came  to  the  hospital  from  a home  for 
the  aged,  where  she  had  been  living  a com- 
fortable existence,  maintaining  an  optimis- 
tic and  happy  outlook. 

Physical  examination : The  pulse  was 
approximately  120  and  irregular  due  to 
auricular  fibrillation.  There  were  a few 
small  discreet  nodes  in  the  left  supraclavic- 
ular region.  The  breath  sounds  were  dis- 
tant and  there  were  coarse  and  fine  rales 
over  both  lung  fields  posteriorly,  especially 

* A^istant,  Department  of  Medicine,  St.  Francis  Hospital. 

Wilmington.  Delaware. 


at  the  bases.  The  heart  sounds  were  dis- 
tant and  the  apex  beat  was  almost  to  the 
anterior  axillary  line.  There  was  a grade  1 
systolic  murmur.  The  liver  edge  was  sharp, 
smooth  and  non-tender  and  was  located 
halfway  between  the  costal  margin  and  the 
iliac  crest.  The  spleen  was  enlarged  to  the 
midline  below  the  umbilicus;  it  was  firm, 
smooth  and  non-tender.  Pelvic  and  rectal 
examinations  were  negative;  the  uterus  was 
absent.  There  was  3+  pitting  edema  of 
the  ankles  and  sacrum. 

Laboratory  studies: 

Admission  blood  count — (11-20-57) 
Hb.— 58%  - 

Red  blood  cells — 3,010,000 
White  blood  cells — 67,300 


Neutrophiles  54% 

Bands 28% 

Eosinophils  2% 

Lymphocytes 5% 

Myelocytes  4% 

Metamyelocytes  7 % 

Normoblasts  2% 


12-4-57  Reticulocytes — 1.2% 

Platelets  238.26  in  1000 
12-9-57  Hb.— 64% 

Hematocrit — 38 
Reticulocytes — 3 . 2 % 

White  blood  cells — 61,400 

Mazzini  test — negative.  Feasting  (2  hour 
p.c.)  blood  glucose — 115  mg.%.  Blood  urea 
nitrogen — 12.5  mg.%.  Urinalysis — negative 
except  for  trace  of  albumin.  Direct  Coomb’s 
Test — negative.  Indirect  van  de  Bergh — 
0.8  mg.%.  Total  protein — 5.2  Gm.%.  Al- 
bumin— 3.9  Gm.%.  Globulin — 1.3  Gm.%. 
Alkaline  phosphatase — 6.6  Bodansky  units. 
Prothrombin  time — 81.9%. 

Electrocardiogram — auricular  fibrillation 
with  premature  ventricular  complexes. 
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X-ray  studies: 

Chest — cardiac  enlargement,  left  ventric- 
ular; arterio-sclerosis  of  aorta;  pulmonary 
congestion. 

Upper  gastrointestinal  series — normal  ex- 
cept two  duodenal  diverticuli. 

Barium  enema  — diverticulosis;  down- 
ward displacement  of  splenic  flexure  of 
colon  by  mass  in  left  upper  abdominal 
quadrant. 

Intravenous  urogram — poor  renal  func- 
tion. 

Sternal  bone  marrow  aspiration  (11-30- 
57) — scanty  specimen;  reduced  cellularity, 
chiefly  myeloid  elements;  few  nucleated  red 
cells;  many  platelets. 

Bone  marrow  biopsy  (12-19-57)  — 

marked  hyperplasia;  no  fat  spaces;  most 
cells  of  myeloid  series;  goodly  number  of 
red  cell  elements  and  megakaryocytes.  Im- 
pression: Chronic  myeloid  leukemia. 

Discussion 

The  initial  bone  marrow  aspiration 
showed  a relative  hypoplasia  of  the  granu- 
locytic series.  The  diagnosis  of  a myelo- 
phthisic anemia  had  apparently  been  made. 
As  can  be  seen,  this  points  out  the  limita- 
tions of  a single  bone  marrow  aspiration.  A 
myelophthisic  anemia  is  one  in  which  the 
bone  marrow  is  hypoplastic,  fibrotic,  or 
sclerotic.  There  is  a striking  splenomegaly. 
There  are  immature  white  and  red  blood 
cells  in  the  peripheral  smear,  and  there  is 
myeloid  metaplasia  of  the  spleen  and  liver. 

A myelophthisic  anemia  may  be  caused 
by  metastatic  carcinoma  in  the  bone  mar- 
row, multiple  myeloma,  myelofibrosis,  “mar- 
ble-bone” disease  or  osteopetrosis,  Hodg- 
kin’s disease,  Gaucher’s  disease,  Niemann- 
Pick’s  disease,  Schuller-Christian’s  disease, 
osteitis  deformans,  osteitis  fibrosa  cystica, 
osteomalacia,  osteogenesis  imperfecta  cysti- 
ca, poisoning  by  fluorine,  phosphorus,  estro- 
gens, charcoal,  anterior  pituitary  extract, 
parathyroid  extract,  and  irradiated  er- 
gosterol.' 

With  the  presumptive  diagnosis  of  a 
myelophthisic  anemia  in  mind,  treatment 


was  discussed.  Radioactive  phosphorus, 

P32,  which  is  incorporated  into  the  nucleo- 
protein  of  cells,  inhibits  the  growth  of  cells 
which  are  multiplying  at  the  fastest  rate. 

In  cases  of  leukemia,  this  therapeutic  agent 
is  found  concentrated  in  the  liver,  spleen, 
kidneys,  and  bone  marrow. ‘ It  seemed 
logical  to  assume  that  the  agent  would  in- 
terfere with  the  extramedullary  hema- 
topoiesis in  the  liver  and  spleen,  and  thus 
thwart  the  body’s  attempt  to  maintain  a 
normal  red  blood  cell  count.  1 

I 

Radioactive  phosphorus  is  in  reality  a 
form  of  radiation  treatment.  Hickling-  re- 
ported nine  patients  with  myelosclerosis, 
seven  of  whom  had  x-ray  treatment.  Of 
these  seven,  two  patients  received  no  bene- 
fit. These  two  patients  had  not  initially 
had  an  increase  of  the  white  blood  count. 

The  remaining  five  patients  benefited  from 
x-ray  treatment.  All  five  had  an  increase 
in  the  circulating  white  blood  cell  count 
from  20,000  to  70,000  before  x-ray.  The 
spleen  usually  decreased  in  size  following  ' 
these  treatments. 

Hickling  also  reported  that  he  had  found 
in  the  literature  14  cases  who  had  had 
splenectomy.  Four  of  these  patients  died 
within  three  months,  and  four  died  between 
ten  months  and  six  and  one  half  years.  Of 
the  six  who  survived  splenectomy,  two  lived 
a short  time,  and  four  lived  one  to  five 
years.  There  was  no  striking  improvement 
in  any  of  the  patients  who  had  received 
splenectomy,  except  one  who  was  reported 
alive  several  months  after  the  operation  and 
who  did  not  require  the  frequent  transfu- 
sions he  had  prior  to  operation. 

Videbaek’  mentions  that  patients  with 
marked  leukocytosis  and  numerous  imma- 
ture leukocytes  in  the  blood  are  believed  to 
respond  to  x-irradiation  of  the  spleen  de- 
spite the  osteomyelofibrosis.  He  mentions 
the  common  features  of  cases  where  splen- 
ectomy has  had  favorable  effects.  These 
features  are  slight  leukocytosis,  small  num- 
bers of  immature  myeloid  cells  in  the 
peripheral  blood,  pronounced  thrombocyto- 
penia, and  chronic  splenic  hemolysis.  He 
mentions  that  Loeb,  in  1953,  splenectom- 
ized  two  patients  successfully.  In  Loeh’s 
opinion,  a favorable  response  to  cortisone 
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treatment  indicates  the  need  for  splen- 
ectomy. Loeb  states  that  thrombocyto- 
penia and  hemolysis  in  myelofibrosis  are  op- 
erative indications. 

Videhaek  reported  three  patients.  The 
first  had  a thrombocytopenia  and  myelo- 
fibrosis. This  patient  improved  decisively 
with  splenectomy  and  had  been  maintained 
two  years  after  operation.  The  second  pa- 
tient had  a reticulosis  of  the  hone  marrow 
and  anemia.  This  patient  did  well,  hut  de- 
veloped chronic  lymphogenous  leukemia. 
Patient  number  three  was  initially  thought 
to  have  chronic  myelogenous  leukemia,  hut 
later  a diagnosis  of  myelosclerosis  was 
made.  The  patient  was  treated  initially  with 
Myleran  and  maintained  for  two  years.  The 
spleen  decreased  to  normal  size. 

The  bone  marrow  biopsy  which  was  final- 
ly obtained  suggested  the  diagnosis  of 
chronic  myelogenous  leukemia  in  the  pres- 
ent case. 

A leukemoid  blood  picture  was  ruled  out 
on  the  basis  of  exclusion,  as  can  be  seen 
from  the  accompanying  data.  The  differen- 
tiation between  leukemoid  reactions  and 
true  leukemia  is  often  extremely  difficult. 

Leukemoid  reactions  have  been  observed 
in  association  with  infections:  bacterial, 
spirochetal,  viral,  and  protozoal.  In 
pneumonia  with  empyema,  in  pneumococcal 
endocarditis,  meningococcal  meningitis,  and 
diphtheria,  w'hite  blood  counts  of  approxi- 
mately 70,000  have  been  recorded.  Bubonic 
plague  and  septicemia  have  produced  white 
counts  of  100,000.  Marked  leukocytosis 
and  lymphocytosis  have  been  described  in 
whooping  cough  (176,000),  chicken-pox 
(81,000),  congenital  syphilis  (105,000),  in- 
fectious mononucleosis  (63,000),  and  in- 
fectious lymphocytosis  (147,000). 

Tuberculosis  has  frequently  been  de- 
scribed as  producing  a leukemoid  blood 
picture,  with  white  blood  counts  as  high 
as  156,000. 

Intoxication  produced  by  eclampsia, 
severe  burns,  mustard  gas  poisoning,  and 
the  use  of  33%  mercury  ointment,  have 
produced  leukemoid  reactions  with  blood 
counts  ranging  between  69,000  and  100,000. 


Malignancy  has  produced  leukemoid 
blood  pictures  without  bone  metastasis. 
Carcinoma  of  the  colon  may  show  metasta- 
sis to  the  spleen.  Carcinoma  of  the  stomach 
with  lymphoid  reaction,  carcinoma  of  the 
lung,  adrenal  and  renal  carcinoma  with 
widespread  metastasis  may  show  necrosis. 

Severe  hemorrhage  and  sudden  hemolysis 
of  blood  may  produce  a leukocytosis  of 
106,000. 

In  pernicious  anemia,  a white  blood 
count  of  69,000  during  remission  following 
liver  therapy  has  been  reported.' 

In  chronic  myeloid  leukemia,  the  differ- 
ential count  of  the  bone  marrow  is  similar 
to  that  of  the  peripheral  blood.  The  cells 
are  at  a slightly  less  mature  level  than  in 
the  circulating  blood.  Some  observers  have 
described  an  increased  number  of  mega- 
karyocytes. 

In  chronic  myeloid  leukemia,  the  blood 
platelets  are  usually  normal  or  .slightly  in- 
creased in  number.  There  is  usually  in 
chronic  myeloid  leukemia  a well  marked 
leukocytosis  with  counts  ranging  from 

100.000  to  800,000  per  cu.  mm.  A count  of 

200.000  to  400,000  is  frequently  found  at 
the  time  the  disease  is  first  discovered. 

Lower  counts  may  be  found  when  the 
disease  is  more  advanced.' 

It  was  decided  that  this  patient  had 
chronic  myeloid  leukemia,  and  the  ther- 
apeutic agent  would  be  P32,  radioactive 
phosphorus. 

Summary 

1.  A case  of  chronic  myeloid  leukemia 
is  presented. 

2.  The  diagnosis  and  treatment  of  my- 
elophthisic anemias  is  discussed. 

3.  The  importance  and  difficulty  of  dif- 
ferentiating leukemoid  reactions  from 
chronic  myeloid  leukemia  is  discussed. 
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THE  DOCTOR  AND  THE  TRUST  DEPARTMENT* 

Rodman  Ward** 


I have  noticed  that  it  is  common  for  a 
member  of  the  medical  profession  to  have 
his  home  telephone  number  unlisted  or  at 
least  disguised  by  being  in  the  name  of 
his  wife,  and  that  he  finds  it  necessary  to 
hide  out  or  leave  town  in  order  to  enjoy 
a few  hours  of  personal  freedom.  These 
practices  are  not  usual  for  people  of  other 
occupations  and  are  not  done  without  rea- 
son. 

The  reason,  I believe,  is  that  the  doctor 
more  than  any  other  professional  man  and 
very  much  more  than  the  man  in  business, 
is  subject  to  frequent,  imperative  and  in- 
terruptive  demands  upon  his  time. 

Also  it  is  peculiarly  true  of  the  medical 
profession  that  you  cannot  multiply  the 
number  of  earning  hours  in  the  day,  as 
practically  every  one  else  can,  by  the  use  of 
employees  and  substitutes  and  by  delega- 
tion to  subordinates.  Even  a lawyer  will 
have  a junior  do  his  research  for  him,  and 
the  hours  spent  by  the  junior  in  digging  out 
the  law  of  the  problem  will  be  condensed 
into  a neat  memorandum  for  his  employer’s 
benefit. 

In  a manner  of  speaking,  a doctor’s  stock 
in  trade  is  his  time.  Time  available  for  his 
practice  is,  to  him,  money  in  a strict  sense. 

By  the  way,  as  a group  I understand  you 
are  doing  pretty  well  in  spite  of  this  special 
difficulty.  I have  noticed  that  the  American 
Bar  Association  has  commiserated  with  its 
members  in  pointing  out  that  incomes  of 
doctors  have  lately  increased  at  a rate  faster 
than  have  the  incomes  of  lawyers. 

The  only  non-professional  subjects  you 
have  scheduled  for  this  session  of  your 
Society — taxes,  investments  and  trust  de- 
partments— all  would  indicate  that  you 

* I*resenl«<l  at  the?  Annual  Meeting,  Medical  S<xriety  of  Dela- 
ware, Wilmington.  1957. 

Vice  President  and  Trust  Officer,  K(juitable-Security  Tmst 
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have  successfully  converted  some  of  your 
past  time  into  dollars  that  have  stayed  with 
you  and  you  feel  the  need  of  giving  them 
some  attention. 

I take  it,  therefore,  that  you  would  be 
interested  in  how  proper  attention  can  be 
given  to  your  accumulated  earnings  and  to 
future  accumulations  so  that  they  will  not 
be  lost,  will  even  increase,  all  at  a minimum 
expenditure  of  the  valuable  commodity,  the 
hours  in  your  day.  The  availability  of  this 
kind  of  service  is,  I think,  the  special  in- 
terest of  the  doctor,  as  doctor,  in  the  trust 
department. 

First  I would  like  to  explain  something 
of  the  nature  of  a trust  department,  and 
from  that,  go  on  and  mention  its  services 
best  adapted  to  meet  the  demands  of  your 
special  situation. 

A trust  cannot  exist  without  the  involve- 
ment of  something  of  value.  This  is  held 
— is  legally  speaking  owned  — by  the 
trustee,  but  only  for  the  benefit  of  one  or 
more  other  persons,  the  beneficiaries.  It  is 
an  old  institution  which  got  along  for  years 
without  there  being  any  trust  companies. 
However,  with  the  development  of  the  pop- 
ularity of  investments  in  bonds  and  shares 
of  stocks  and  the  increased  respectability 
of  these  forms  of  property  which  occurred 
during  the  last  century  as  a shift  from  con- 
centration of  investment  of  accumulated 
moneys  in  real  estate,  a need  developed  for 
a professional  type  of  trustee,  as  opposed 
to  the  family  friend  or  the  attorney  who 
had  commonly  filled  the  bill  up  to  then. 
The  new  type  of  property  needed  more  con- 
tinuous attention.  Also  it  was  more  sub- 
ject to  the  risks  of  dishonesty  in  the  in- 
dividual who,  holding  legal  title  to  it,  some- 
times found  it  easier  to  convert  to  his  own 
use  than  real  estate  would  have  been. 

Out  of  this  need,  developed  the  corpora- 
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tion  as  a trustee.  From  the  beginning  cor- 
porate trustees  were  hybrid  affairs.  They 
were  also  engaged  in  banking,  as  are  the 
trust  companies  in  Wilmington,  or  in  the 
life  insurance  business,  as  was  the  Provi- 
dent Life  Insurance  and  Trust  Company, 
later  split  into  the  Provident  Trust  Com- 
pany and  the  Provident  Mutual  Life  In- 
surance Company  in  Philadelphia. 

For  some  reason  corporate  trusteeship 
fared  better  under  the  same  roof  with  a 
bank,  and  now  you  find  an  almost  but  not 
quite  complete  concentration  of  corporate 
trust  business  in  this  country  in  banking 
institutions.  In  England  there  is  a forced 
separation  between  banking  and  trust  busi- 
ness. 

However,  in  all  well  developed  and  prop- 
erly run  banking  institutions  which  engage 
in  trust  business  you  will  find  that  the  trust 
department  is  largely  a separate  entity. 
This  is  proper  because  the  nature  of  trust 
business  and  the  laws  which  govern  it  are 
as  different  from  the  nature  of  banking 
business  and  its  laws  as  is  green  from  red. 
For  example,  it  is  common  and  proper  that 
the  Board  of  Directors  of  a trust  company 
has  its  Executive  Committee  which  attends 
to  the  affairs  of  its  banking  department, 
and  its  Trust  Committee  which  interests 
itself  only  with  the  affairs  of  the  trust  de- 
partment. The  officers  and  other  personnel 
who  attend  to  the  business  of  one  depart- 
ment are  quite  separated  from  the  business 
of  the  other  department.  It  is  even  common 
that  the  trust  department  investments  are 
kept  in  a completely  separate  vault  under 
controls  that  are  entirely  separate  from  the 
controls  over  the  vault  of  the  banking  de- 
partment. 

Because  of  this  split  personality  which 
has  developed  in  this  country,  we  speak  of 
the  trust  department.  If  we  were  in  Eng- 
land we  would  speak  of  the  trustee  com- 
pany. 

Very  quickly  after  the  development  of 
the  corporation  as  trustee,  the  unique  com- 
bination of  qualities  and  facilities  which  it 
offered  were  found  to  be  desirable  for  more 
activities  than  the  strictly  fiduciary — that 
is  trusteeship,  guardianship  and  executor- 


ship. The  trust  department  was  found  also 
to  be  useful  for  various  forms  of  agency. 

The  first  of  these  qualities  is  financial 
responsibility.  The  capital,  surplus  and  un- 
divided profits  of  the  trust  institution  are 
a fund  available  to  guarantee  this,  and  in 
a company  of  relatively  good  size  they 
amount  to  millions  of  dollars.  Banks  are 
subject  to  so  many  requirements  of  reports, 
of  examination  by  public  agencies,  of  audits 
and  of  publication  of  statements  that  you 
can  rely  on  this  guarantee  fund. 

Another  of  these  is  that  a trust  depart- 
ment is  at  work,  full  time,  in  attending  to 
the  business  of  its  customers.  There  is  no 
question  of  whether  its  own  affairs  should 
be  attended  to  first.  It  has  no  business 
other  than  the  business  of  its  customers. 
A well-organized  trust  department  has  a 
considerable  staff  largely  made  up  of  people 
who  specialize  in  one  facet  or  another  of 
its  activities.  It  has  people  who  are  con- 
stantly watching  the  security  markets  and 
the  prospects  of  the  general  economy  and 
the  economy  of  individual  companies.  It 
has  real  estate  men,  and  tax  men,  and  peo- 
ple whose  duty  it  is  to  maintain  familiarity 
with  other  kinds  of  law  affecting  the  busi- 
ness of  its  customers  in  which  it  is  engaged. 
The  trust  department  is  organized  in  depth, 
also,  so  that  illness  and  vacations  do  not 
interfere  with  its  operation.  A trust  de- 
partment is  also  organized  in  such  a way 
that  one  customer  need  not,  in  ordinary 
course,  run  from  one  man  to  another,  but 
may  limit  his  contacts  to  one  or  two  officers 
with  whom  he  becomes  familiar  and  who 
acquire  familiarity  with  his  wishes  and  ob- 
jectives and  general  situation. 


What  are  the  kinds  of  services  which  are 
offered  and  which  may  be  useful  to  the 
doctor?  I shall  start  with  those  in  which 
you  might  be  interested  for  yourself,  now, 
as  a living  person  and  work  into  the  future. 

The  simplest,  perhaps,  is  what  is  called 
a custody  account.  This  is  for  the  man 
with  investments  who  wants  someone  to 
hold  them  for  him,  to  collect  the  income, 
to  watch  out  for  and  to  notify  him  when 
any  securities  are  called  for  payment  nr 
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when  rights  are  issued  and  the  like,  and  to 
keep  records  for  him.  The  custodian  serv- 
ice does  not  provide  recommendations  for 
investment  changes.  I mention  it  without 
the  idea  that  it  would  be  widely  attractive 
to  this  group. 

One  step  beyond  this,  and  of  a nature 
that  should  be  useful  for  many  a doctor, 
is  what  is  variously  called  a managing 
agency  account,  an  investment  advisory  ac- 
count, or  simply  an  agency.  This  embraces 
all  of  the  services  provided  in  a custody 
account,  plus — and  it  should  be  a big  plus 
for  the  busy  professional — regular  invest- 
ment review  and  recommendation.  Such 
an  account  is  not  a trust  because  the  in- 
vestments remain  yours,  completely  and  in 
all  respects,  and  you  retain  full  control  over 
them,  but  you  are  provided  with  the  advice 
of  investment  specialists  on  which  to  base 
your  decisions.  A doctor,  whose  profes- 
sional income  is  limited  by  the  hours  of 
the  day  available  for  his  practice,  obtains 
through  such  a relationship  with  the  trust 
department,  an  accurate  bookkeeper,  a re- 
sponsible custodian,  and  an  experienced 
and  loyal  adviser  as  to  his  investments.  I 
say  “loyal”  because  a trust  department  has 
nothing  to  sell  to  him  except  advice,  which 
it  believes  is  for  his  best  interests.  The 
trust  institution  does  not  and  must  not 
sell  to  him  securities  which  it  owns,  or  make 
side  commissions  or  secret  profits  out  of 
its  business  relationships.  It  maintains  it- 
self in  an  independent  position,  in  a posi- 
tion where  its  interests  do  not  conflict  with 
those  of  its  customers. 

Here,  I want  to  interrupt  this  catalogue 
of  trust  department  services  to  comment  on 
the  nature  of  the  investment  advice  you 
will  get,  or  perhaps  more  importantly,  to 
point  out  what  you  won’t  get.  Trust  in- 
vestment officers  are  a relatively  conserva- 
tive bunch.  They  are  trained  in  an  atmos- 
phere where  “speculation”  is  a dirty  word 
insofar  as  their  business  is  concerned.  They 
will  not  hold  out  the  promise  of  quick  profit 
through  short-term  stock  market  price 
swings.  They  will  not  even  say  to  you 
“Here  is  a stock  in  a little  company  just 
started  in  a new  industry  which  has  a good 
chance  of  really  going  places.  You  might 
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increase  your  money  in  it  by  ten  times  over 
a few  years.” 

On  the  other  hand  they  won’t  say  that 
a government  bond  is  the  only  safe  invest- 
ment. 

They  will  first  ask  you  what  are  your 
general  objectives  as  between  a high  but 
sound  rate  of  income  return  and  less  in- 
come but  greater  hopes  for  building  up 
value  over  a longish  period.  They  will 
probably  ask  if  part  of  your  fund  should 
be  kept  in  backlog  investments  to  meet 
some  anticipated  need  for  cash,  or  to  meet 
an  emergency  which  may  arise  and  is  not 
provided  for  otherwise. 

Then,  to  fit  your  situation,  they  may 
suggest  part  of  your  funds  be  in  tax-free 
bonds,  or  quality  corporation  bonds,  or  pre- 
ferred stocks,  and  that  the  balance — maybe 
all — be  put  in  common  stocks  of  selected, 
well-established  corporations  where  the 
management  has  proved  itself  and  for  which 
the  future  holds  real  promise.  They  will 
recommend  a reasonable  amount  of  diversi- 
fication because  they  will  admit  they  don’t 
pretend  to  know  that  ABC  Company  is  go- 
ing to  do  well,  or  that  XYZ  Corporation 
is  positively  going  to  do  better. 

On  what  do  they  base  their  thinking? 
The  situation  in  my  own  company  is  not 
atypical  even  though  we  think  it  is  as  good 
or  better  than  the  next.  Of  course  we  sub- 
scribe to  standard  services  that  provide  in- 
formation and  to  financial  journals  that 
include  not  only  news  but  comment  and 
recommendation.  Then  we  pay  a good  big 
annual  fee  to  an  organization  that  concen- 
trates on  study  of  the  future  economy  of 
different  industries  and  of  the  country  as 
a whole,  and  also  makes  investment  recom- 
mendations to  us,  with  reasons.  When  we 
wish,  we  talk  to  them  about  this  or  that 
problem  or  situation. 

In  addition,  our  investment  officers  are 
in  touch  with  the  investment  officers  in  the 
larger  banks  in  Philadelphia,  New  York  or 
Boston.  They  make  trips,  for  example,  to 
New  York  to  visit  several  banks  and  spend 
a day  gathering  the  consensus  of  reliable 
and  informed  opinion,  not  so  much  from 
dealers  in  investments  as  from  others  in  the 
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same  business  as  is  ours.  We  also  maintain 
good  relations  with  a number  of  brokerage 
houses  because  quite  a few  of  these  have 
extremely  capable  researchers  and  analysts 
on  their  staffs,  and  provide  worthwhile 
ideas. 

These  are  the  sources  of  the  grist  for  our 
mill,  for  we  must  make  our  own  decisions 
affecting  our  own  customers,  informed  de- 
cisions which  are  the  result  of  the  group 
judgment  of  our  investment  officers  and 
committees  based  on  information  and 
opinion  largely  gathered  elsewhere. 

After  the  managing  agency  account  in 
the  catalogue  of  trust  department  services 
suited  to  doctors,  comes  the  inter  vivos  or 
living  trust  and  here  I can  only  touch  on  a 
very  complex  subject.  It  has  been  said  that 
the  purposes  and  forms  of  trusts  are  “as 
unlimited  as  the  imagination  of  lawyers.” 

A trust  may  be  established  and  governed 
by  the  will  of  a dead  man  or  by  a written 
agreement  between  a living  man  and  the 
trustee.  This  latter  is  the  living  trust,  and 
it  is  effective  during  the  life  of  its  creator 
and  usually  continues  after  his  death.  The 
creator  may  keep  as  much  control  over  it 
as  he  wishes,  or  he  may  completely  divest 
himself  of  any  control  or  even  of  any  in- 
terest in  the  property  which  is  subject  to 
the  trust.  The  trust  may  be  revocable — 
that  is  it  may  be  cancelled  at  the  will  of  its 
creator — or  it  may  be  a permanent  and  ir- 
revocable disposition. 

As  I said  earlier,  a trustee  is,  legally 
speaking,  the  owner  of  the  trust  property. 
He  is,  however,  bound  not  only  by  the  pro- 
visions of  the  trust  agreement  or  of  the 
will  in  question,  but  also  by  an  extensive 
and  very  special  body  of  law  in  order  to 
assure  that  he  manages  the  trust,  not  in 
any  way  for  his  own  benefit  but  only  to  the 
advantage  of  the  beneficiaries — the  people 
who  are  intended  to  benefit  by  the  arrange- 
ment. 

Beyond  this  law,  there  is  a code  of  ethics. 
And  I quote  vHth  some  pride  what  has  re- 
cently been  written  by  a justice  of  the 
Supreme  Court  of  Oregon,  which  is:  “I  as- 
sert with  confidence  that  the  standards  of 
ethics  which  trust  officers  have  adopted  and 


by  which  they  are  actually  bound  are  high- 
er than  tho.se  which  bind  any  other  group 
in  the  business  world.” 

The  living  trust  is  usually  adopted — in 
the  place  of  an  agency  account — in  order 
to  obtain  something  more  than  mere  help 
in  investments.  There  are  definite  tax  ad- 
vantages available  under  some  circum- 
stances. Through  a trust,  entirely  secret 
arrangements  may  be  made  for  the  benefit 
of  others.  As  I said  before,  the  creator  of 
a trust  may  relieve  himself  completely  of 
what  he  may  consider  the  nui.sance  of  hav- 
ing to  make  investment  decisions.  He  may 
have  decided  that  those  fellows  know  a lot 
more  about  it  than  he  does  and  that  he 
will  leave  it  up  to  them  entirely — for  the 
time  being  at  least. 

The  agency  and  the  living  trust  are  the 
two  pieces  of  machinery  by  which  the  doc- 
tor can  obtain  from  a trust  company  some 
or  even  complete  relief  from  having  to 
spend  his  valuable  time  with  the  care  of 
his  investments. 

Through  one  of  these,  there  may  be  ob- 
tained useful  psychologfcal  assistance  to- 
ward a successful  accumulation  program. 
It  is  very  hard  to  save  under  current  con- 
ditions. Just  as  a program  of  paying  life 
insurance  premiums  is  a help  along  these 
lines,  the  doctor  may  promise  himself  and 
tell  the  trust  company  that  he  intends  to 
make  periodic  additions  to  his  trust  or 
agency  account  and  find  he  has  put  himself 
under  sufficient  compulsion  so  that  he  will 
follow  through  with  his  intentions.  He  may 
find  that  the  slight  formality  required  for 
the  withdrawal  of  money  from  such  an  ac- 
count is  just  enough  to  make  him  think 
twice — and  not  spend  it. 

Under  my  theory  that  it  is  typical  both 
that  the  medical  man  lacks  time  for  man- 
agement of  his  non-professional  affairs  and 
that  he  has  income  far  above  the  average, 
not  unusually  with  some  excess  which  he 
puts  aside  or  at  least  wants  to  put  aside 
in  investments,  it  is  not  illogical  to  say 
that  he  will  find  in  the  trust  department 
of  his  bank  services,  in  the  form  of  agency 
or  living  trust  facilities,  which  are  suited 
to  his  peculiar  needs. 
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These  are  of  course  very  far  from  every 
kind  of  way  in  which  trust  departments 
will  serve  to  the  advantage  of  you  and  your 
family.  You  have  heard  of  estate  planning. 
Undoubtedly  many  of  you  have  received 
the  benefit  of  it  from  one  source  or  another. 
To  those  and  to  the  others,  I would  say 
that  too  often  and  too  much  the  estate 
planner  limits  himself  to  statistics  about 
your  family,  your  income  and  your  re- 
sources, puts  them  down  on  paper  and 
makes  rather  stereotyped  recommendations 
which  will  result  in  certain  tax  savings  and 
in  a sale  of  the  goods  or  services  which  the 
particular  estate  planner  has  for  sale.  There 
is  a lot  of  value  even  in  such  a review  of 
your  affairs.  But  more  value  can  be  had 
if  the  man  you  consult  will  do  a little  pry- 
ing into  the  more  personal  side  of  your 
family  and  if  you  will  disclose  to  him  your 
special  family  worries,  the  things  that  make 
your  family  different  from  another,  so  that 
the  suggestions  can  be  really  tailored  to 
you  and  not  simply  taken  off  the  shelf  as 
size  42,  short. 

I am  prejudiced,  I admit,  but  I do  think 
that  you  have  a somewhat  better  chance 
of  this  result  if  you  go  to  the  trust  depart- 
ment of  your  bank  for  a discussion  and  for 
suggestions  for  arrangements  you  can  make 
while  you  live  which  will  leave  things  easier 
for  your  wife  and  children  after  you  die.  I 
know  that  few  people  have  greater  experi- 
ence with  human  problems,  which  are  some- 
times really  serious  and  at  other  times  not 
so  serious  as  they  seem,  than  does  a trust 
officer.  I think  this  tends  to  make  human 
values  relatively  more  important  to  him 
than  they  may  be  to  a man  in  another 
business. 

These  human  values  are  important  when 
it  comes  to  a discussion  about  what  you 
.should  say  in  your  will.  Technical  pro- 
ficiency on  the  part  of  the  person  you  con- 
sult with  is  essential  but  by  itself  is  not 
enough. 

In  any  event  the  trust  department  offers 
its  services,  without  charge,  for  di.scus.sions 
leading  to  recommendations,  for  the  man- 
ner in  which  you  may  direct  the  disposition 
of  your  property  at  your  death  in  order  to 


preserve  as  much  as  possible  from  erosion 
by  taxes  and  expenses,  in  order  to  assure 
that  what  you  leave  will  do  what  you  want 
it  to,  and  in  order  to  provide  whatever  de- 
gree of  protection  you  think  members  of 
your  family  may  need.  That  is  estate  plan- 
ning. 

The  man  in  the  trust  department  talks 
to  you  with  a background  of  experience  of 
the  kind  that  counts — of  experience  gained 
from  having  seen  good  plans  and  bad  plans 
in  operation  over  the  years. 

I could  go  on  with  an  argument  in  favor 
of  the  bank  or  trust  company  as  your  execu- 
tor. And  I could  go  with  some  explanation 
of  the  testementary  trust — that  is  the  trust 
which  is  established  under  the  terms  of  your 
will — and  how  taxes  can  be  saved  by  this 
or  that  provision.  I could  talk  of  the  ad- 
vantages of  an  insurance  trust.  The  sub- 
jects are  many  and  the  talking  could  be 
endless. 

Such  things,  however,  are  a little  beyond 
my  subject  as  I see  it.  I have  wanted  to 
give  you  some  appreciation  of  what  trust 
departments  are  and  how  they  have  devel- 
oped in  answer  to  a public  demand  for  an 
institution  of  financial  reliability  and  integ- 
rity, equipped  with  the  technical  abilities 
required  for  the  successful  management  of 
invested  money  in  our  complex  civilization, 
and  yet  an  institution  which  has  the  per- 
sonal touch — which  will  handle  your  money 
as  your  money  and  not  as  one  small  part  of 
one  vast  fund.  No  one  knows  to  what  ex- 
tent the  collective  trust  departments  of  this 
country  have  been  called  on  for  service,  and 
no  one  knows  the  total  of  the  values  in  their 
care.  The  confidentiality  of  the  business 
forbids  the  collection  and  publication  of 
such  figures.  We  only  know  in  a general 
way  that  they  add  up  to  many  billions  of 
dollars — which  is  some  indication  of  how 
successfully  this  institution  is  meeting  the 
demand  that  brought  it  into  existence. 

And,  more  importantly,  I have  tried  to 
suggest  that  the  doctor  particularly — the 
man  who  can’t  hire  people  to  do  his  profes- 
sional work  for  him — may  find  in  a trust 
department  the  an.swer  to  some  of  his  spe- 
cial problems. 
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LOVE 


When  450  townspeople  gather  to  honor  a 
family  doctor,  it  is  obvious  that  the  motive 
is  love — their  love  for  the  doctor.  Less  ob- 
vious, hut  equally  important,  is  the  doctor’s 
love  for  the  people;  a love  demonstrated  by 
years  of  devoted  service. 

It  is  not  necessary,  however,  for  a phys- 
ician to  complete  45  years  of  service  before 
being  loved  by  his  patients.  Recently,  dur- 
ing a heavy  snowstorm,  a young  physician 
of  Delaware  walked  quite  a distance  through 
snowdrifts  to  see  a young  child  patient  even 


after  being  told  by  the  parents  that  it 
would  be  all  right  to  wait  until  the  next 
day  when  a path  would  be  cleared. 

These  are  but  two  examples  of  the  love 
physicians  have  for  their  patients;  obvi- 
ously, many  others  act  likewise  without 
formal  recognition. 

Congratulations,  Dr.  Chipman.  We,  your 
colleagues,  are  proud  of  you  and  the  man- 
ner in  which  you  practice  the  principles  for 
which  we  all  stand. 


PROTECTION  FOR  THE  HIGH  SCHOOL  ATHLETE 


There  have  been  an  unnecessarily  high 
number  of  injuries  and  deaths  resulting 
from  high  school  sports;  to  curb  this  rate  is 
a community  challenge.  Physicians  can  and 
should  provide  much  needed  local  leader- 
ship by  working  with  school  officials, 
coaches,  parent-teacher  groups  and  the 
dental  association  to  develop  adequate 
school  health  and  safety  programs  for  sports 
participants.  One  practical  method  is  the 
sponsoring  of  high  school  sports  injury  con- 
ferences; this  is  discussed  in  a new  Ameri- 
can Medical  Association  pamphlet.  The 


REACTION  TO 

In  1952  and  1953  the  Food  and  Drug  Ad- 
ministration made  a survey  of  reactions  to 
antibiotics  in  11  cities  and  found  88  cases 
of  anaphylactoid  shock,  25  of  which  were 
fatal.  These  were  all  unreported  cases  and 
the  drug  involved  in  each  case  was  penicil- 
lin, the  broad  spectrum  antibiotics  appar- 
ently being  benign. 


purpose  of  these  conferences  is  to  instruct 
coaches,  athletic  directors  and  team  phys- 
icians on  the  early  recognition  of  injuries, 
appropriate  first  aid  measures  and  the 
prompt  referral  of  injured  players  for  medi- 
cal or  dental  care.  Entitled  “Protecting  the 
Health  of  the  High  School  Athlete”,  the 
booklet  was  prepared  under  the  auspices  of 
the  AMA’s  Committee  on  Injury  in  Sports. 
Further  information  and  copies  of  the  book- 
let may  be  obtained  from  the  AMA’s  Bureau 
of  Health  Education. 


ANTIBIOTICS 

A second  survey  in  1956  revealed  733 
anaphylactoid  reactions  of  which  72  died, 
approximately  10%.  These  reactions  fol- 
lowed the  parenteral  use  of  the  drug;  there 
were  49  reactions  following  its  oral  admin- 
istration, none  of  which  was  fatal. 

Study  of  the  author’s  data  reveals  some 
interesting  facts. 
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Penicillin  is  a highly  antigenic  drug  of 
which  several  hundred  tons  are  prescribed 
annually.  With  time  there  will  be  an  in- 
creasing number  of  allergic  reactions.  Un- 
fortunately, the  size  of  the  dose  is  unim- 
portant, many  patients  having  been  “trig- 
gered” into  severe  anaphylactoid  shock  by 
minute  amounts  of  the  drug. 

One  patient  went  into  shock  following  the 
use  of  a syringe  contaminated  with  penicil- 
lin. Another  was  that  of  a woman  who  pre- 
pared a penicillin  tablet  in  a sugar  solution 
for  her  grandchild;  she  tasted  the  solution 
to  determine  whether  it  was  sweet  enough 
and  quickly  went  into  shock.  A third  went 


into  shock  immediately  following  applica- 
tion of  penicillin  ointment  to  a skin  abra- 
sion. These  are  merely  a few  of  many  in- 
stances cited. 

It  is  the  responsibility  of  the  medical  pro- 
fession to  take  seriously  this  warning  and 
to  do  all  things  possible  to  combat  this  dan- 
ger. The  first,  and  obvious,  step  is  to  re- 
evaluate our  indications  for  penicillin  ther- 
apy and  to  use  the  drug  only  when  there 
exists  a definite  and  valid  indication  for  its 
use.  Such  a simple  step  would  do  much  to- 
ward eliminating  the  occurrence  of  these 
serious  mishaps. 


OPHTHALMOLOGIST  - OPTICIAN  - OPTOMETRIST 


There  is  a lawsuit  pending  in  Delaware 
brought  by  the  State  Optometric  Society 
and  the  State  Board  of  Optometry  against 
a Delaware  optician.  It  might  be  well  at 
this  time  to  get  a clear  definition  of  these 
terms  — ophthalmologist,  optician,  and  op- 
tometrist. 

An  ophthalmologist,  sometimes  called  an 
oculist,  is  a doctor  of  medicine  who  special- 
izes in  the  care  of  the  eye  and  all  the  re- 
lated structures.  He  diagnoses  and  treats 
defects  of  focus,  disorders  of  function,  and 
all  other  diseases  of  the  eye,  prescribing 
whatever  is  required,  including  glasses.  As 
a member  of  a medical  team,  he  frequently 
is  concerned  with  diseases  of  other  systems 
of  the  body  or  general  diseases  which  mani- 
fest themselves  in  the  eye,  such  as  diabetes, 
toxemia  of  pregnancy,  cancer,  multiple 
sclerosis,  tuberculosis,  high  blood  pressure, 
and  heart  disease.  Ophthalmology  is  a branch 


of  medicine  and  the  ophthalmologist  is  an 
eye  physician  and  usually  an  eye  surgeon. 

An  optician  is  a skilled  technician  who 
supplies  and  fits  glasses  on  the  prescription 
of  a physician.  He  is  trained  to  make  the 
necessary  facial  measurements;  to  make  the 
glasses  or  other  appliances;  and  to  adapt 
them  to  the  patient.  He  supplies  glasses 
or  other  appliances  only  on  the  doctor’s 
authorization. 

An  optometrist  is  a licensed  person  who 
has  met  certain  legal  and  educational  re- 
quirements and  is  permitted  by  the  state 
to  engage  in  the  practice  of  optometry.  He 
is  not  a physician  or  a doctor  of  medicine. 
He  measures  the  focus  of  the  eye  for  glasses. 
He  is  neither  qualified  nor  permitted  to  use 
drugs  for  these  tests  or  for  any  other  pur- 
pose. He  is  not  qualified  or  permitted  to 
diagnose  or  treat  di.sease  of  the  eye.  He  may 
supply  glasses  on  his  own  prescription.  By 
law  he  is  a limited  practitioner. 
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WILLIAM  THOMAS  CHIPMAN,  M.D. 


On  February  24,  1958  about  450  citizens  of 
Harrington  honored  Doctor  Chip  man  after  45 
years  of  the  practice  of  medicine.  The  following 
introduction  was  presented  by  the  Mayor  of  Har- 
rington, Dr.  Hewitt  W.  Smith.  past-President  of 
the  Medical  Society  of  Delaware,  Dr.  Chipman’s 
colleague. 

Mr.  Chairman,  honored  guest  of  the  evening, 
distinguished  guests  at  the  speakers’  table,  ladies 
and  gentlemen: 

When  your  [program  chairman,  Mrs.  Niemish. 
called  me  and  aske'd  me  to  make  an  addre.ss  of 
welcome  at  this  testimonial  dinner  tonight,  I 
gladly  accepted  the  assignment.  I was  tohl  that 
I would  not  be  limited  in  my  remarks,  nor  would 
I there  he  a time  limit. 

I am  honored  by  this  assignment  tonight.  1k*- 
t cause  it  affords  me  an  opportunity  to  publicly  pay 
f tribute  to  my  estt*emed  colleague.  I have  known 
) and  worked  with  Dr.  Chipman  over  the  pa.st  24V^ 
k years,  and  during  that  time,  I have  come  to  ap- 
preciate his  many  fine  qualities.  But  1 choose  not 
tonight  to  dwell  upon  complimentary  remarks, 
for  that  is  the  province  of  the  speaker  of  the  eve- 
ning, hut  iirefer  rather  to  direct  vour  attention  to 
certain  aspects  of  a physician’s  life  which  mirrors 
the  sacrifices  made  by  your  guest,  and  which,  in- 
cidentallv.  are  accepted  as  a matter-of-fact  by  the 
public.  Having  practiced  in  this  community  for 
nearly  25  years,  I feel  qualified  to  discuss  these 
I matters  and  clothe  my  remarks  with  a certain 
I aura  of  authority. 

First.  I wonder  how  many  of  you  realize  what 
it  means  to  operate  a solo  practice  on  a 24-hour 
basis,  seven  days  a week?  To  sleep  by  the  tele- 
phone as  Dr.  Chipman  has  done  for  some  45 
vears?  To  be  constantly  interrupted  at  mealtime 
by  both  telephone  and  doorbell,  to  spurn  the  40- 
hour  week,  bankers’  hours,  bank  holidays,  paid 
vacations,  and  fringe  benefits?  What,  also,  does 
it  mean  to  an  individual  to  put  the  welfare  of  his 
natients  first  and  relegate  his  own  phvsical  wel- 
fare, his  social  life,  his  associations  with  his  fam- 
ily, and  his  spiritual  life  to  a secondary  position? 

I remind  you.  also,  of  another  facet  of  a phys- 
ician’s life  which  is  as  necessary  as  all  the  rest, 
and  which  in  turn  is  not  seen,  and  therefore  not 
generally  appreciated  by  the  general  public.  That 
is  the  matter  of  post-graduate  education.  A large 
drug  company  may  average  a new  product  from 
their  research  departments  at  the  rate  of  one  a 
week,  and  there  are  many  drug  companies.  In 
the  course  of  a year,  many  thousands  of  new 
products  appear  on  the  market.  A physician  must 
sift  these  and  apply  those  which  are  suitable  to 
the  needs  of  his  community.  It  is  said  that  ap- 
proximately 75  per  cent  of  the  drugs  prescribed 
today  were  unknown  ten  years  ago.  Specialty 
magazines  rnust  be  read,  new  medical  books 
studied,  hospital  staff  meetings  attended,  as  well 
as  medical  meetings  at  stated  intervals.  It  has 
been  stated  that  a minister  could  close  his  Bible 
and  sleep  for  100  years,  awake  and  find  the  Scrip- 
tures unchanged,  and  he  could  preach  as  effec- 
tively as  he  did  before  his  long  nap.  In  contrast, 
a physician  who  would  close  his  books  for  a 
period  of  a few  months  would  fall  woefully  be- 
hind in  the  continuing  parade  of  new  medications 
and  therapeutic  procedures.  All  of  these  activi- 
ties are  an  added  strain  on  the  physician’s  time 
and  strength. 


Your  guest  has  iiarticipated  in  the  Golden  Age 
of  Medicine.  During  his  years  of  practice,  he 
has  seen  and  participated  in  the  virtual  dis- 
appearance of  such  scourges  as  typhoid,  smallpox, 
diphtheria  syphilis,  whooping  cough,  and  more 
recently,  poliomyelitis.  The.se  diseases  are  now 
so  rare  that  medical  schools  have  great  difficiiUy 
in  finding  a case  to  present  to  the  students.  While 
not  eliminated,  the  sting  has  been  taken  out  of 
pneumonia,  tulK*rculo.sis,  staphlococcal  and  strep- 
tococcal intt'ctions,  childbearing,  and  certain  types 
of  cancer.  Your  guest  has  seen  the  advent  of  the 
sulfonamides,  penicillin,  a host  of  mycin  drugs, 
the  Salk  vaccine,  an  oral  medication  for  certain 
types  of  diabetes,  the  steroids,  heart  surgery,  the 
radio  isotopes,  the  aiiplication  of  electronics  to 
therapy,  as  well  as  teaching  via  television. 

He  has  seen  the  advent  of  good  roads  and  mod- 
ern transportation.  Gone  are  the  days  of  parking 
the  car  on  the  highway  and  walking  up  to  the 
farmhouses  through  mud  or  snow,  lugging  the 
nwe.s.sary  equipment  and  medication — and  if  at 
night,  counting  himself  fortunate  if  the  house- 
ho'der  carriwl  one  of  his  bags  and  a lantern  to 
light  the  way. 

Additionally,  Dr.  Chipman  has  .seen  fit  to  dis- 
charge his  civic  responsibilities  to  the  community 
as  manifest  by  his  past  activities  in:  the  Harring- 
ton Building  and  Loan  Association,  Vice-Pre.si- 
dency  of  The  First  National  Bank,  first  President 
of  the  Harrington  Chamber  of  Commerce,  Direc- 
tor of  The  Kent  and  Sussex  Fair  Association, 
Speaker  of  the  House  to  Representatives — to  re- 
cite but  a few. 

Let  us  further  take  cognizance  at  this  time  of 
the  service  rendered  to  Harrington  and  environs 
by  Dr.  Chipman  during  the  grueling  10  years 
between  1922  and  1933  when  he  alone  gave  24- 
hour  medical  service  to  the  community.  The  fact 
that  he  is  with  us  today  is  a remarkable  tribute 
to  the  stamina  of  the  human  body,  and  truly  his 
.successor  will  have  his  tasks  appointed  in  continu- 
ing the  noble  tradition  of  “service  above  self” 
established  here  in  Harrington  by  Dr.  Chipman, 
and  will  have,  literally  and  actually,  a large  pair 
of  shoes  to  fill.  (I  am  informed  that  Dr.  Chipman 
wears  size  ll’s!) 

I feel  that  I would  be  amiss  at  this  gathering  if 
I did  not  pay  a heartfelt  tribute  to  Mrs.  Chipman, 
whose  sympathetic  understanding,  and  gracious 
acceptance  of  the  trials,  tribulations,  and  vicissi- 
tudes attendant  upon  the  dual  operation  of  a 
household  and  that  of  a 24-hour  telephone  oper- 
ator have  been  of  such  esteemable  value  to  Dr. 
Chipman,  and  without  whom  his  service  to  the 
community  would  have  been  impossible. 

I take  this  moment,  now,  in  my  capacity  as 
Mayor  of  the  City  of  Harrington,  to  warmly  wel- 
come all  the  friends  and  neighbors  and  well-wish- 
ers who  have  assembled  here  in  this  auditorium 
tonight  to  pay  their  respects  to  our  first  citizen. 

I am  proud  to  lead  off  with  the  opening  remarks, 
and  I know  that  the  memory  of  this  testimonial 
dinner  will  long  endure  in  Dr.  and  Mrs.  Chip- 
man’s  storehouse  of  pleasant  memories. 

And  now,  back  to  the  Chairman.  . . . 

The  Chairman  then  introduced  the  principal 
speaker  of  the  evening,  Herman  C.  Brown,  Esq. 
of  Dover,  one  of  Dr.  Chipman’s  babies. 
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I know  of  no  more  happy  occasion  for  me  to 
come  back  to  Harrington  than  the  occasion  of  to- 
night. I wish  to  congratulate,  with  all  the  sin- 
cerity of  which  I am  capable,  every  person  who 
has  contributed  in  any  manner  to  this  dinner. 
It  is  a fete,  an  occasion  and  an  honor  which  has 
been  long  overdue.  Certainly  I know  no  more 
worthy  a person  to  be  honored  by  his  friends  than 
your  honored  guest  this  evening.  Dr.  William 
Thomas  Chipman. 

In  a way,  you  know,  a testimonial  dinner  to 
Dr.  Chipman  was  hardly  necessary  other  than  to 
make  it  a formal  gesture.  A testimonial  dinner 
by  definition,  is  one  where  the  friends,  associates, 
colleagues,  and  contemporaries  of  the  person  to  be 
honored  gather,  and  by  the  presence  and  by  what 
they  say,  each  gives  sincere  and  heart-felt  testi- 
mony to  the  accomplishments  and  the  greatness 
of  the  individual  to  be  honored.  It  is  not  neces- 
sary to  come  to  this  very  fine  dinner  tonight  to 
hear  such  testimony  to  our  honored  guest.  All 
that  is  required  is  that  you  be  present  at  any 
gathering  of  persons,  whether  it  be  formal  or  in- 
formal, in  the  community  in  which  he  has  lived 
and  served  his  fellow  men  throughout  his  long 
career,  and  the  conversation  will  without  fail  in- 
clude plaudits  to  his  accomplishments,  to  hi.s 
character,  to  his  personality,  to  his  prof^sional 
skill  and,  indeed,  to  his  greatness.  If  there  is 
anything  to  the  old  saying  that  when  a person  is 
discussed  in  his  absence  that  his  ears  burn,  then 
most  assuredly,  our  guest’s  ears  must  bum  con- 
stantly. In  my  lifetime  it  has  never  been  my 
pleasure  to  know  a man  who  is  more  universa  v 
liked,  and,  in  fact,  more  universally  loved,  by  his 
community  than  our  guest  tonight.  History  maj 
not  record  his  deeds  and  his  accomplishmen^, 
for  they  have  not  been  performed  for  the  benefit 
of  historians,  nor  have  they  been  performed  for 
the  benefit  of  publicity  or  to  become  renowne^. 
They  have  been  done  for  the  little  people,  the 
everyday  folk— not  the  type  who  write  history 
books,  not  the  type  who  publish  newspapers,  and 
not  the  type  who,  because  of  their  great  wealth 
and  influence,  can  cause  his  name  to  be  recorded 
in  the  pages  of  a formal  history.  Dr.  Chipman  s 
popularity  has  been  with  the  people  who  needed 
him  most;  the  people  who  at  a given  instant,  were 
suffering  either  from  their  own  pain  or  from  the 
pain  of  having  a loved  one  in  distress.  It  has 
been  that  need  that  Dr.  Chipman  has  so  adrnir- 
ably  filled,  not  only  by  his  professional  skill,  but 
far  above  and  beyond  that,  by  his  personality, 
his  understanding,  and  by  the  tower  of  strength 
which  he  personifies,  upon  which  those  persons 
could  lean  at  the  time  a shoulder  was  necessary. 

I thought  tonight  that  you  might  possibly  like 
to  know  something  about  Dr.  Chipman  s early 
life  and  background,  for  despite  the  fact  that  you 
all  know  him  well,  you  might  not  have  been  aware 
of  some  of  these  facts.  1 thought  it  might  be  in- 
teresting to  all  concerned  to  trace  his  younger 
days  and,  indeed,  the  movements  and  the_  great 
number  of  circumstances  that  finally  brought  him 
to  our  city  and  to  our  community. 

Born  the  eighteenth  of  January,  1891,  he  was 
named  William  Thomas  Chipman.  Throughout 
his  lifetime  he  has  been  known  by  the  mernbers 
of  his  profession  as  Bill.  As  a boy  his  friends 
and  school  acquaintances  referred  to  him  as  Tom. 
In  my  lifetime,  I have  never  heard  him  referred 
to  other  than  as  Doc  Chipman.  This,  incidentally, 
is  umi.sual  in  itself,  since  it  has  been  my  experi- 
ence that  most  doctors  find  being  called  “Doc  , 
which  .seems  to  be  (heir  natural  nickname,  very 
distasteful.  His  family  had  its  roots  in  Enfdantl. 
His  grandfather,  whose  name  in  fact  was  Chip- 
Iienham,  came  to  this  country  and  had  three  .sons. 
One  of  these  thn'e  .sons  .settled  in  Laurel,  in  a 


community  which  eventually  was  called  Chip- 
man’s  Mill.  It  was  here  that  Dr.  Chipman,  Tom 
Chipman,  in  fact,  as  he  was  known  then,  was 
born.  He  lived  with  his  parents  in  this  community 
and  graduated  from  the  Laurel  Public  School. 
Following  this  he  entered  a private  school  at 
Baltimore  and  remained  there  for  one  year.  Leav- 
ing his  private  school  work.  Dr.  Chipman  en- 
rolled at  the  Maryland  University  Medical  School 
in  Baltimore  and  was  graduated  from  there  in  the 
year  1912.  Following  his  graduation  he  interned 
at  Lancaster,  Pennsylvania,  for  approximately  one 
year.  Leaving  Lancaster,  he  moved  to  the  Grace 
Hospital  in  Detroit,  Michigan.  He  completed  his 
interneship  at  the  Grace  Hospital  in  Detroit,  and 
went  into  private  practice  there.  While  he  was 
there  he  met  and  married  his  first  wife.  After 
practicing  for  some  short  period  of  time  in 
Detroit,  his  health  broke  down  and  he  was  ad- 
vised by  the  doctors  who  attended  him  to  leave 
the  city  and  return  to  the  country.  Acting  upon 
this  advice,  he  and  his  family  returned  to  Del- 
aware, and  settled  down  in  the  town  of  Felton, 
which  was  the  place  of  his  early  beginnings  in 
this  community.  It  was  there  that  his  olde.st 
child,  and  son,  Berlin,  was  born  in  1914.  He  built 
and  lived  in  the  house  in  Felton  which  is  now  the 
Fletcher  Nursing  Home.  His  second  child,  and 
first  daughter,  Eloise,  was  born  in  Felton  in  1916. 

His  wife  desired  that  they  should  return  to 
Detroit,  and  his  health  having  improved,  in  1919 
he  and  his  family  left  Felton  and  returned  to 
Detroit.  He  stayed  in  Detroit  for  approximately 
one  year.  His  mother  had  died  in  the  year  1915, 
and  in  1920  his  father  died.  Possiblv  influenced 
by  this.  Dr.  Chipman  returned  to  Delaware  in 
November  of  1920,  and  for  the  first  time  came  to 
the  city  of  Harrington  where  he  resided  on 
Weiner  Avenue  between  what  are  now  the  homes 
of  Jacob  Messner  and  Abner  Hickman,  in  a house 
presently  lived  in  and  owned  by  Herman  Long- 
fellow. He  commenced  practice  in  the  city  of  I 
Harrington,  but  his  life  was  not  to  be  as  un- 
eventful as  he  might  have  hoped  practicing  in  a i 
small  town  in  a rural  community,  such  as  this  J 
was  at  that  time.  j 

In  1921,  in  June,  his  wife  died.  Following  I 
quickly  upon  the  heels  of  this,  the  Milford  Emer- 
gency Hospital  first  opened  its  doors  in  July  of  I 
1921,  providing  for  the  area  for  the  first  time  a j 
hospital  which  meant  a great  deal  to  the  practice  ( 
of  medicine  in  this  community,  and  provided,  for  i 
the  first  time  in  the  area,  operating  facilities 
where  Dr.  Chipman  could  practice  his  art  of  | 
surgery  for  which  he  became  so  well  known  in  the  \ 
years  to  come.  In  1922  the  only  other  doctor  in  1 
Harrington,  a Dr.  Thompson,  left  this  community,  i 
and  Dr.  Chipman  was  to  be.  as  Dr.  Smith  has  " 
previously  told  you  this  evening,  the  only  doctor  i 
in  the  community  from  the  year  1922  to  the  year 
1933. 

In  the  meantime,  however,  there  had  been  put 
into  motion  another  series  of  events  which  were, 
indeed,  to  have  a great  effect  upon  the  life  of  our 
honored  guest.  A young  lady  from  Salisbury  had 
graduated  from  The  Memorial  Hospital  Nursing  ^ 
School  in  Wilmington  in  the  year  1918.  and  on  I 
the  fifUH*nt,^h  day  of  August  of  the  year  192L  this 
very  callable  nurse  came  to  the  Milford  Emer- 
gency Hospital  to  begin  a term  of  employment 
there.  On  the  next  day,  August  the  sixteenth,  as 
she  was  preparing  to  a.ssist  another  surgeon  in  ' 
an  operation  at  this  hospital,  this  lady  was  con- 
fronted by  a verv  large  man  wearing  a green 
Norfolk  suit,  the  coat  of  which  he  had  caught  in 
a pump  handle  and  torn  the  iiocket,  who  looked 
vpry  harrit^d  atifi  in  a doal  of  hasto,  nnd  | 

was,  in  fact,  on  his  way  to  Rchohoth  to  a me'dical  ' 
association  mi'eting.  I'o  describe  it,  as  she  de- 
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scrilM'd  it  to  me.  lie  wa.s  certainly  not  dres.sed  in 
a manner  to  go  to  a medical  a.ss<K‘iation  meeting. 
Dr.  ('hipman  ha.s  .said  in  later  year.s  that  the  only 
reason  she  was  ever  interestf'd  in  him  at  all,  and 
the  only  reason  that  she  eventually  marri(“rl  him 
and  iK'came  the  Pearl  Chipman  that  we  have 
known  for  so  many  years,  was  that  he  looked  as 
though  he  need(»d  .somiH)ne  to  take  care  of  him 
and  see  that  he  was  properly  dressed  to  |)re.sent 
himself  at  the  various  i)laces  where  his  profession 
and  his  profe.ssional  standing  required  him  to  go. 

Their  courtship  was  a whirlwind  affair,  as  it 
was  described  to  me  hy  Mrs.  Chinman.  Thev 
courted  when  their  professional  duties  permitted. 
Both,  as  all  of  you  know,  were  very  dt>dicated 
persons,  and  the  Milford  Hospital  in  its  lie- 
ginning  and  its  pioneer  days  required  all  of  the 
skill,  the  energy  and  initiative  that  two  persons 
such  as  Doc  and  Pearl  Chinman  could  give  it. 
Many  hardships  presented  themselves  and  were 
overcome  hy  their  efforts.  For  example,  Mrs. 
Chipman  was  in  charge  of  the  operating  room, 
and.  at  that  time,  the  city  of  Milford  did  not 
have  daytime  electric  power.  In  order  to  sterilize 
instruments,  Mrs.  Chipman  has  told  me.  it  was 
necessary  to  send  the  instruments  which  were 
thought  to  he  required  for  the  next  operation  hy 
dumbwaiter  down  into  the  kitchen  and  then  re- 
turned by  dumbwaiter  to  the  operating  room 
after  having  been  steriliztKl  by  water  heated  in  the 
kitchen.  However,  as  time  was  to  prove,  they 
were  meant  for  each  other,  and  thev  overcame  the 
difficulties  which  thev  encountered.  Mrs.  Chip- 
man  at  that  time  had  only  a room  in  the  nurses 
home  where  she  was  not  permitterl  to  entertain 
dates.  Dr.  Chipman  was  still  residing  in  the 
house  on  Weiner  Avenue,  but  his  first  wife’s 
parents  were  living  with  him  and  acting  as  house- 
keepers and  assisting  in  the  care  of  his  two  chil- 
dren. Therefore,  there  was  no  place  for  them  to 
go,  and  as  Doc  has  often  said,  the  only  jilace  they 
had  to  court  was  the  Ellendale  Swamp.  Despite, 
however,  all  the  adversities  which  I have  out- 
lined, and  with  which  the  courtship  was  faced 
it  was  eventuallv  culminated  by  marriage.  And 
subsequent  thereto,  in  1933,  a child  was  born  of 
this  marriage.  Susan,  by  name,  with  whom  most 
of  you  are  familiar. 

Bwause  of  his  gruff  exterior,  and  his  direct 
method  of  approach,  many  stories  have  come 
into  existence  in  regard  to  our  honored  guest. 
Most  of  these  stories.  I am  sure,  have  been  heard 
by  most  of  you.  But  I have  attempted  to  pick  out 
two  or  three  which  I thought  were  particularly 
good  and  particularly  interesting,  that  I might 
tell  you  this  evening  in  order  that  those  of  you 
who  might  not  have  heard  them  should  have  the 
opportunity  to.  and  in  order  that  those  of  you 
who  have  heard  them  might  enjoy  hearing  them 
retold. 

One  of  the  stories  which  I have  encountered  in 
my  sedrch  for  folklore  in  regard  to  our  honored 
guest  goes  something  like  this:  It  seems  that 
there  had  come  into  our  community  a lady  who 
had  been  doing  practical  nursing  work  in  other 
sections  of  the  country,  and  upon  coming  to  this 
community  to  live  was  in  the  process  of  con- 
tinuing in  her  chosen  field  of  endeavor.  In  the 
course  of  this  she  was  attending  a patient  for 
whom  Dr.  Chipman  was  summoned.  Upon  arrival. 
Dr.  Chipman  burst  into  the  room  with  his  hat 
and  bag  in  hand  in  his  usual  gruff,  direct  man- 
ner, took  one  quick,  percursory  look  at  the  pa- 
tient, who  was  lying  in  bed  obviously  in  great 
distress,  shook  out  a handful  of  pills  in  an  en- 
velope, gave  his  customary  “Now,  Honey,  take 
^e  of  these  just  like  I wrote  on  the  envelope. 
You  11  be  all  right.  You’ll  feel  better  tomorrow,” 
and  dashed  off  in  a mad  haste.  The  practical 


nurse  was  somewhat  astonished  and  overcome  by 
what  she  had  seen  occur.  She  dashed  out  of  (he 
room  into  the  hall,  chasing  after  the  Doctor,  and 
askwl  him  to  stop.  When  she  finally  had  chased 
hjm  to  the  front  door,  and  had  caught  up  with 
him.  she  took  him  to  task,  telling  him  that  he 
should  have  made  an  examination — he  should 
have  taken  the  temperature  of  the  patient — that 
he  should  have  made  some  physical  examination 
— that  he  shouldn’t  have  diagnosed  so  quickly — 
that  he  should  have  exerci.sed.  in  fact,  his  bedside 
manner.  Having  listened  to  her  very  patiently 
for  all  of  some  forty-five  or  sixty  seconds.  Dr. 
Chipman,  in  the  course  of  going  out  of  the  door, 
turnwl  around  and  .said.  “Honey,  every  time  you 
go  to  make  a pan  of  biscuits,  you  don’t  get  the 
cook  hook  down  to  .see  how  to  make  them,  do 
you'.’”  And  without  pau.se  or  hesitation,  shut  the 
floor  and  continued  on  his  merry  way. 

Sometime  later,  however,  a young,  attractive 
and  very  eligible  school  teacher  came  to  Harring- 
ton. She  is  known  to  many  of  you,  and  she,  in 
fact,  still  resides  in  our  community.  Her  name  is 
Leona  Dickraker.  Shortly  after  .she  came  to  this 
community,  she  was  taken  ill  and  Dr.  Chipman 
was  summoned  to  her  bedside.  Apparently  deciding 
to  take  the  advice  of  the  practical  nurse,  who  had 
previously  taken  him  to  task.  Dr.  Chipman  de- 
cided that^  this  was  a point  where  his  bedside 
manner  might  be  exerci.sed  to  its  best  advantage. 
Slowing  himself  down,  approaching  the  situation 
very  calmly,  he  put  down  his  satchel,  laid  his 
hat  and  coat  aside  and  sat  down  on  the  edge  of 
the  bed  to  make  a very  thorough  examination  of 
this  particular  patient.  The  unfortunate  part  of 
it  all  was  that  in  the  coursie  of  sitting  down  on 
the  “dge  of  the  bed,  the  bed  gave  way  under  his 
weight  and  broke  down,  depositing  both  him  and 
his  patient  on  the  floor.  If  was  probably  at  this 
jx)int  that  Dr.  Chipman,  for  all  time,  gave  up  any 
practice  of  bedside  manner,  as  it  is  known  among 
physicians. 

Probably,  however,  the  most  often  told  story 
about  Dr.  Chipman  involved  a brush  with  the 
officers  of  law  enforcement.  He  has  been  famous 
for  years  for  his  fast  driving  and  his  speed  when 
on  a call  and  his  speed  to  and  from  the  Milford 
Hospital  when  his  presence  was  needed  for  some 
emergericy.  In  the  course  of  driving,  as  we  all 
know  him  to  drive,  he  has  had  several  encounters 
with  the  law  because  of  his  speed.  However,  in 
one  particular  instance  he  and  another  person 
very  well  known  in  Harrington,  whose  name  is 
Booty  Morris,  were  proceeding  down  the  highway 
bound  for  some  unknown  destination  which  is  not 
important  in  the  telling  of  this  story.  As  usual. 
Doc  was  exceeding  the  speed  limit.  Looking  in 
his  rear  view  mirror,  he  saw  that  he  was  being 
pursued  by  a minion  of  law  enforcement.  Turn- 
ing quickly  to  Booty,  and  making  his  usual  snap 
decision,  he  said,  “Booty,  throw  a fit.”  Booty,  not 
realizing  what  was  happening,  looked  around 
askance.  Doc  said,  “Hurry  up,  throw  a fit.  That 
cop’s  about  to  get  us.”  Booty  proceeded  in  ac- 
cordance with  Doc’s  instructions  to  throw  a fit, 
going  through  all  sorts  of  gyrations,  pushing  him- 
self down  on  to  the  floor  of  the  car  and  putting 
on  quite  a display.  When  the  cop  drew  alongside 
and  commenced  to  berate  Dr.  Chipman  regarding 
his  driving.  Doc’s  reply  was  quick,  immediate, 
and  gruff,  as  usual.  “My  God,  man.  I’m  trying 
to  get  this  man  to  the  hospital.  Can’t  you  see  he’s 
having  a fit.  Get  out  of  my  way  and  let  me  go.” 
The  cop  did,  and  I think  it’s  one  of  the  most 
fabulous  stories  in  that  collection  that  can  be 
made  of  stories  concerning  our  honored  guest. 

Beginning  at  approximately  1914,  when  he  was 
living  in  the  town  of  Felton,  and  continuing 
throughout  the  period  from  1920,  when  he  has 
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resided  and  practiced  in  the  city  of  Harrington, 
the  name  of  “Doc  Chipman”  has  become  legend 
in  this  community.  Those  of  you  who  are  here 
tonight,  in  the  main,  became  acquainted  with  him 
when  adversity  was  present  in  your  lives,  when 
you  were  sick  or  ill,  or  when  a loved  one  was  in 
need.  He  has  always  been  the  same.  He  has 
always  been  in  a hurry.  He’ll  never  be  other  than 
gruff,  outwardly  at  least.  His  efficiency  and  pro- 
fessional skill  have  always  been  of  the  highest. 
He  has  brought  a blush  to  many  a young  girl’s 
face  by  his  quick  remarks  and  ready  wit.  He  has 
always  been  a friend  of  those  who  are  in  need  of 
a friend.  But  possibly  his  most  important  asset 
is  the  one  that  is  so  intangible  that  it  almost  de- 
fies description.  I refer  to  his  tremendous  strength, 
not  only  physical  strength,  but  strength  of  per- 
sonality and  character  on  which  so  many  persons, 
and  probably  most  of  you,  have  seen  fit  to  lean 
in  time  of  need.  This  includes  his  ability  to  carry 
the  burdens  of  so  many  other  persons,  to  listen 
to  their  trials  and  their  troubles  and  tribulations; 
to  counsel  them  as  well  as  to  tend  them  when 
they  are  physically  ill.  His  ability,  through  the 
use  of  a very  few  words,  to  comfort  a person  who 
has  just  lost  a loved  one;  his  ability  to  inspire 
confidence  in  a patient  by  his  very  presence;  his 
ability  to  soothe  even  a small  child  who  really 
cannot  understand  his  words,  but  who  senses  in- 
stinctively that  this  is  the  man  who  will  make  the 
hurt  better — these  are,  indeed,  the  assets  required 
for  greatness,  and  these  are  a part  of  the  makeup 
of  Dr.  Chipman.  His  ability  to  walk  into  a house 
where  a family  is  gathered  because  of  illness 
of  one  of  its  members,  and  the  confidence  which 
his  presence  inspires — has  ability  to  walk  into  a 
sick  room  and  make  a patient  feel  better  before 
he  has  set  down  his  bag — these  are  the  attributes 
of  greatness.  This  is  the  strength  of  character, 
the  force  of  personality  and  the  quiet  confidence 
which  oozes  from  the  man.  These  are  also  the 
attributes  which  would  have  made  him  great  in 
whatever  his  chosen  field  of  endeavor  might  have 
been.  Had  he  been  a statesman,  more  likely  his- 
tory would  have  recorded  his  acts  and  deeds,  be- 
cause he  would  have  been  a great  statesman.  Had 
he  been  a general,  he  would  have  been  a great 
general;  again  the  world  would  have  heard  of 


Tom  Chipman.  Instead  he  was  a doctor.  Not 
only  was  he  a doctor,  but  he  chose  to  practice  in 
this  rural  community  where  transportation  was 
difficult,  and  where  his  size  was  an  asset  to  the 
pushing  of  a Model  T out  of  the  mud.  And  also 
where  communications  were  limited,  and  where 
his  prowess  and  ability  could  be  recognized  only 
by  those  whom  he  served.  That  is  the  reason 
that  it  is  time  that  his  friends,  his  patients,  his 
associates  should  gather  here  tonight  to  pay  trib- 
ute to  this  man  who  has  given  so  much  of  his 
life,  his  energies,  his  strength  and  his  skill  to  this 
community,  to  its  individual  members  and  to 
those  of  you  who  are  gathered  here  tonight.  The 
fact  that  he  has  so  chosen  to  lead  a more  anony- 
mous life  in  a rural  community  only  magnifies, 
in  my  estimation,  the  greatness  of  the  man  of 
which  I have  already  spoken. 

Let  it  suffice  to  say  that  a speaker  could  spend 
the  entire  evening  extolling  his  virtues  without 
running  the  risk  of  being  repetitious.  Many  indi- 
vidual cases  and  situations  could  be  points  out. 
You  could  be  told  of  his  many  accomplishments 
in  civic  and  political  fields,  which  the  other  speak- 
ers have  covered  this  evening.  I would  like  to 
conclude  what  I have  to  say  about  Dr.  Chipman 
in  this  manner.  I would  like  to  say  that  in  1920, 
bv  a simple  decision  to  return  to  the  city  of  Har- 
rington to  establish  a practice,  it  was  the  world’s 
loss  and  Harrington’s  gain.  It  was  the  addition 
to  this  community  of  a man  who  has  given  more 
of  himself  to  the  community  than  anyone  who 
has  resided  here  in  this  same  period  or,  in  fact, 
in  any  period.  I think  that  though  it  be  an  or- 
dinary phrase  and  could  not  be  considered  elo- 
quent, that  there  is  only  one  way  which,  speak- 
ing for  the  community,  I can  express  our  appre- 
ciation to  you.  Dr.  Chipman.  I can  only  say. 
“Thank  you.”  I do  say  this  from  the  bottom  of 
my  heart,  and  in  so  doing,  I speak  for  all  those 
assembled  here.  I would  like  to  say  further  that 
the  standing  ovation  and  the  applause  which  you 
are  about  to  hear  is  neither  for  this  speaker  nor 
for  any  alleged  eloquence  of  his  delivery.  The 
applause  which  you  are  about  to  hear.  Dr.  Chip- 
man,  is  the  method  by  which  these  persons,  these 
friends  of  yours,  gathered  here,  are  also  saying, 
“Thank  you.  Dr.  Chipman.” 
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What  is  the  Difference  Between 
THE  WORLD  MEDICAL  ASSOCIATION 

and 

THE  WORLD  HEALTH  ORGANIZATION? 


THE  WORLD  MEDICAL 
ASSOCIATION 

1.  WMA  is  an  organization  of  national 
medical  associations.  The  unit  of  member- 
ship is  the  most  representative  national 
medical  association  in  each  country.  It  is 
completely  non-governmental.  It  is  not 
part  of  the  U.N.  It  is  a voluntary  organiza- 
ation. 

2.  WMA  represents  the  practicing  med- 
ical profession. 

3.  WMA  was  organized  in  1947  by  AMA 
representatives  and  Western  European 
medical  leaders.  Purpose  was  to  exchange 
medical  knowledge,  to  protect  the  freedom 
of  medicine,  and  promote  world  peace. 

4.  Each  member  association  sends  two 
delegates,  two  alternate  delegates  and  ob- 
servers to  the  General  Assemblies  — the 
supreme  policy  making  body  of  WMA. 

5.  The  executive  body  of  WMA  is  the 
Council.  This  meets  twice  a year  and  com- 
prises 11  members  elected  from  the  Assem- 
bly and  the  President,  President-Elect  and 
Treasurer. 

6.  WMA  is  supported  by  members’  dues 
and  contributions  and  the  annual  budget 
is  about  $165,000. 

7.  American  physicians  and  allied  cor- 
porations interested  in  the  work  of  WMA 


are  organized  as  the  United  States  Com- 
mittee of  The  World  Medical  Association. 

THE  WORLD  HEALTH 
ORGANIZATION 

1.  WHO  is  an  intergovernmental  health 
agency.  The  members  are  the  governments 
that  accept  the  nine  principles  upon  which 
WHO  is  founded. 

2.  WHO  represents  governments  in  their 
public  health  and  medical  activities. 

3.  WHO  is  the  result  of  proposal  of  U.N. 
in  1945  to  create  a specialized  agency  to 
deal  with  all  matters  related  to  health  on 
a world-wide  scale. 

4.  Each  member  government  sends  three 
delegates,  chosen  preferably  from  the  na- 
tional health  administration  of  the  govern- 
ment, to  the  annual  World  Health  Assem- 
bly. 

5.  The  Executive  Board  of  WHO  is  the 
executive  body  and  consists  of  18  mem- 
bers elected  to  represent  18  member  gov- 
ernments. 

6.  WHO  is  supported  by  dues  allocated 
by  the  U.N.  scale  and  the  budget  for  1958 
is  $13,000,000. 

7.  American  citizens  interested  in  the 
work  of  WHO  are  organized  as  the  Citi- 
zens’ Committee  for  the  World  Health  Or- 
ganization. 
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THE  AMERICAN  CONGRESS  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION 


The  36th  annual  scientific  and  clinical 
session  of  the  American  Congress  of  Phys- 
ical Medicine  and  Rehabilitation  will  be 
held  August  24-29,  1958  inclusive,  at  The 
Bellevue  Stratford  Hotel,  Philadelphia. 

Scientific  and  clinical  sessions  will  be 
given  August  25,  26,  27,  28,  and  29.  All 
sessions  will  be  open  to  members  of  the 
medical  profession  in  good  standing  with 
the  American  Medical  Association. 

Full  information  may  be  obtained  by 
writing  to  the  Executive  Secretary,  Doro- 
thea C.  Augustin,  American  Congress  of 
Physical  Medicine  and  Rehabilitation,  30 
North  Michigan  Avenue,  Chicago  2,  Illinois. 

Professional  people  who  are  called  upon 
to  investigate  and  report  on  fluoridation, 
will  now  find  a package  library  of  author- 
itative reference  material  available  to  them 
at  the  library  at  the  Academy  of  Medicine 


in  Wilmington,  or  will  be  able  to  borrow 
the  material,  on  a “loan  basis”,  from  the 
State  Department  of  Health. 

Among  other  items,  the  package  library 
presently  contains  reports  from  the  Na- 
tional Research  Council,  and  technical  pa- 
pers on  the  “Medical  Aspects  of  Excessive 
Fluoride  in  a Water  Supply”,  the  “Non- 
dental Physiological  Effects  of  Trace  Quan- 
tities of  Fluorine”,  and  “Urinary  Fluoride 
Levels  Associated  with  Use  of  Fluoridated 
Waters”. 

The  “loan”  copy  of  the  package  library 
can  be  borrowed  for  a period  of  one  week, 
by  writing  to 

Miss  Margaret  H.  Jeffreys,  Director 
Division  of  Oral  Hygiene 
State  Board  of  Health 
Dover,  Delaware 


"LOOK  WHAT  I LEARKED  IN  SCHOOL  TODAY,  UADI" 


"IT’S  THE  ONLY  WAY  HE  CAN  GET  A WORD  IN  EDGEWISE  AROUND  KERBI" 
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Pro-Banthine®  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain, 

in  depressing  gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility 


“Our  findings  were  documented  by  an  in- 
tensive and  personal  observation  of  these 
patients  over  a 2-year  period  in  private  prac- 
tice, and  in  two  large  hospital  clinics  with 
close  supervision  and  satisfactory  follow-up 
studies.”* 

Among  the  many  clinical  indications  for 
Pro-Ban  thine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  primary.  During 
treatment,  Pro-BanthIne  has  been  shown 
repeatedly  to  be  a most  valuable  agent  when 
used  in  conjunction  with  diet,  antacids  and 
essential  psychotherapy. 

Therapeutic  utility  and  effectiveness 


of  Pro-Banthine  in  the  treatment  of  peptic 
ulcer  are  repeatedly  referred  to  in  the  recent 
medical  literature. 

Pro-Banthine  Dosage 

The  average  adult  oral  dosage  of  Pro- 
Banthine  is  one  tablet  (15  mg.)  with  meals 
and  two  tablets  at  bedtime. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


♦Lichstein.  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.: 
Pro-Banthine  in  the  Treatment  of  Peptic  Ulcer.  A 
Clinical  Evaluation  with  Gastric  Secretory,  Motil- 
ity and  Gastroscopic  Studies.  Report  of  60  Cases, 
Am.  J.  M.  Sc.  2i2;156  (Aug.)  1956. 
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“Nocturia  and  orthopnea  have  disappeared  since  he’s 
on  NEOHYDRIN— and  he’s  edema-free  when  he 
wakes  in  the  morning.” 


oral 


organomercurial 


diuretic 


TAB  LET 

NE 


OHVDRIN* 

BRAND  OF  CHLORMERODRIN 
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See  anybody  here  you  know,  Doctor? 


Hr 


I’m  just  too  much 


:^:^laAMPLUs 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


Fm  too  little 


STIMAVITE^ 

stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


Fm  simply  two 


OBRON® 

a nutritional  buildup  for  the  OB  patient 

OBRON^ 

HEMATINIC 

when  anemia  complicates  pregnancy 


'^1 


And  Fm  getting  brittle 


(% 

£ 


NEOBON® 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 

Fll  never  make  it  up 
that  high 


ROETINIC^ 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA®  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


(Prescription  information  on  request) 


New  York  17,  New  York 
Division,  Cbas.  Pfizer  & Co.,  Inc. 
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(CHLOROTHIAZIDE) 


EDEMA 


Start  therapy  with  one  or  two  500  mg, 

tablets  of  'diuril'  once  or  twice  a day,  i 

BENEFITS: 

• The  only  orally  effective  nonmercurial  agent  j 

with  diuretic  activity  equivalent  to  that  of  the  j 

parenteral  mercurials.  j 

• Excellent  for  initiating  diuresis  and  maintaining  ' 

the  edema-free  state  for  prolonged  periods.  ,i 

• Promotes  balanced  excretion  of  sodium  and  ; 

chloride— without  acidosis.  ' 


Any  indication  for  diuresis  is  an  in- 
dication for  'DIURIL': 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema — nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL' 
(chlorothiazide);  bottles  of  100  and  1,000. 

'diuril'  and  'inversine'  arc  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1.  Pa. 
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as  simple 
as 


%n 


HYPERTENSION 


3 


INITIATE  'DIURIL'  THERAPY 

•DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  ad- 
justed as  indicated  by  patient  response.  If  the 
patient  is  established  on  a ganglionic  blocking 
agent  (e.g.,  'INVERSINE')  this  should  be  con- 
tinued, but  the  total  daily  dose  should  be  imme- 
diately reduced  by  25  to  50  per  cent.  This  will 
reduce  the  serious  side  effects  often  observed  with 
ganglionic  blockade. 

ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 

BENEFITS: 

• improves  and  simplifies  the  management  of  hypertension 

• markedly  enhances  the  effects  of  antihypertensive  agents 

• reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 

• smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 

Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIU 
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diagnosis:  hypertension,  moderate  to  severe 


prescribed: 


(Rauwolfia  Serpentina  and  Protoveratrines  A & B Combined) 


^ Kauwolfia  S«rpentina'$  gradual  tranquilizing  and  pro- 

I longed  hypotensive  effect  combines  with  faster-acting, 
more  potent  Protoverotrine  for  effective  theropy  with  a 
minimum  of  risk.  Each  of  the  agents  appears  to  poten- 
tiate the  ather's  hypatensive  activity  and  produce  ben- 
eficial vasadilitation,  without  ganglionic  or  adrenergic 
blockade  . . . withaut  direct  smooth  muscle  depression 
and  withaut  deranging  thase  mechanisms  which  control 
blood  distribution  and  which  normally  prevent  postural 
^ hypotension. 

' Relief  of  symptoms  is  produced  rapidly,  blood  pressure 
is  lowered  and  tranquility  ensues  . . . with  a minimum 
of  side  effects. 

supplied:  in  bottles  of  100  and  1000  tablets,  each  containing  SO  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratrines  A and  B (the  chemically 
standardized  alkaloid  of  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 

THE  VALE  CHEMICAL  COMPANY,  INC.  allentown,  pa 


Pharmaceuticals 


'Trade  Mark 


' ••  MiV* 

•v^V'^vV/. 


•iV,v.*.y.y 


,^Rgbins 


research  discovery 


for  SELECTIVE,  SUPERIOR 


skeletal  muscle  relaxation 


ROBAXIN  — a completely  new  chemical  formulation  — pro- 
vides sustained  relaxation  of  skeletal  muscle  spasm, 
without  impairment  of  muscle  strength  or  normal  neuro- 
muscular function  . . . and  with  essential  freedom  from 
adverse  side  effects.  Beneficial  in  94.4%  of  cases  tested. 


METHOCARBAMOL  'ROBINS',  U.S.  PAT.  NO.  2770649 


Supply:  A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Tablets.  0.5  Gm.,  bottles  of  50.  Ethical  Pharmaceuticals  of  Merit  since  1878 
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N0W...A  NEW  TREATMENT 


< 


CARDILATE 


‘Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 


**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


•'Cardilate'  brand  Erythrot  Tetranitrate  SUBLINGUAL  TABLETS.  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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. . . without  the  necessity  of  dietary  restrictions 


E L I 


'Cytellin’  provides  the  most  rational 
and  practical  therapy  available. 
Without  any  dietary  adjustments, 
it  lowers  elevated  serum  cholesterol 
concentrations  in  most  patients. 

In  a number  of  studies,  every 
patient  who  co-operated  obtained 
good  results  from  'CyteUin’  ther- 
apy. On  the  average,  a 34  percent 
reduction  of  excess  serum  choles- 

*'Cytellin'  (Sitosterols.  Lilly) 

LILLY  AND  COMPANY  • IND 


terol  (over  150  mg.  percent)  has 
been  experienced.  / 

In  addition  to  lowerii^  hyper-^ 
cholesteremia,  'CyteUiij|/has  been 
reported  to  effect  red^ftions  in  C 

proteins,  "athero^nid 
hpoproteins,  a^  total  lipidS? 

May  we  sej/^  more  corn^te  for- 
mation and  aiiiUograpjQf 


ANAPOLIS  6,  INDIANA,  U.S.  A, 


873009 
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Monilial  overgrowth 
is  a factor 


I 

I 

I 


Combines  Achromycin  V with  Nystatin 


SUPPLIED  I 

CAPSULES  contain  250  mg.  tetracycline  HCI 
equivalent  (phosphate-buflered)  and  250,000 
units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored)  Each  5 cc.  leaspoonful  contains 
125  mg.  tetracycline  HCI  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 

DOSAGE] 

Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight 
per  day)  in  the  average  adult  is  4 capsules  or 
8 tsp.  of  Achrostatin  V per  day,  equivalent 
to  1 Gm.  of  Achromycin  V. 


Achrostatin  V combines  AcHROMYCiNt  V 
...  the  new  rapid-acting  oral  form  of  AcHROMYCiNt 
Tetracycline . . . noted  for  its  outstanding 
effectiveness  against  more  than  50  different  infections 
. . . and  Nystatin  ...  the  antifungal  specific. 
Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone 
to  monilial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  N.  Y. 
^Trademark  t Reg.  U.  S.  Pat.  Off. 
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there  is  one  tranquilizer  clearly  indicated  in  psptic  UlC6r... 


•Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”* 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax: 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”* (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

supplied;  10,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc,  multiple-dose  vials. 

references:  1.  Strub,  I.  H. : Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.:  presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  18- 
19,  1957. 


New  York  17,  New  York 

Divuion,  Chas,  Pfizer  & Co.,  Inc. 


Gastric  distress  accompanying  "predni-steroid" 
therapy  is  a definite  clinical  problem —well 
documented  in  a growing  body  of  literature. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid"  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  co-deltra  or  co-hydeltra. 


PREDNISONE  BUFFERED 


Se  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili* 
cate,  in  bottles  of  30, 100,  500. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC,  Philadelphia  I,  Pa. 
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“No  patient  failed  to  improve.”' 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
. far  excelled  . . . results  with  the  many 
measures  usually  advocated. ”l 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically"  clean. 

1.  Hodges,  F.T.:  GP  14:86,  Nov.,  1956. 


hypoallereenic. 
Contains  3X 
hexachlorophene. 


PROTECTION  AGAINST  LOSS  OF  IN- 
COME FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  J902 


Physicians’  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Molproctice  Protection, 
Avoids  Unpleosont  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  Nev/  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Saciety 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPonf  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 


If  it’s  insurable  tve  can  insure  it 


CORRECTS 
IRON  DEFICIENCY 
AS  IT 

STIMULATES 

APPETITE 


DELICIOUS  CHERRY  FLAVOR 
DESIGNED  TO  APPEAL  TO 
BOTH  CHILDREN  AND  ADULTS 


FOR  CHILDREN 


PART  CULARLY 


P Supplies  essential  Iron  as  ferric  pyrophos-  ? 

phate,  highly  stable,  well-tolerated,  readily  | 

absorbed;  essential  vitamins  Bi,  Be  and  B12,  a 
established  as  appetite  stimulants;  essential  J 

1-Lysine  for  greater  protein  economy  in  the  « 

pediatric  diet.  ' 

INCREMIN  Syrup 

FORMULA:  Each  teaspoonful  (5  cc.)  contains: 

1-Lysine  HCI 300  mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  Mononitrate  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 0 mg. 

Alcohol 0.75% 
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ATOI*>IO  OERMATm.®  f ECaESMAe; 


ANOOBNITAl.  PHORfTUS  . OERMATiTie  VENENATA  • PSORIASIS 


GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


iL  JL  Ay  CREAM 

Hydrocortisone  0.5%  and  Special  Coal  Tar  Extract 
(TARBONIS®)  in  a greaseless,  stainless  vanishing  cre^m  base. 


^ JW.  A AM  ointment 

Hydrocortisone  0.5%.  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TARBONIS)  in  an  okttment  base. 


J.A.M.A.  16«:158,1958;  Wekh.A.L.  and  Ede.M. 

. . prompt  remissions  of . , . acute  phases.'' 

with  TARCORTIN 

REED  & CARNRICK  J Jersey  City  6.  New  Jersey 


-f.  1.  Clyman.  S.  G. ; Postgrad.  Med.  SI  ;309.  1957. 

2.  Bleiberg,  J.:  J.  M.  Soc.  New  Jersey  5J;37.  1956. 

* 3.  Abrams,  B.  P.  and  Shaw,  C. : Clin.  Med.  S :839,  1956. 

4.  Welsh.  A.  L..  and  Ede.  M. : Ohio  State  M.  J.  50:837.  1951. 

5.  Bleiberg,  J.:  Am.  Practitioner  5:1404.  1957. 


Doctors,  too, 


like  “Premar in'' 


The  reasons  are  fairly  simple.  Doctors 
like  “Premarin,”  in  the  first  place,  be- 
cause it  really  relieves  the  symptoms  of 
the  menopause.  It  doesn’t  j ust  mask  them 
— it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

Furthermore,  if  the  patient  is  suffer- 
ing from  headache,  insomnia,  and  arth- 
ritic-like symptoms  before  the  menopause 


and  even  after,  “Premarin”  takes  care 
of  that,  too. 

Women,  of  course,  like  “Premarin,” 
too,  because  it  quickly  relieves  their 
symptoms  and  gives  them  a “sense  of 
well-being.” 

“PREMARINr 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York 


Montreal,  Canada 


9641 


v\y  PAP- 


WURT  m P4CK  REAL  BAP 


"It  happened  I ^ 
at  work  \ f 

while  he 
was  putting 
ioil  in 
something" 


"He  couldn’t 
swing  a bat 
without 
hurting" 


"But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 
fast" 


"Dad  said 
we’d  play 
ball  again 
tomorrow 
when  he 
comes  home" 


."He  told 
Mom  his 
shoulder 
felt  like 
it  was  on 
fire" 


FOR  PAIN 

Percodan' 


(Salts  of  Dihydrohydroxycodeinone  HT A Rl  ISTG 
and  Homafropine,  plus  APC)  I I O 

ACTS  FASTER... 

usually  within  5-15  minutes 

LASTS  LONGER... 

usually  for  6 hours  or  more 

MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 

RARELY  CONSTIPATES... 

excellent  for  chronic  or  bedridden  patients 


• • N E V\^ 

Percodair- 

Demi 

VERSATILE 

New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May 
be  habit-forming.  Available  through  all  pharmacies. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxyco- 
deinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 


^6o 


ENDO  LABORATORIES 

Richmond  H i 1 1 1 8,  N ew  Yo  rk 


AND  THE  PAIN 
WENT  AWAY  FAST 


U.S.  Pat.  2.628,185 
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Baynard  Optical 
Company 

e maintain 

prompt  city-wide 

Prescription  Opticians 

delivery  service 

We  Specialize  in  Making 

for  prescriptions. 

Spectacles  and  Lenses 

According  to  Eye  Physicians’ 

k 

Prescriptions 

CAPPEAU’S,  INC. 

PHARMACISTS 
Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 

BAYNARD  BUILDING  MEDICAL  CENTER 

Ferris  Rd.  & 

5th  & Market  Sts.  1003  Delaware  Avenue 

Delaware  Ave.  W.  Gilpin  Drive 

Wilmington,  Delaware 

Dial  OL  6-8537  WY  4-3701 

and  inflammation 

withBUFFERir 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  BUFFERIN  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.*) 

No  sodium  accumulation.  Because  Bi^fferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 

Each  sodium-free  HuFFERiN  tablet  contaiiw  acetyl- 
salicylic  acid.  5 Rraitvs,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  l.'58:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 
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running  noses . 


caused  by 


• • 


pollen  allergies 


TriaminiC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the<lock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 

first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then—$  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  Tri.AMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

P)TiIamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-oId  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

•yrademftrt 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  ]4  Triaminic 
Tablet  or  Vz  Triaminic  Juvelet. 


Triaminic 


SMITH-DORSEY  #a  division  of  The  Wander  Company*  Lincoln,  Nebraska  • Peterborough,  Canada 


THE 

ENCOURAGEMENT 

OF 

PROGRESS 


The  American  Cancer  Society’s  annual  Spring  Crusade  is 
the  climax  of  its  year-round  attack  on  cancer  through 
research,  professional  and  lay  education,  and  service  to 
the  stricken.  A study  of  the  cancer  scoreboard  indicates 
that  steady  progress  is  being  made.  More  and  more  lives 
are  being  saved.  Progress  encourages  more  progress. 

Earlier  diagnosis,  new  methods  of  treatment  and  a 
greater  public  awareness  have  contributed  to  this  progress. 
It  is  often  said  that  the  life  of  the  cancer  patient  is  in  the 
hands  of  the  first  physician  he  consults.  The  Society,  there- 
fore, conducts  a broad  professional  education  program, 
making  available  to  doctors,  through  literature,  films, 
exhibits,  and  other  materials,  information  on  the  latest 
advances  in  detection,  diagnosis  and  treatment. 

As  the  Society  aids  the  doctor,  so  does  its  large  corps  of 
volunteers  aid  the  cancer  patient  with  dressings,  transpor- 
tation, home  care,  medication  and  a host  of  other  vitally 
needed  services. 

For  the  past  two  years,  the  theme  of  the  Society’s  annual 
Crusade  has  been  “Fight  Cancer  with  a Checkup  and  a 
Check.”  That  Americans  everywhere  are  learning  the  value 
of  the  annual  health  checkup  in  the  fight  against  cancer,  is 
evidenced  by  the  fact  that  doctors  report  they  are  now 
seeing  more  cancer  in  its  earliest  stages  than  ever  before. 

That  American  men  and  women  have  a personal  stake 
in  the  program  of  the  American  Cancer  Society  is  demon- 
strated by  the  public’s  generous  support  of  the  Crusade. 
This  year  the  goal  is  $30,000,000  and  we  are  confident  that 
our  people  will  meet  the  challenge  . . . will  “fight  cancer 
with  a checkup  and  a check”  in  the  encouragement  of 
further  progress. 


Lowell  T Coggeshall,  M.D.,  President 
American  Cancer  Society 
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AN  AMES  CLINIQUICK  “ 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


The  globulins.  They  are  more  easily  precipitated  to  form  casts  with  block- 
age of  renal  tubules.  The  greater  the  damage  to  the  glomeruli,  the  greater 
the  proportion  of  urinary  globulin  to  albumin  and  subsequent  tubular 
impairment. 

5o«rce  — Hoffman,  W.  S.:  The  Biochemistry  of  Clinical  Medicine,  Chicago,  The  Year 
Book  Publishers,  Inc.,  1954,  p.  233. 

colorimetric  “dip-and-read”  test 
for  proteinuria 


ALBUSTIX 


Reagent  Strips 


just  dip . . . 
. . . and  read  in  mg.  % 


for  tablet  testing— Albutest®  Reagent  Tablets  detect  proteinuria  with  one  drop 
of  urine. 


Which  plasma  proteins  may  be 
hazardous  in  renal  disease? 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


premenstrual  tension 

responds  very  well  to  Compazine* 


• agitation  and  apprehension  are  promptly  relieved 

• emotional  stability  is  considerably  improved 

• nervous  tension  and  fatigue  are  greatly  reduced 

• appetite  and  sleep  patterns  improve 

• depression  often  disappears 

For  prophylaxis:  ‘Compazine’  Spansulet  capsules  provide  all-day  or 
all-night  relief  of  anxiety  with  a single  oral  dose.  Also  available:  Tablets, 
Ampuls,  Multiple  dose  vials,  Syrup  and  Suppositories. 


Smith  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off.  fot  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  fot  sustained  release  capsules,  S.K.F. 
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a way  of  escape 
from  allergy 

CO-PYRONIL 

(Pyrrobutamine  Compound.  Lilly) 

acts  fast  to  provide 
unusually  long-lasting  relief 


EACH  PULVULE  PROVIDES: 


'Pyronil'  (Pyrrobutamine,  Lilly) 

‘Histadyl’  (Thenylpyramine,  Lilly)  . . . • 
‘Clopane  Hydrochloride’  (Cyclopentamine 
Hydrochloride,  Lilly) 

USUAL  DOSAGE:  2 or  3 pulvules  daily 


15  mg. 
25  mg. 

12.5  mg. 


ELI  LILLY  AND  COMPANY.  INDIANAPOLIS  6.  INDIANA,  U.S.A. 


6580t$ 


EFFECTIVE  AGAINST  A WIDE  K 

CHLOROM 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

In  vitro  studies  continue  to  show  that  a wide  variety  of  gram- 
positive and  gram-negative  microorganisms  are  highly  sensitive  to 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)d'^ 


Clinically,  CHLOROMYCETIN  “...has  proved  to  be  a particularly 
valuable  agent  in  urinary  tract  infections,”  where  it  is  often  effective 
against  microorganisms  resistant  to  other  antibiotics.^"  Among  other 
infections  against  which  CHLOROMYCETIN  has  produced  excellent 
response  are  severe  staphylococcal  wound  infections,-^  Hemophilus 
infiuenzae^^  and  Hemophilus  pertussis^-  infections,  and  dysenteries 
caused  by  salmonellae  and  by  shigellae.^^ 


ClILOHOM-VCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  sliould  not  be  used  indiscriminately  or  for 
minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  should 
be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


REFERENCES;  (l)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  1.  B.  R.:  Canml.  M.A.J.  77;844 
(Nov.  1)  1957.  (2)  Schneierson,  S.  S.:  /.  Mt.  Siiwi  //os/i.  2.5:52  (Jan.-Ecb.)  1958.  (3)  Hascnclcver,  II.  E; 
}.  Iowa  M.  Soc.  47:136,  1957.  (4)  Rhoads,  R S.:  PostRratl.  Med.  21:563,  1957.  (5)  Caswell,  II.  X.  and 
others:  Sarg.  Cojncc.  ir  Obst.  106:1,  19.58.  (6)  Josephson.  J.  E.,  & Butler,  R.  \V.:  Canad.  M.A.J.  77:.567 
(Sept.  15)  1957.  (7)  Petersdorf,  R.  G.;  Curtin,  J.  A.,  & Bennett,  1.  L..  Jr.:  Arch.  lot.  Mvd.  100:927, 
1957.  (8)  Waishren,  B.  A.,  & Strelitzer,  C.  L.:  Arch.  Int.  Med.  101:397,  1958.  (9)  Holloway,  5V.  J..  & 
Scott,  E.  G.:  Delaware  M.  J.  29:159.  1957.  (10)  Murphy.  J.  J.,  & Rattner,  \V.  II.:  J.A.M.A.  166:616 
(Keh.  8)  1958.  (11)  Ncter,  E.,  & llodes,  H.  L.:  Pediotrifv  20:362,  19.57.  (12)  Woolington,  S.  S.;  Adler, 
S.  J.,  & Bower,  A.  G.,  in  Welch,  H.,  & .Marti-lhauez,  E:  Antihiotics  .\nnual  1956-19.57,  New  York, 
Medical  Kneyclopedia,  Inc.,  19.57,  p.  .36.5. 


PARKE,  DAVIS  & COMPANY • DETROIT  32,  MICHIGAN 
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ETIN 


46  strains 


PROTEUS  MIRABILIS 


CHLOROMYCETIN  89% 


! 

I 46  strains 


I ANTIBIOTIC  GROUP  3% 


PSEUDOMONAS  AERUGINOSA 


64  strains 


ANTIBIOTIC  GROUP  14% 
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‘Adapted  from  Roy,  X E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J.  77:844  (Nov.  1)  1957. 
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FOR  FLAGELLATE  AND  FUNGAL  VAGINITIS 


Floraquin® 


Destroys  Common  Vaginal  Pathogens; 
Rebuilds  Normal  Bacterial  Barrier 


Whenever  a woman  complains  of  vaginal  dis- 
charge with  pruritus,  a trichomonal  infection^ 
must  be  suspected.  Moniliasis,  the  second  most 
frequent  cause-  of  leukorrhea,  often  occurs^  in 
conjunction  with  diabetes  mellitus,  pregnancy 
and  estrogen  or  broad  spectrum  antibiotic  ther- 
apy. Commonly  used  douches  wash  away  nor- 
mal acid  secretions  and  protective  Doderlein 
bacilli,  thus  tending  to  aggravate  the  problem. 

Floraquin,  containing  Diodoquin®  (diiodo- 
hydroxyquin,  U.S.P.),  eliminates  infection  and 
provides  boric  acid  and  sugar  to  restore  the 
acidic  pH  which  favors  replacement  of  patho- 
gens by  normal  Doderlein  bacilli.  The  danger 
of  recurrence  is  thus  minimized. 

Pitt  reports^  consistently  good  results  after 
daily  vaginal  insufflation  of  Floraquin  powder 
for  three  to  five  days,  followed  by  acid  douches 
and  the  daily  insertion  of  Floraquin  vaginal  tab- 
lets throughout  one  or  two  menstrual  cycles. 


Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis— 

This  smooth,  unbreakable,  plastic  plunger  de- 
vice is  designed  for  simplified  insertion  of  Flora- 
quin tablets  by  the  patient;  it  places  tablets  in 
the  fornices  and  thus  assures  coating  of  the 
entire  vaginal  mucosa  as  the  tablets  disintegrate. 
A Floraquin  applicator  is  supplied  with  each 
box  of  50  tablets. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Re- 
search in  the  Service  of  Medicine. 


1.  Davis,  C.  H.:  Trichomonas  Vaginalis  Infections:  A 
Clinical  and  Experimental  Study,  J.A.M.A.  757.126 
(Jan.  8)  1955. 

2.  Pitt,  M.  B.;  Leukorrhea,  Causes  and  Management, 
J.M.A.  Alabama  25.T82  (Feb.)  1956. 

3.  Lang,  W.  R.:  Recent  Advances  in  Vaginitis,  Phila- 
delphia Med.  57.1494  (June  15)  1956. 
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(CHLOROTHIAZI 


FORD,  R.  V.,  Rochelle,  J.B.Ill,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L; 
J.A.M.A.  166:129,  Jan.  11, 1958. 

. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL'  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  ’DiURiL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective— even  on  continued  daily  administration. 


DOSAGE:  one  500  mg.  tablet  'DIURIL'  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 


DtURiL  is  a trade-mark  of  Merck  & Co.,  InCi 


MERCK  SHARP  & DOHME  Division  of  MERCK&COJnc., Philadelphia  l,Pa. 
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VIU 


in  cases  of  tension 


(Reserpine,  Vale) 


. . . tke  preferred  drug  where  anxiety  or  emotional  agitation 
must  be  controlled 


provides  sedation  without  hypnosis,  a sense 
of  relaxed  well  being  and  tranquility 

effects  a graduol  and  sustained  lowering  of 
elevated  blood  pressure  in  patients  with 
mild,  labile  or  essential  hypertension 


0.1  mg.  ond  0.25  mg.  tablets  in  bottles  of  100, 
500  and  1000,  or  on  prescription  at  leading 
pharmacies 


RAUWOr.FIA 

SEKPENTINA 

in  cases  of  hypertension 

Rsiuva.1* 

(Rauwolfia  Serpentina,  Vale) 


. . . double  assayed  to  insure  optimal  therapeutic  effect 

tested  chemicaUy  to  insure  total  idkaloid  content 
tested  biologkany  to  insure  uniform  hypotensive  Ktion 

. . . ideal  therapy  in  labile  and  moderate  hyper- 
tension or  as  adjunctive  therapy  in  severe 
hypertension 


, . , achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquilization  with  prolonged 
effect  even  after  cessation  of  theropy 

SUppliOd;  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY.  INC. 

Pharmaceuticals 


allentown,  pa. 


Lederle  announces  a major  drug  with  great  new  promise 


r ^ 


a new  corticosteroid  created  to  minimize 


major  deterrents  to  all  previous  steroid  therapy 


fl 


9 alpha-fluoro-16  alpha-hydroxjrprednisolone 
* ■ + 


Q a new  bisli  in  anti-inflammatory  effects  with  lower  dosage 
(averages  less  than  prednisone) 

Q a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Low  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of 

with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 

Sodium  and  water 

ARiSTOCORT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.^  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.^-®  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®-^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.'  Potassium 
balance  studies  in  humans’-®  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. 1 lypokalcmia,  hyperkalemia  or  hypochlo- 
rcmia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.”-' 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals'  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies®  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.®  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.®-® 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 
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Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet' 
and  cottonball®  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 

Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection. Clinical  studies"  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 

Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
know’n.'-  The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  On  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 
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The  Promise  of 

in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARiSTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
reported  below. 

Peptic  Ulcer 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 
analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 


Osteoporosis  and 
Compression  Fractures 

The  occurrence  of  osteoporosis  w'ith  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristcx:ort  is  0.33  per  cent 
(1  case').  Although  these  results  are  encour- 
aging, determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,* and  toxic  syndromes  producing  even 
convulsions  and  death." 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,'*  the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention— Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARiSTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema.'* 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.*’" 

TTie  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.^- Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 

with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.' These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one-third  to  one-half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,® 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),®  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent).*®'  ** 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted 
in  lower  incidence  of  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highlv  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
aristocort.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
■possible  dose  which  will  suppress  symptoms. 
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rhe  Promise  of 
in  Rheumatoid  Arthritis 


Q ARiSTOCORT  therapy  has  been  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates*  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  180  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Hartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  I le  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  “excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  1 5 mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 

Bibliography 

1.  Freyberg,  R.  11.,  Berntsen,  C.  A.,  and  Heilman,  L.;  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases, 
Toronto,  June  25,  1957.  2.  Hartung,  E.  F.;  Paper  presented 
at  Florida  Academy  of  General  Practice,  St.  Petersburg, 
Florida,  Nov.  2,  1957. 


i 


The  Promise  of 

in  Respiratory  Allergies 


Q About  200  patients  with  respiratory  allergies 
have  been  treated  with  aristocort  for  con- 
tinuous periods  tip  to  eight  months. 

Results  of  treatment 

Sherwood  and  Cooke’  - ga\e  aristocort  to 
42  patients  with  bronchial  asthma  and  allergic 
rhinitis.  Average  dose  needed  to  control  the 
asthmatic  group  was  approximately  6 mg.  per 
day  (range,  2 to  14  mg.).  Results,  which  were 
called  “good  to  excellent”  in  all  but  four,  were 
achieved  on  one-third  less  than  similarly  ef- 
fective doses  of  prednisone  or  prednisolone. 

The  investigators  noted  other  major  im- 
provements in  ARISTOCORT  therapy  over  the 
older  steroids.  There  was  no  increase  in  blood 
pressure  in  any  patient:  on  the  contrary,  in 
12  patients,  there  rvfls  reduction  of  pressure 
when  they  were  transferred  to  aristocort. 
One  patient  had  required  auxiliary  antihyper- 
tensive drug  therapy;  over  a nine-week  period 
on  ARISTOCORT,  the  pressure  gradually  fell 
from  206/100  to  136/79.  In  another  case,  the 
pressure  slowly  dropped  from  205/105  to 
154/86. 

The  number  of  cases  in  which  these  inves- 
tigators tried  aristocort  in  allergic  rhinitis 
was  not  large  enough  to  provide  significant 
averages.  However,  the  range  of  effective  ther- 
apy was  from  2 to  6 mg.  per  day.  These  strik- 
ingly low  daily  doses  resulted  in  control  of  all 
signs  and  symptoms. 

Schwartz^  treated  30  patients  with  chronic, 
intractable  bronchial  asthma.  At  an  average 
daily  dose  of  7 mg.,  he  reported  “good  to  ex- 
cellent” results  in  all  but  one.  Spies,*  Barach^ 
and  Segal,®  reported  similar  results  at  aver- 
age daily  maintenance  doses  of  4 to  10  mg. 
of  aristocort. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  8 to 
14  mg.  of  ARISTOCORT  daily.  Although  a rare, 
very  severe  case  may  require  more  than  this  on 
the  first  day  of  therapy,  these  dosages  will 
usually  result  in  prompt  alleviation  of  dyspnea, 
wheezing  and  cyanosis.  Patients  are  soon  able 
to  carry  out  a normal  span  of  daily  activity. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dose  every  three 
days  in  decrements  of  2 mg.;  in  the  over-all 
series,  the  average  daily  dose  for  bronchial 
asthma  is  approximately  8 to  10  mg.  and  for 
allergic  rhinitis,  2 to  6 mg.  per  day.  All  total 
daily  doses  should  be  divided  into  four  parts 
and  given  with  meals  and  at  bedtime.  As  in 
every  condition  where  corticosteroids  are  em- 
ployed, each  patient’s  treatment  should  be 
individualized  and  the  maintenance  arrived 
at  by  careful  titration  against  signs  and  symp- 
toms of  disease. 

Patients  with  chronic  bronchial  asthma  may 
require  steroid  therapy  for  several  months. 
And  since  asthma  may  be  associated  with 
cardiac  disease,  especially  in  the  older  age 
groups,  ARISTOCORT  is  particularly  useful  be- 
cause of  its  ability  to  cause  excretion  of 
sodium  and  water. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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in  Nephrotic  Syndrome 

Q Fourteen  -patients  with  the  nephrotic  syn- 
drome have  been  treated  with  aristocort  for 
continuous  periods  of  up  to  six  weeks. 

Results  of  treatment 

Heilman  and  associates'-^  noted  that 
ARISTOCORT,  because  of  its  favorable  electro- 
lyte effects,  may  well  be  the  most  desirable 
steroid  to  date  in  treatment  of  the  nephrotic 
syndrome.  However,  thus  far  its  use  has  been 
reported  in  only  14  children,  of  whom  8 had 
a complete  diuresis  and  disappearance  of  all 
abnormal  chemical  findings.  Four  of  the  pa- 
tients had  diuresis,  but  continued  to  show 
some  abnormal  chemical  findings,  while  two 
patients  with  signs  of  chronic  renal  disease 
failed  to  respond. 

Dosage  and  course  of  therapy 

In  order  to  produce  maximal  response,  20  mg. 
should  be  given  daily  until  diuresis  occurs. 
The  dose  should  then  be  decreased  gradually 
and  maintained  around  10  mg.  a day.  After 
the  patient  has  been  in  remission  for  some 
time,  it  may  be  advisable  to  diminish  the  dose 
gradually  and  discontinue  aristocort. 


in  Pulmonary  Emphysema 
and  Fibrosis 

Q Eleven  patients  with  pulmonary  emphysema 
and/or  fibrosis  were  treated  with  aristocort 
for  continuous  periods  of  over  two  months. 

Results  of  treatment 

Only  small  series  of  cases  observed  by  Barach,® 
Segal,^  and  Cooke,®  are  available.  Barach 
treated  patients  who  were  not  adequately  con- 
trolled by  prednisone,  with  the  same  dose  of 
ARISTOCORT  with  significant  improvement. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  range  recom- 
mended is  10-14  mg.  daily.  Frequently,  there 
is  a prompt  decrease  in  cyanosis  and  dyspnea, 
with  increase  in  vital  capacity. 

The  average  maintenance  dose  level  was 
8 mg.  a day.  If  it  is  desired  to  maintain  a pa- 
tient on  continuous  therapy  for  some  months, 
dosages  as  low  as  2 mg.  a day  have  been  suc- 
cessful. All  decreases  in  dosage  should  be 
gradual  and  at  a rate  of  2 mg.  decrements  in 
total  daily  amount,  every  two  to  four  days. 
The  daily  dosage  is  divided  into  four  parts  and 
given  with  meals  and  at  bedtime. 


in  Neoplastic  Diseases 

0 Forty-/  OUT  children  and  adxdts  have  been 
given  ARiSTOCORT  for  palliative  treatment  of 
acute  leukemia,  chronic  lymphatic  leukemia, 
lymphosarcoma,  lympholeukosarcoma  and 
Hodgkin’s  disease. 

Results  of  treatment 

Farber®  has  treated  22  children  with  acute 
leukemia  for  an  average  of  three  weeks.  Of 
the  17  observed  long  enough  to  judge  the 
efficacy  of  the  medication,  he  rated  five  as 
excellent,  three  as  good,  two  as  fair  and  seven 
as  poor  responses. 

Heilman  and  associates^  gave  aristocort 
to  a group  of  patients  with  the  various  lym- 
phomas in  doses  of  40  to  50  mg.  a day— occa- 
sionally up  to  100  milligrams.  Treatment  was 
continued  in  some  cases  for  17  weeks.  Re- 
sponse was  classified  as  good  for  the  palliative 
purposes  for  which  the  drug  W'as  given. 

Dosage  and  course  of  therapy 

Massive  initial  suppressive  doses  of  40  to  50 
mg.  per  day  in  children  (1  mg. /kg. /day)  and 
up  to  100  mg.  a day  in  adults  have  been 
administered. 

Responses  to  any  specific  dosage  in  these 
conditions  vary  so  widely  that  only  a general 
dosage  range  can  be  indicated.  Treatment 


must  be  individualized;  rate  of  reduction  in 
dosage  and  determination  of  maintenance 
levels  cannot  be  categorized. 

Miscellaneous 

Patients  with  various  other  diseases  have  been 
treated  by  several  clinical  investigators.  These 
include  patients  with  osteoarthritis,  acute  bur- 
sitis, rheumatic  fever,  spondylitis,  other 
“collagen-vascular”  diseases  (dermatomyositis, 
etc.),  thrombocytopenic  purpura,  chronic  eosi- 
nophilia,  hemolytic  anemia,  diuretic-resistant 
congestive  heart  failures,  and  adrenogenital 
syndrome. 

There  have  not  been  sufficient  patients  in 
any  of  the  above  categories  to  permit  defini- 
tiv'e  treatment  schedules  to  be  finally  estab- 
lished for  aristocort.  Additional  studies  are 
now  in  progress  and  physicians  desiring  in- 
formation on  any  of  these  diseases  are  re- 
quested to  write  to  Lederle  Laboratories,  Pearl 
River,  New  York  for  available  data. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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in  Inflammatory  and 
Allergic  Skin  Diseases 

Q Over  200  patients  with  allergic  and  inflamma- 
tory skin  diseases  (including  psoriasis,  atopic 
dermatitis,  exfoliative  dermatitis,  pemphigus, 
dermatitis  herpetiformis,  eczematoid  derma- 
titis, contact  dermatitis  and  angioneurotic 
edema)  have  been  treated  continuously  with 
ARiSTOCORT  foT  periods  of  up  to  eight  months. 

Results  of  treatment 

Rein  and  associates^  treated  26  patieftts  with 
severe  dermatitis.  Twenty-four  had  been  on 
prednisone  when  changed  to  aristocort. 
While  some  had  found  satisfactory  sympto- 
matic relief,  others  had  also  developed  side 
effects— moon  face,  buffalo  hump,  increased 
appetite  with  excessive  weight  increases  and 
gastro  intestinal  disturbances. 

These  investigators  determined  the  equiva- 
lent dosage  of  aristocort  to  be  approximately 
two-thirds  that  required  to  control  symptoms 
on  the  previous  corticosteroid.  Thirteen  of  the 
26,  who  had  developed  moon  face,  noted 
either  an  actual  decrease  or  no  further  in- 
crease when  transferred  to  aristocort.  In 
addition:  Voracious  appetites  disappeared, 
with  loss  of  weight  in  11  patients;  there  was 
no  elevation  in  blood  pressure,  and  no  neces- 
sity to  restrict  sodium  or  administer  supple- 
mental potassium.  Sherwood  and  Cooke,^  and 
Shelley  and  Pillsbury^  obtained  similar  results 
in  allied  disorders. 

Hollander^  first  observed  that  aristocort 
appears  to  have  striking  affinity  for  the  skin 
and  great  activity  in  controlling  such  diseases 
as  psoriasis,  for  which  other  corticosteroids 
have  been  indifferently  effective.  Shelley  and 
Pillsbury,^  in  50  cases  of  acute  extending 
psoriasis  found  that  over  60  per  cent  were 
markedly  improved. 

Dosage  and  course  of  therapy 

The  recommended  initial  suppressive  dose 
range  is  14  to  20  mg.  per  day.  In  very  severe 
cases,  temporary  dosages  up  to  32  mg.  a day 


have  been  successfully  employed.  Once  le- 
sions are  suppressed,  gradually  reduce  dose 
to  the  maintenance  level— which  may  be  as 
low  as  2 mg.  per  day. 
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in  Disseminated  Lupus 
Erythematosus 

Q Forty  patients  with  disseminated  lupus  ery- 
thematosus were  treated  with  aristocort  for 
continuous  periods  of  up  to  nine  months. 


Results  of  treatment 

Patients  have  responded  very  promisingly  to 
therapy.  Dubois^  has  had  the  largest  single 
experience  (28  cases)  with  aristocort  in  the 
treatment  of  this  disease.  He  reported  25  of 
the  28  responded  favorably. 

Freyberg,^  Hartung,®  Hollander,'*  Spies,’^ 
and  Segal,®  each  in  smaller  series  of  cases, 
reported  similarly  good  therapeutic  responses. 


Dosage  and  course  of  therapy 

The  initial  suppressive  dose  recommended  is 
20-30  mg.  daily.  Once  the  desired  effect  is 
achieved,  the  dose  should  be  reduced  gradu- 
ally to  maintenance  levels  (3  to  18  mg.  per 
day). 

In  severely  ill  patients  large  doses  may  be 
required  for  several  days  in  order  to  preserve 
life.  Even  on  these  large  doses,  edema  and 
sodium  retention  have  not  occurred. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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For  more  certain  control  of 


virtually 


ANTIBIOTIC  • ADSORBENT  • DEMUUCENT  • ANTISPASMODIC 


Each  30  cc.  (1  fl.  oz.)  of  the  comprehensive  formula 
of  DONNAGEL  WITH  NEOMYCIN  contains: 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 

Kaolin  (90  gr.)  6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Dihydroxyaluminum  aminoacetate 0.25  Gm. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  ....0.0194  mg. 

Hyoscine  hydrobromide  0.0065  mg. 

Phenobarbital  (li  gr.)  16.2  mg. 

NC.,  RICHMOND 


Diarrheas  due  to  neomycin-susceptible  pathogens 
are  effectively  treated  by  the  highly  efficient  in- 
testinal antibiotic  in  Donnagel  with  Neomycin, 
whose  other  ingredients  serve  to  control  toxic,  ir- 
ritative and  emotional  cau-ses.  Result:  Early  re- 
establishment of  normal  bowel  function. 

SUPPLY:  Bottles  of  6 fl.  oz. 

ALSO  AVAILABLE:  DoNNAGEL,  the  original  formula,  for 
use  when  the  antibiotic  component  is  not  indicated. 
Bottles  of  6 fl.  oz. 


BONADOXIN 

stops  morning  sickness  bu 


relief  with  bonadoxin  in  1534  patients* 


good  or  excellent 87.8% 

fair  or  moderate 8.6% 

poor  or  none 3.6% 


*Suvimary  of  published  clinical  studies. 


BONADOXIN* 


doesn’t 

“...tolerance  was  excellent, 
with  no  drowsiness  resulting. 

“No  side  reactions 
were  observed.  . . 


stop 

the 


patient 


Each  pink-and-blue  tablet  contains: 

Pyridoxine  HCl  . . . . 50  mg. 

Meclizine  HCl 25  mg. 

Bottles  of  25  and  100. 


Now  also  available  as 
BONADOXIN  DRdPS 

1.  Weinberg,  A.,  and  Werner,  W.  E.  F.:  Am, 
Pract.  & Digest  Treat.  C:580  (April)  1955. 

2.  Codling,  J.  W.,  and  Lowden,  R.  J.:  North- 
west Med.  57:331  (March)  1958. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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AN  AMES  CLINIQUICK 


CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


What  s wrong  with  the  term 

''emptying  of  the  gallbladder '? 


The  gallbladder  discharges  bile  by  fractional  evacuation.  It  is  not 
emptied  completely  at  any  one  time  even  following  a fatty  meal. 


SoHrce  — Lichtman,  S.  S.:  Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts,  ed.  3, 
Philadelphia,  Lea  & Febiger,  1953,  vol.  2,  p.  1177. 


routine  physiologic  support  for  “sluggish”  older  patients 

DECHOLIN^one  tablet  t.i.d. 


therapeutic  bile 


increases  bile  flow  and  gallbladder  function  — comb^Lis  bile  stasis 
and  concentration .. .helps  thin  gallbladder  contents. 


corrects  constipation  without  catharsis— prevents,  colonic  dehydra- 
tion and  hard  stools ...  provides  effective  physiologic  stimulant. 


Decholin  tablets  (dehydrocholic  acid,  Ames)  3%  gr.  Bottles  of  100  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  <4S!« 
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when  eating  moves  outdoors . . . 


CREMOSUXIDINE 

SU  LFASU  X I DI  N E®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 

CONTROLS  “SUMMER  COMPLAINT” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
A\  arm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  Cremosuxidine  is  so  pleasant  to  take  too ! 


CREMOSUXIDINE  and  SULFASUXIDINE 
are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA 


« Unusual  Antibacterial  and  Anti -infective  Properties.  More  rapid  ab- 
sorption . . . higher  and  better  sustained  plasma  concentrations  . . . more 
soluble  in  acid  urine  than  other  sulfonamides  . . . freedom  from  crystal- 
luria  and  absence  of  significant  accumulation  of  drug,  even  in  patients 
with  azotemia.  * 

Unprecedented  Low  Dosage.  Less  sulfa  for  the  kidney  to  cope  with  . . . 
yet  fully  effective.  A single  daily  dose  of  0.5  to  1.0  Gm.  (1  to  2 tablets) 
maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfonamides 
— a notable  asset  in  prolonged  therapy.  2 

t .New  Control  Over  Sulfonamide-sensitive  Organisms.  Kynex  maintains 
i . the  prolonged,  high  tissue  concentrations  of  primary  importance  in  treat- 
' ment  of  urinary  infections  ...  a therapeutic  asset  toward  preventing 
manifest  pyelonephritis  as  a complication  of  persistent  bacteriuria  during 
pregnancy  and  puerperium.  Maintenance  of  sterile  urine  in  such  patients 
was  accomplished  with  1 tablet  of  Kynex  daily.  2 


I followed  by  0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other 
1 day  for  mild  to  moderate  infections.  In  severe  infections  where  prompt, 
\ high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
' by  0.5  Gm.  every  24  hours.  Dosage  in  children,  according  to  weight;  i.e.,  a 
1 40  lb.  child  should  receive  3a  of  the  adult  dosage.  It  is  recommended  that 

I these  dosages  not  be  exceeded. 


KYNEX -WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (73^  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250 
mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

References:  1.  Grieble,  H.  C.  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections 
with  Sulfamethoxypyridazine.  New  England  J.  Med.  258:1-7, 1958.2.  Editorial  New  England  J.  Med. 
258:48-49,1958. 3.  Jones,  W.  F.,  Jr.  and  Finland,  M.,  Sulfamethoxypyridazine  and  Sulfachloropyridazine. 
Ann.  New  York  Acad.  Sc.  60:473-483,  1957. 


*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  NewYork 


Raise  the  Pain  Threshold 


» • • • # 


WITH  MAXIMUM  SAFE  ANALGESIA 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  Va  gr.  (16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Vi  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

Also  — 

PHENAPHEN  In  each  capsule 

Acetylsalicylic  Acid  2Vi  gr.  . (162  mg.) 

Phenacetin  3 gr (194  mg.) 

Phenobarbital  V4  gr (16.2  mg.) 

Hyoscyamine  sulfate (0.031  mg.) 


PHENAPHEN'with  codeine® 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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weed 
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METRETON 

NASAL  SPRAY 

Meticortelone  i>Ius  Cmlok-Trimeton 


unique  “Meti”steroid-antihistamine  combination 

quick  nasal  clearing— easy  breathing  within  min- 
utes . . . without  rebound 

shrinks  nasal  po/yp5  — helps  revive  sense  of  smell 
prolonged  effect  — aids  drainage,  relieves  itch,  con- 
trols discharge  . . . lastingly  effective 
broad  range  of  use— cardiac,  hypertensive,  preg- 
nant and  elderly  patients  are  safe  from  sympathomi- 
metie  vasoconstrictor  effects 
15  cc.  plastic  squeeze  bottle. 

Each  cc.  of  METRETON  Nasal  Spray  contains  2 mg.  (0.2%)  prednisolone 
acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine  gluconate  in  a non* 
irritating  isotonic  vehicle. 


severe  hay  fever,  pollen  asthma,  urticaria 
perennial  rhinitis,  allergic  dermatoses 


*"7esistant  allergies  respond  to 


M ETR  EXQNJTA  BLETS 


Meticorten  and  Chlor-Trimeton  with  Ascorbic 


response  without  fail  by  the  systemic  route 
Metreton  Tablets  provide  uniquely  effective 
antiallergic,  anti-inflammatory  benefits  in  hard- 
to-control  allergies.  Added  ascorbic  acid  helps 
counter  stress  and  prevents  vitamin  C depletion. 


safe  and  well  tolerated 

Metreton  contains  Meticorten,  the  steroid 
that  does  not  cause  fluid  or  electrolyte  disturb- 
ance in  average  dosage  schedules,  and  Chlor- 
Trimeton,  the  antihistamine  noted  for  its 
remarkable  record  of  safety  and  effectiveness. 


Each  METRETON  Tablet  contains  2.5  mg.  prednisone,  2 mg.  ehlorprophcnpyridaminc  malealc  and  75  mg.  ascorbic  acid. 


Each  cc.  of  METRETON  Ophthalmic  Stiitpcnsion  con* 
tains  2 mg.  (0.2%)  prednisolone  acetate  and  3 mg. 
(0.3%)  ehlorprophenpyridamine  gluconate. 

Mktrkton,®  brand  of  corticoid-antihistamine  compound. 
Mkticoiitclonk,®  brand  of  prednisolone. 

Mkticortbn,®  brand  of  prednisone. 

Cmlor-Thimcton,®  brand  of  ehlorprophenpyridamine 
preparations. 

Meti  <— T.M.  — brand  of  corticosteroids. 
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ij  FIRST— clinically  confirmed  for  better  management 
* of  psychotic  patients 

I NOW— clinically  confirmed  as  an  improved 

I antiemetic  agent 


PROMPT,  POTENT  and  LONG-LASTING  ANTIEMETIC  ACTIVITY 


Clinical  investigators*  report  that  in  clinical  studies 


Post- 

operatively 

After 

Nitrogen 

Mustard 

Therapy 

In  Chronic 
Nausea  and 
- Vomiting 

In  Infections. 
Intra-abdominal 
Disease,  and 
Carcinomatosis 

In 

NeurosJrgical 

Diagnostic 

Procedures 

In 

Pregnancy 
When  Vomiting 
is  Persistent 

VESPRIN 

■ showed  potent  antiemetic  action 

■ completely  relieved  nausea  and  vomiting  in  small 
intravenous  doses 

■ showed  a prolonged  antiemetic  effect 

■ caused  little  or  no  pain  at  injection  site 

■ controlled  chronic  nausea  and  vomiting  in 
orally  administered  doses 

■ produced  relief  in  certain  cases  refractory  to  other  antiemetics 

■ often  markedly  depressed  or  abolished  the  gag  reflex 

■ effectively  terminated  the  hard-to-control  nausea  and 
vomiting  common  to  nitrogen  mustard  therapy 

■ provided  prophylaxis  against  the  nausea  and 
vomiting  associated  with  pneumoencephalography 


*Reports  to  the  Squibb  Institute  for  Medical  Research 

aniiemetic  dosage:  Intravenous  route  — % mg.  average  single  dose;  dosage  range  5 to  10  mg. 

Intramuscular  route  — 15  mg.  average  single  dose;  dosage  range  5 to  15  mg. 
Oral  route  — 10  to  20  mg.  initially,  subsequently  10  mg.  t.i.d. 

supply:  Parenteral  Solution— 1 cc.  ampuls  (20  mg./cc.) 

Oral  Tablets-10  mg.,  25  mg.,  50  mg.,  in  bottles  of  50  and  500 


Squibb  Quality— the  Priceless  Ingredient 


I 


« SQU'Sa  TflADCMARK 


■■Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles.”'  "Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ‘muscle  spasm. ‘ 


.lPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 
400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-2— 2.0  mg.  prednisolone, 
200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2. 

1.  Comroe's  Arthritis:  Hollander,  ].  L.,  p.  149  (Fifth 
Edition.  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E..  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 

MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  Inc. 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


XX 


Delaware  State  Medical  Journal 


Theominar  R.S. 


(Theominal  with  Rauwolfia  serpentina) 


FOR  ESSENTiAL  HYPERTENSION 

RAUWOLRA  SERPEHTTMA  — used  medicinally  for  centuries  in  India  and  Malaya 
+ THEOMINAL  — prescribed  by  American  physicians  for  several  decades. 


= THEOMINAL  R.  S .1  Each  tablet  contains  320  mg.  theobromine,  10  mg.  Luminal,^ 

1.5  mg.  purified  Rauwolfia  serpentina  alkaloids  (alseroxylon). 


ADVANTAGES: 

1.  Gradual  but  sustained  reduction  of  blood  pressure 

2.  Diminution  of  emotional  tension,  anxiety  and  insomnia 

3.  Alleviation  of  congestive  headache,  vertigo,  dyspnea 

4.  Improvement  in  orientation  and  social  behavior  in  the  aged 


Dose;  1 tablet  two  or  three  times  daily. 
Supplied:  Bottles  of  100  and  500  tablets. 


LABORATORIES 
NEW  YORK  18.  N.  Y 


meets  WEST 


June.  19581 


Theominal  and  Luminal  (brand  of  phenobarbilal),  trademarks  reg.  U.  S.  Pat.  Off. 


June.  1958 
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TYPICAL  IMFERON  RESPONSES 


CHRONIC  BLOOD  LOSS: 


"...this  patient  did  not  receive  any  transfusion  of  blood  or 
any  hematinic  other  than  the  intramuscular  dose  of  iron.  His 
initial  concentration  of  hemoglobin  measured  5.8  gm.  per 
100  cc.  of  blood  and  in  spite  of  operation  [hemorrhoidectomy] 
and  further  loss  of  bloocyhe  concentration  increased  to 
12.2  gm.  within  less  than  3 weeks.  Concomitantly  with  the 
hematologic  improvement  there  was  clinical  improvement 
and  subsidence  of  the  initial  primary  symptoms  [unusual 
fatigability,  dyspnea,  palpitation  on  exertion].”^ 


INTOLERANCE  TO  ORAL  IRON: 


“..^e  had  an  excellent  response  with  a reticulocyte  peak 
of  5.3  per  cent  on  the  seventh  day,  and  a complete  disap- 
pearance of  the  anemia  and  conversion  from  hypochromic 
to  normochromic  cells  by  the  end  of  two  months.  She  expe- 
rienced remarkable  improvement  in  pep  and  sense  of  well-  i 
being  coincident  with  the  alleviation  of  her  anemia.”^ 


(1)  Hagedorn,  A.  B.:  Proc.  Staff  Meet.  Mayo  Clin.  32:705  (Dec.  11)  1957. 

(2)  Best,  W.  R.;  Louis,  J.,  and  Limarzi,  L R.:  M.  Clin.  North  America 
(Jan.)  1958,  p.  3. 

Supplied:  2-cc.  and  5-cc.  ampuls,  boxes  of  4.  Physician’s  directions  in 
every  box.  There  are  50  mg.  of  elemental  iron  per  cc.  Request  brochure 
NDA  17,  Imferon. 


iMFERON'9  is  distributed  by  Lakeside  Laboratories,  Inc.,  under  license 
from  Benger  Laboratories,  Limited. 


LAKESIDE 


XXll 


Delaware  State  Medical  Journal 


June,  1958 


N0W...A  NEW  TREATMENT 


< 


CARDILATE 


‘Cardilate’  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

"Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.; 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris.  Circulation  (Jan.)  1958. 


'Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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New. . . 

meprobamate 

prolonged 

release 


capsules 


Evenly  sustain  relaxation  of  mind  and  mnscle 


MEPROSPAN  THERAPY 


NEPROSPAN  THERAPY 


U ! 


\ ~! 


\ I 


•\T" 

12  A.  m\ 


TWO  HEPROSPAN  CAPSULES  IM  THE  HORNINC 
RELIEVE  ANXIETY.  TENSION  AND  SKELETAL  HUS' 
CLE  SPASM  throucmout  the  OAV. 


TWO  HEPROSPAN  CAPSULES  AT  BEOTIH£ 
PROVIDE  UNINTERRUPTED  SLEEP  THROUCH> 
OUT  THE  NIGHT. 


MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

maintains  constant  level  of  relaxation 
minimizes  the  possibility  of  side  effects 
simplifies  patient’s  dosage  schedule 

Dosage:  Two  Meprospan  capsules  q.  12 
Supplied  : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2*methyi-2'n-propyl*1.3*propanediol  dicarbamate 

Literature  and  samples  on  request. 


^TRAOe-MAAR 


CME-6S98*43 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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At  the  last  accounting,!  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyelitis 
vaccine  to  64  million  Americans — all  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  coxmtry. 


APR  MAP  JUNE  JULY  AUG.  SEPT.  OCT  NON  DEC 


Incidence  of  polio  in  the  United  States.  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 

vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  under 
forty  who  have  received  no  vaccine  at  all  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a public  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare: 

“It  will  be  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused.”^ 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
still  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1. J.  A.  M.  A.,  16S-.2I  {November  23),  1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 
1957. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA.  U.  S.  A. 
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BLOW-OUT  PATCH  REPAIR  OF  HERNIA 
WITH  STEEL  CLOTH* 

Daniel  J.  Preston,  M.D.**  and  C.  F.  Richards,  M.D.*** 


The  purpose  of  this  report  is  to  present 
personal  experience  with  various  implanted 
[I  materials  for  the  repair  of  hernia  and  to 
I suggest  methods  for  improving  the  results  of 
i hernia  repair  by  the  use  of  stainless  steel 
I cloth  implants. 

About  ten  per  cent  of  individuals  who 
are  otherwise  normal  show  a congenital 
weakness  of  the  abdominal  wall  in  the  in- 
guinal regions.  Flat  feet,  hemorrhoids,  vari- 
cose veins,  herniated  intervertebral  disc,  and 
inguinal  hernia  are  peculiar  to  humans  be- 
cause they  habitually  walk  on  their  hind 
legs.  These  conditions  are  rare  in  four- 
footed  animals.  Compensatory  anatomic 
evolutionary  changes  in  the  human  in- 
guinal region  have  not  kept  pace  with  man’s 
habits  of  locomotion. 

Though  a careless  surgeon  will  have  poor 
results  by  any  method  and  a good  surgeon 
may  have  good  results  with  poor  methods, 
optimum  success  in  the  repair  of  hernia  is 
obtained  by  observance  of  certain  sound 
surgical  principles.  These  include  aseptic 
technic,  avoidance  of  placing  materials  in 
the  wound  which  will  cause  tissue  irritation 
or  excessive  fibrous  tissue  formation,  hemo- 
stasis, avoidance  of  injury  to  nerves  and 
blood  vessels,  gentleness  in  the  handling  of 
tissues,  and  maintenance  of  optimum  local 
blood  supply. 

Over-enthusiastic  dissection  may  deprive 
the  white  fascia  layer  of  valuable  blood 

^ Presented  by  Dr.  Richards  at  the  Annual  Session  of  the 

Medical  Society  of  Delaware,  October  26.  1957. 

Director  of  Surgery,  Delaware  Hospital,  Wilmington,  Del- 
aware. 

Attending  Chief,  Delaware  Hospital,  Wilmington,  Del- 
aware. 


supply  if  all  areolar  and  fatty  tissue  are  re- 
moved from  it.  Excessive  wound  tension  in- 
terferes with  local  blood  supply  and  hind- 
ers good  healing.  Recurrence  of  the  hernia 
may  result  from  impaired  healing  when 
post-operative  circulation  at  the  incision  is 
deficient  rather  than  from  failure  of  the 
suturing. 

Relaxing  incisions  or  the  creation  of 
fascial  flaps  from  the  rectus  sheath  for  re- 
pair of  inguinal  hernia  is  not  advised.  Such 
methods  may  result  in  enlargement  of  the 
area  of  weakness  with  recurrence  of  the 
hernia  when  structures  from  an  adjacent 
strong  area  are  expended  to  strengthen  the 
weak  area. 

Removal  of  fascia  lata  strips  through  sep- 
arate incisions  in  the  thigh  for  use  in  the 
repair  of  hernias  is  not  recommended.  In 
1,485  repairs  with  autogenous  fascia  su- 
tures, recurrence  was  found  in  27.7%  (Bur- 
dick) and  ran  even  higher  when  homolagous 
fascia  or  ox  fascia  was  used.^  Transplanted 
fascia  is  not  a living  graft.  It  is  avascular 
non-viable  tissue  which  becomes  replaced  by 
fibrous  tissue  in  the  wound.  Unsightly  or 
disabling  muscle  hernia  may  occur  in  the 
thigh  at  the  donor  site.^ 

Scar  tissue  or  fibrous  tissue  resulting 
from  inflammation  is  not  so  strong  as  nor- 
mal musculo-fascial  tissue.  An  excessive 
amount  of  it  at  the  site  of  hernia  repair  is 
undesirable  and  may  lead  to  recurrence  of 
the  hernia.  The  injection  of  irritating  solu- 
tions at  the  hernia  ring  produces  much  local 
inflammation  and  scar  tissue  but  does  not 
produce  a lasting  cure  of  the  hernia.  Auto- 
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genous  split  skin  graft  or  cutis  graft  is  ob- 
jectionable for  hernia  repair  because  of  fre- 
quent post-operative  infection  and  the  for- 
mation of  excessive  fibrous  tissue  in  the 
wound.^ 

Successful  repair  of  direct  and  indirect  in- 
guinal hernias  in  patients  whose  muscula- 
ture is  of  poor  quality  requires  something 
more  than  the  material  supplied  by  the 
patient.  The  anatomy  of  the  region  bears 
out  this  fact  when  one  is  confronted  with 
attenuated  transversalis  fibers  and  weak, 
flabby  internal  oblique  muscles.  Most  at- 
tempts to  build  a firm  wall  with  such  weak 
fibers  is  doomed  to  failure.  It  was  with  this 
thought  in  mind  that  investigations  were 
made  to  discover  materials  that  would  give 
this  area  the  needed  strength  yet  be  work- 
able and  non-irritating  to  the  tissues. 

Direct  hernias  repaired  by  experienced 
surgeons  using  standard  procedures  show  a 
25  per  cent  recurrence  rate  in  five  years 
(Stanton).  The  recurrence  rate  for  indirect 
hernias  is  reported  to  be  10  per  cent  to  12 
per  cent  (Mandl)\  These  surgical  failures 
represent  a significant  economic  factor  to 
the  patient  concerned  because  of  disability 
periods  involved  and  the  cost  of  present  day 
hospital  treatment.  Since  1948  we  have  em- 
ployed modified  surgical  methods  of  repair 
in  selected  cases  using  implanted  materials 
in  the  abdominal  wall  for  the  purpose  of 
reducing  the  incidence  of  recurrence.  The 
guiding  principles  employed  in  modifying 
standard  procedures  to  improve  surgical  re- 
sults have  been: 

a.  Elimination  of  excessive  wound  ten- 
sion. 

b.  Use  of  implant  materials  and  sutures 
of  maximum  strength  and  minimal 
irritation  in  the  tissues. 

c.  Conservation  of  blood  supply  at  the 
site  of  hernia  repair  and  avoidance  of 
injury  to  nerves. 

d.  Establishment  of  secure  closure  by 
reliable  mechanical  methods. 

e.  Gentleness  in  handling  the  tissue. 

Inorganic  substances  produce  less  irrita- 
tion in  tissues  than  organic  substances.  For 
this  reason  plastic  materials  and  other  or- 
ganic compounds  have  been  avoided.  Nylon 


net  is  unsatisfactory  as  an  implant  material 
because  it  causes  local  irritation,  infection, 
and  chronic  wound  sinus  formation.®  Silk 
employed  for  the  lattice  repair  of  hernia  is 
not  acceptable.^  These  organic  materials  i 
are  known  to  be  unsuitable  for  implantation 
in  tissues. 

Three  materials  from  a list  of  readily  \ 
available  inorganic  substances  were  selected  ; 
for  clinical  trial.  During  the  past  nine  years 
tantalum  mesh,  glass  cloth,  and  stainless 
steel  cloth  have  been  used  for  implant  re- 
pair of  abdominal  wall  defects  in  selected 
cases. 

Tantalum  mesh  constructed  from  mono- 
metal wire  is  well  accepted  by  tissues  be- 
cause it  is  inert  and  non-irritating.  How- 
ever, this  material  has  the  disadvantages  of 
excessive  stiffness,  relative  weakness,  and  a 
tendency  to  fragment  in  the  tissues  after 
operation. 

Glass  cloth  is  a strong,  soft,  pliable  fabric 
which  has  excellent  handling  qualities  but  ; 
has  the  undesirable  effect  of  producing  irri-  j 
tation  when  implanted  in  the  tissues.  A I 
sizing  of  mineral  oil  and  starch,  necessary 
to  the  spinning  and  weaving  of  glass  fibers, 
is  believed  to  cause  objectionable  wound  | 
irritation.  Removal  of  the  starch  and  min- 
eral oil  from  the  glass  cloth  caused  the  fab- 
ric to  become  weak,  easily  fragmented,  and  , 
brittle  in  quality,  making  it  unsuitable  for  1 
use  as  an  implant  material.  After  a trial  of 
glass  cloth  blow-out  patch  for  repair  of  176  i 
hernias  by  one  of  us,  further  use  of  this  \ 
material  was  abandoned  because  of  the  dis-  ' 
appointing  incidence  of  wound  irritation  i 
produced  by  it.®  Even  though  antibiotics  | 
were  given  prophylactically,  infection  was  ' 
frequent. 

Annealed  18-8  stainless  steel  cloth  has 
most  of  the  desirable  features  of  glass  cloth 
and  tantalum  mesh  without  the  objection- 
able qualities.  Stainless  steel  mesh  does  not  ; 
require  a sizing  for  its  fabrication  and  is 
accepted  well  by  the  tissues  as  an  implant 
because  it  is  inert  and  non-irritating.  This 
fact  is  evident  since  antibiotics  have  not  ' 
been  used  postoperatively  by  one  of  us  ! 
(Richards)  and  infection  has  been  no  prob-  t 
lem.  Steel  cloth  is  superior  to  tantalum 
mesh  for  repair  of  hernias  because  it  has 
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greater  strength,  greater  pliability  and  soft- 
ness, less  tendency  to  work-harden,  does  not 
fragment  in  the  tissues,  can  be  obtained  in 
a wider  variety  of  mesh  and  wire  sizes,  and 
is  cheaper.  Therefore,  we  consider  steel 
cloth  to  be  the  best  available  implant  ma- 
terial for  closure  of  hernia  defects. 

Large  incisional  or  ventral  hernias  which 
have  such  widely  separated  musculo-fascial 
edges  that  closure  of  the  defect  cannot  be 
accomplished  by  suturing  in  the  usual  man- 
ner, are  best  managed  with  a steel  cloth 


blow-out  patch.  Successful  reconstruction 
following  excision  of  a part  of  the  abdominal 
wall  for  treatment  of  malignant  disease  and 
repair  of  large  diaphragmatic  and  pelvic 
floor  defects  are  facilitated  by  the  use  of  a 
steel  cloth  prosthetic  implant,  avoiding  un- 
desirable wound  tension.  Mechanical  ad- 
vantage in  this  type  of  repair  is  obtained 
by  fashioning  an  implant  larger  than  the 
size  of  the  hernia  ring  and  anchoring  it  with 
steel  sutures  beneath  the  edges  of  the 
musculo-fascial  opening  as  shown  in  Figure 
1.  On-lay  implant  repair  is  not  reliable  and 


MuscuTo-fascial 

tayer  sLjtured  lo 

5teet  cloth  ' 


Sub  cut.  fat 


Defect 


Peritoneum 


Omentum 


Stainless  steet  cloth' blow-out” 
patch 


Figure  1 

Cross  section  diagram  indicates  a method  for  anchoring  the  blow-out  patch  beneath  the  edges  of  the 
musculo-fascial  ring.  When  widely  separated  musculo-fascial  edges  cannot  be  sutured  together  without 
excessive  tension,  the  implant  facilitates  secure  occlusion  of  the  abdominal  wall  defect. 


may  be  followed  by  recurrence  of  the  hernia 
if  the  anchoring  sutures  are  torn  away  by 
bulging  pressure  from  beneath.  Stainless 
steel  suture  material  is  prepared  because 
other  types  are  more  irritating. 

A method  for  repair  of  inguinal  hernia 
with  a steel  cloth  implant  is  shown  in  Figure 
2 and  Figure  3.  The  chief  advantage  of 
this  blow-out  patch  repair  over  standard 


hernia  operations  is  the  greater  security  in 
this  type  of  closure  which  depends  on  firmly 
anchored  steel  cloth  and  not  on  weak  or 
attenuated  tissue  layers  sutured  to  each 
other.  Distribution  of  intra-abdominal  pres- 
sure over  the  extent  of  the  implant  is  better 
retained  than  the  same  pressure  applied  to 
a narrow  line  of  sutured  tissue  under  ten- 
sion. 
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The  implant  is  cut  at  the  operating  table  to  fit  the  area  of  abdominal  wall 
weakness  and  slotted  to  accommodate  the  cord  through  its  central  por- 
tion. It  is  anchored  medially  to  the  edge  of  the  rectus  sheath  and  later- 
ally to  Cooper’s  ligament  and  the  shelving  edge  of  the  inguinal  ligament 
with  interrupted  stainless  steel  sutures. 


Co-existing  defects  at  the  abdominal  in- 
guinal ring  and  at  Hesselbach’s  triangle  are 
reported  in  11  per  cent  of  inguinal  hernias.- 
Blow-out  patch  of  steel  cloth  is  appropriate 
for  the  simultaneous  repair  of  both  hernias 
and  can  be  used  when  either  direct  or  in- 
direct hernia  occurs  alone.  For  indirect 
hernias  the  transfixed  and  ligated  neck  of 
the  sac  is  transplanted  beneath  the  edge  of 
the  rectus  sheath  before  stiching  in  the 
blow-out  patch.  For  direct  hernia,  one  of 
us  (Richards)  believed  that  a Cooper’s 
ligament  repair  should  be  done  first,  and  the 
implant  of  steel  cloth  stitched  over  it.  In- 
tegrity of  the  repair,  however,  depends 
chiefly  upon  the  securely  anchored  steel 
cloth  implant.  Without  it  a significant  re- 


duction of  hernia  recurrence  rate  would  1 
seem  unlikely.  Sufficient  follow-up  has  not  .( 
yet  been  made  to  determine  whether  blow-  | 
out  patch  with  a standard  repair  technic  is  { 
better  than  the  simplified  implant  pro-  | 
cedure  shown  in  Figure  2 and  Figure  3.  | 

1 

Table  1 lists  hernias  personally  repaired  1 
by  us  since  1948  using  steel  cloth  implants.  | 
Change  from  standard  procedures  is  be-  I 
lieved  justified  if  clinical  evidence  shows  { 
improvement  in  results.  These  experiences  | 
with  steel  cloth  implant  repair  indicate  to  ■ 
us  that  results  can  be  improved  by  this  j j 
method.  A reduction  in  the  recurrence  rate  | ^ 
and  reduction  of  the  disability  period  has  j _ 
been  noted  when  blow-out  patch  procedure  i 
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The  edges  of  the  external  oblique  aponeurosis  are  united  with  interrupted  steel  sutures 
over  the  implant  and  beneath  the  cord.  Fibroblasts  grow  through  the  mesh  of  the  implant 
making  it  an  integral  part  of  the  abdominal  wall. 


Table  1 

951  Hernia  Repairs  with  Steel  Cloth 
IN  749  Patients 
1948  - 1957 


Indirect  Inguinal 382  40.2% 

Direct  Inguinal 333  34.7% 

Recurrent  Inguinal 83  8.7% 

Incisional 63  6.7% 

Umbilical 24 

Femoral  20 

Recurrent  Incisional  ....  19 

Diaphragmatic  9 

Epigastric  7 

Pelvic 4 

Dehiscence  3 

Lumbar  2 

Recurrent  Umbilical 1 

Littre  1 


was  used.  It  is  generally  agreed  that  no 
perfect  method  for  the  surgical  cure  of 
hernia  is  available,  but  progress  in  medicine 
and  surgery  can  come  only  through  change. 


Though  steel  cloth  repair  is  not  an  ultimate 
operation,  we  believe  it  to  be  a desirable 
modification  of  standard  procedure  in 
selected  cases. 

One  hundred  twenty-nine  patients  who 
had  steel  cloth  implant  repair  of  hernia  five 
or  more  years  ago  were  sent  a questionnaire 
and  invited  to  have  a free  examination  for 
the  purpose  of  determining  the  results  of 
this  procedure.  Four  had  died  of  unrelated 
causes  in  the  post-operative  interval.  Fifty- 
seven  did  not  respond.  Thirty-seven  re- 
turned the  questionnaire  and  of  this  group, 
twenty-four  came  for  examination.  One  re- 
currence was  reported  by  questionnaire  and 
one  found  by  examination.  This  is  2.3  per 
cent  known  recurrence  rate  for  84  steel 
cloth  implant  repairs  in  sixty-one  patients 
five  or  more  years  after  operation.  A second 
group  of  thirty-one  patients  examined  four 
years  after  repair  showed  one  recurrence. 
Thus,  115  repairs  with  3 recurrences  gives  a 
2.6  per  cent  recurrence  rate.  A follow-up  by 
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questionnaire  or  for  a period  of  less  than  five 
years  is  not  considered  reliable  in  determin- 
ing the  results  of  hernia  operation.  A more 
accurate  estimate  is  had  by  examination  of 
the  patient  five  or  more  years  after  opera- 
tion. 

After  operation  for  scrotal  hernia  a tran- 
sient, edematous,  local  swelling  is  common. 
Scrotal  swelling  following  repair  of  other 
types  of  inguinal  hernia  is  uncommon. 
Post-operative  thrombosis  of  vessels  in  the 
spermatic  cord  produces  painful  swelling 
and  induration  of  the  cord  and  testis  fol- 
lowed by  atrophy  of  the  testis  in  some  cases. 
This  complication  may  be  prevented  by 
gentleness  in  dissection  and  avoidance  of 
stretching  the  cord  or  constricting  it  by  mis- 
placed suture.  Post-operative  thrombosis  of 
vessels  in  the  cord  is  more  likely  to  follow 
traumatic  separation  of  the  hernia  sac  from 
the  cord,  especially  in  patients  with  re- 
current hernia,  in  some  who  have  worn  a 
truss,  or  when  there  is  excessive  fibrous  ad- 
hesions between  the  sac  and  the  cord  from 
other  causes. 

Pain  and  tenderness  persisting  at  the  site 
of  operation  occasionally  follows  thoroco- 
tomy,  lumbar  incisions,  and  inguinal  hernia 
repair  and  may  be  difficult  to  relieve.®  Neu- 
ralgic pain  and  tenderness  can  be  relieved 
in  some  instances  by  local  infiltration  nerve 
block  with  1 per  cent  solution  of  procaine 
hydrochloride.  Disabling  pain  which  cannot 
be  relieved  by  conservative  measures  may 
require  ilio-inguinal  neurolysis  or  neurec- 
tomy but  these  operations  are  not  always 
successful.  Post-operative  neuralgia  can  be 
prevented  by  gentle  handling  of  tissues  dur- 
ing operation,  avoidance  of  tearing,  stretch- 
ing, or  cutting  nerves  during  operation,  and 
avoidance  of  including  nerves  in  sutures  or 
ligatures.  When  steel  sutures  are  used,  the 
ends  should  be  cut  flush  with  the  knot  so 
that  there  are  no  sharp  projections.  When 
nerves  have  been  injured,  the  steel  sutures 
or  steel  cloth  should  not  be  implicated  mis- 
takenly as  the  cause  of  symptoms.  Steel 
cloth  blow-out  patches  have  not  been  found 
to  cause  post-operative  pain  when  properly 
employed. 

Judgment  of  the  surgeon  in  selecting  the 
appropriate  method  and  technic  for  obtain- 


ing the  best  results  is  an  important  in- 
gredient of  all  successful  hernia  operations. 
Each  hernia  is  an  individual  and  separate 
problem  which  should  not  be  subjected  to 
a routine  treatment.  Steel  cloth  implant  ; 
repair  with  steel  sutures  is  an  appropriate  i 
procedure  for  many  hernias  but  is  especially  ' 
recommended  for  those  which  cannot  be  1 
closed  by  suturing  the  musculo-fascial 
edges  without  causing  excessive  wound  ten- 
sion.  During  the  healing  process  fibroblasts 
grow  through  the  steel  mesh  and  make  it  an  !i 
integral  part  of  the  abdominal  wall.  This 
is  a rational  procedure  which  favors  prompt  i 
healing  and  a high  rate  of  cure  because  it  , 
affords  a secure  closure  without  excessive  , 
wound  tension.  Tissue  reaction  is  minimal 
and  optimum  local  blood  supply  is  main-  1 
tained.  Steel  cloth  implants  and  steel  su-  lii 
tures  are  not  fool-proof  and  do  not  guaran-  : { 
tee  perfect  results,  but  when  they  are  used  ^ 
with  reasonable  skill  and  judgment  it  is  be-  | 
lieved  that  better  results  can  be  obtained  t 
with  them  in  appropriate  cases. 

Summary 

A preliminary  report  is  made  of  experi-  r 
ence  in  the  repair  of  951  hernias  with  steel  I 
cloth  blow-out  patch  repairs  in  749  patients.  » 
This  method  is  recommended  when  mus- 
culo-fascial layers  cannot  be  closed  by  su-  i 
tures  without  producing  excessive  wound 
tension.  It  is  a rational  procedure  for  pre- 
venting recurrence  of  hernia. 
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' Beginning  of  Discussion 

Dr.  Richards:  I will  now  turn  the  dis- 
cussion over  to  Dr.  Preston,  who  will  give 
you  the  technic  of  placing  the  steel  cloth 
implants. 

Dr.  Daniel  J.  Preston:  Treatment  sur- 
gically of  a condition  presumably  includes  -■ 
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first  the  knowledge  of  the  causes  of  the 
trouble.  The  treatment  is  then  directed  to- 
wards correction  of  that  cause.  I don’t 
know  what  the  cause  of  hernia  is,  so  we 
have  devised  a method  of  treatment  against 
curing  a defect  of  which  we  may  not  know 
the  entire  ideology. 

How'ever,  it  is  apparent  that  about  10 
per  cent  of  the  people  are  born  with  a weak- 
ness in  their  inguinal  regions.  Not  all  of 
these  develop  hernias  apparently,  but  it 
does  seem  true  that  the  human  being  is  sub- 
ject to  flat  feet,  varicose  veins,  hemorrhoids, 
slipped  discs,  and  inguinal  hernias,  and 
presumably  that  is  the  result  of  walking 
around  on  his  hind  legs. 

In  looking  over  reports  to  find  out  what 
the  incidence  of  recurrence  of  hernia  is,  it 
has  been  difficult  to  arrive  at  anything  like 
accurate  figures  because  various  authors  re- 
port everything  from  zero  to  40  per  cent  of 
cases  recurring.  However,  reliable  sources 
seem  to  indicate  that  five-year  results  in  di- 
rect hernias,  repaired  by  standard  methods, 
produce  about  a 25  per  cent  recurrence. 
The  recurrence  rate  for  indirect  hernia  is 
much  less,  being  around  10  to  12  per  cent. 

' This  represents  an  appreciable  economic 
factor.  A man  who  has  to  work  for  a living 
sometimes  is  rejected  for  employment  if  he 
has  a hernia.  If  he  has  a recurrence  of  the 
hernia  after  it  has  once  been  repaired,  the 
disability  has  been  compounded,  the  cost 
of  hospitalization  is  considerable,  the  time 
lost  from  work,  loss  of  income — all  of  these 
things  count  heavily  from  an  economic 
viewpoint.  So  that  it  behooves  us  if  we  can, 
in  doing  our  repair  work,  to  prevent  re- 
currences as  much  as  possible. 

A careless  surgeon  who  does  not  pay  close 
attention  to  his  technic  will  get  poor  results 
from  almost  any  method  he  uses.  Con- 
versely, a good  surgeon  may  obtain  good 
results  even  when  he  uses  poor  methods. 
But  I think  you  will  agree  that  optimum 
results  can  be  hoped  for  if  sound  surgical 
principles  are  employed  in  doing  repair 
work. 

There  are  several  fundamental  principles 
which  we  have  tried  to  follow  in  doing  this 
blow-out  patch  type  of  hernia  operation: 
First,  the  avoidance  of  excessive  scar  tissue 


formation  in  the  wound.  Scar  tissue,  con- 
trary to  what  once  was  thought,  is  not 
strong  tissue.  It  is  always  weaker  than  nor- 
mal musculo-fascial  tissue,  and  when  there 
is  an  excessive  amount  of  it  in  the  wound  it 
does  contribute  to  recurrence.  Therefore  we 
avoid  those  substances  which  produce  irri- 
tation and  scarring,  as  Dr.  Richards  has  al- 
ready outlined. 

The  non-organic  materials  cause  minimal 
reaction  and  are  therefore  preferred  for 
sutures,  ligatures  and  implant  materials.  I 
do  not  believe  that  we  have  a best  method 
or  an  optimum  method  for  repairing  a 
hernia  as  yet.  I am  sure  we  will  find  some- 
thing better  than  the  steel  cloth  blow-out 
patch.  As  a matter  of  fact,  I am  now  in- 
terested in  some  animal  experiments  which 
we  hope  to  undertake  soon  with  the  silicon 
products.  This  is  a new  non-organic  sub- 
stance which  has  many  of  the  qualities  of  a 
plastic,  yet  is  not  an  organic  substance  and 
is  well  accepted  by  the  tissues.  This  may 
produce  a substance  which  will  find  many 
usee  in  surgery. 

Progress  comes  slow  in  surgery.  It  is  not 
wise  to  jump  into  new  things  ill-advisedly. 
But  I think  when  sufficient  evidence  ac- 
cumulates to  indicate  that  we  have  an  im- 
proved method  of  treatment,  it  is  desirable 
to  accept  it  if  it  proves  to  be  on  a sound 
basis. 

Excessive  tension  in  the  wound  causes 
diminished  blood  supply  to  the  wound  and 
therefore  should  be  avoided.  The  chief  ad- 
vantages of  our  implant,  such  as  the  steel 
cloth,  is  that  we  can  occlude  the  defect  in 
the  abdominal  wall  without  increasing  the 
wound  tension. 

In  a large  hernia  it  is  sometimes  difficult 
to  co-lap  the  edges  of  the  musculo-fascial 
ring  without  producing  undesirable  tension. 
It  is  in  those  cases  especially  I think  that 
the  steel  cloth  is  helpful.  Gentle  handling 
of  the  tissues  and  avoidance  of  crushing 
nerves  or  the  avoidance  of  damaging  local 
blood  vessels  goes  without  saying.  Hemo- 
stasis is  important.  Each  contributes  to  a 
successful  operation.  But  if  we  avoid  irri- 
tating substances  which  are  put  in  the 
wound  we  are  also  again  contributing  to  a 
better  chance  for  a successful  repair  job. 
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We  have  found  the  least  reaction  from  these 
soft  stainless  steel  sutures  and  ligatures. 

When  using  a steel  cloth  implant  for  the 
repair  of  a large  ventral  hernia  the  musculo- 
fascial  edges  are  separated;  they  are  not 
brought  together.  We  occlude  the  defect  by 
placing  a blow-out  patch  beneath  the 
musculo-fascial  layer,  which  is  anchored 
with  steel  sutures  in  such  a manner  that  it 
occludes  the  opening  without  increasing  the 
tension  of  the  abdominal  incision.  For  this 
reason  we  are  able  to  anticipate  a good 
blood  supply,  early  healing  and  a sound 
closure  of  the  wound. 

The  on-lay  patch,  a patch  placed  over  the 
top  of  a musculo-fascial  defect,  is  not  ad- 
visable. The  intra-abdominal  tension  or 
pressure  from  within  the  abdomen  may 
burst  the  stitches  and  blow  the  implant  to 
one  side  and  a recurrence  can  take  place. 
For  this  reason  we  recommend  that  the  im- 
plant be  placed  beneath  the  edges  of  the 
musculo-fascial  defect. 

A piece  of  steel  cloth  is  cut  at  the  oper- 
ating table,  slotted  to  accommodate  the 
cord  to  its  central  portion,  and  it  is  stitched 
in,  using  the  steel  sutures  again;  the  most 
important  part  being  a secure  anchorage  of 
the  implant  behind  the  pubic  bone,  down 
the  pubic  tamus  to  the  shelving  edge  of  the 
inguinal  ligament,  and  to  the  edge  of  the 
rectal  sheath. 

The  blow-out  patch  for  inguinal  hernia 
repair  differs  from  standard  methods  chiefly 
in  this  respect,  that  the  secure  closure  does 
not  depend  upon  the  suturing  of  weak  at- 
tenuated musculo-fascial  tissues  but  rather 
upon  the  steel  cloth  implant  itself,  which  is 
from  the  anchor  to  the  inguinal  ligament 
and  to  the  tissues  behind  the  pubic  bone. 

The  mechanism  in  this  is  that  we  absorb 
the  interabdominal  pressure  against  a wider 
surface.  The  blow-out  patch  distributes  this 
force  more  diffusely,  and  therefore  the  pres- 
sure is  not  exerted  against  a .small  area  of  a 
single  row  of  stitches  as  might  occur  in 
some  of  the  standard  procedures  where 
weak  tissue  under  tension  is  sewed  to- 
gether. We  feel  that  this  technic  for  repair 
of  abdominal  wall  defect  gives  a more  secure 
closure  and  is  less  apt  to  result  in  recurrence 
of  a hernia. 


To  summarize,  I want  to  mention  two 
post-operative  recurrences.  Rough  handling 
of  the  cord  sometimes  results  in  thrombosis 
of  the  vessels  of  the  cord.  This  causes  pain, 
tenderness,  swelling  of  the  scrotum  and 
testis.  I think  some  people  develop  atrophy 
of  the  testis  following  thrombosis  of  these  ’ 
vessels.  It  is  best  prevented  by  very  gentle 
handling  when  you  dissect  the  sac  from  the 
cord.  Heavy-handed  methods,  injury  to 
these  vessels,  may  result  in  thrombosis. 

The  other  complication,  which  is  occa- 
sional, is  persistent  pain.  This  occurs,  as 
noted  by  White,  in  thorocotomy  wounds,  in 
lumbar  incisions,  and  occasionally  in  hernia 
repair  sites.  His  findings  in  this  are  that 
during  the  operation  the  nerves  are  stretched 
or  torn,  a neuroma  may  be  produced,  which 
results  in  a neuralgia  or  neuralgic  pain  that 
in  some  cases  is  disabling,  is  persistent  and 
is  difficult  to  relieve.  We  have  not  found 
implant  of  steel  cloth  or  steel  sutures  to  be 
the  cause  of  such  pain.  I have  seen  some 
people  operated  on  for  removal  of  sutures 
without  relief  of  the  symptoms,  because  it 
apparently  was  due  to  other  causes,  possibly  ) 
to  stretching  or  injury  to  the  nerves  during  | 
operation.  This  is  another  reason  why  ' 
gentle  handling  of  the  tissues,  concentration  < 
of  blood  supply,  and  gentleness  to  prevent  j 
the  thrombosis  of  the  vessels  of  the  cord  i 
are  important  during  the  technical  part  of 
the  operation. 

Chairman  Murray:  Dr.  Laird  will  now 
discuss  this  paper. 

Dr.  Laird:  I assume  that  I have  been 
asked  to  discuss  this  paper  because  in  1953  i 
I published  an  article  on  the  Gallie  living-  • 
fascial  repair  of  difficult  hernias.  A priori,  I I 
wish  to  make  it  clear  that  I am  not  unequiv-  » 

ocally  opposed  to  the  use  of  artificial  j 

prostheses  in  the  cure  of  hernias,  in  selected  1 
cases. 

As  stated,  in  1953  I reviewed  the  litera-  f 
ture  and  compared  the  results  obtained  with  ( 
both  fa.scia  lata  and  with  implants,  prin-  r 
cipally  tantalum  and  stainless  steel.  ' 

The  following  points  were  brought  out  by 
me: 

First,  on  paper,  the  failure  percentages 
were  essentially  the  same,  2.8  per  cent  mesh  i 
to  3.1  per  cent  fascia.  The  follow-up  periods  i 
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were  longer  in  the  cases  studied  with  the 
fascia. 

Second,  the  use  of  the  living  fascia  is 
more  often  reserved  for  the  more  severe 
types  of  hernias,  usually  those  once  or  twice 
recurrent  as  opposed  to  primary  repairs  in 
patients  with  ordinary  direct  hernias  or 
poor  fascial  structures. 

Third,  the  appeal  for  the  use  of  implants 
lies  in  the  simplicity  of  the  procedure  and 
the  time  saved  in  its  application  as  com- 
pared with  fascial  strips. 

Perhaps  the  very  fact  that  the  use  of 
fascial  strips  is  more  arduous  and  time- 
consuming  is  a valuable  check  or  deterrent 
in  the  indiscriminate  use  of  prostheses  of 
this  kind. 

Constantly  hearing  surgeons  discuss  the 
number  of  cases  of  failure  by  implants 
which  they  encountered,  I made  a surgeon 
to  surgeon  survey  throughout  Wilmington 
of  the  actual  number  of  cases  encountered. 
Any  doubts  were  disqualified,  including  my 
own.  I questioned  23  surgeons.  The  num- 
ber of  recurrences  that  they  knew  of  was 
19.  The  number  of  screens  that  had  been 
removed  because  of  pain  or  other  things, 
draining  sinuses  or  other  disability  was  11, 
making  a percentage  of  30  out  of  951. 

I am  using  Dr.  Preston’s  and  Dr.  Rich- 
ards’ figures  because  I am  sure  with  rough 
statistics  of  this  kind  they  will  make  it 
essentially  correct — which  is  a 3.2  per  cent. 
This  compares  essentially  with  the  other 
figures. 

All  of  the  23  surgeons  questioned  used 
implants  infrequently.  None  had  experience 
with  more  than  half  a dozen  or  so  and  did 
not  use  them  routinely  in  direct  hernias. 
Therefore,  the  recurrence  rate  of  surgeons 
using  fascia  lata  in  recurrent  and  extremely 
difficult  hernias  of  all  varieties  is  essentially 
the  same  as  those  using  implants  in  more  or 
less  routine  varieties — approximately  three 
per  cent.  These  figures  may  be  accepted  as 
practical. 

After  reviewing  the  literature  and  listen- 
ing to  the  previous  paper  with  the  unusually 
large  number  of  cases  in  which  implants 
are  used,  it  is  obvious  to  me  that:  First,  im- 


plants are  being  used  in  a great  many  cases 
in  which  they  are  not  necessary  and  in 
which  cure  could  easily  be  effected  by  the 
use  of  the  normal  anatomical  structures 
present  at  operation. 

Last  year,  W.  L.  Estes  of  Bethlehem,  who 
is  a leading  surgeon  with  particular  refer- 
ence to  hernias,  reported  on  113  cases,  all 
of  which  were  five-year  follow-ups.  The 
recurrence  rate  on  direct  hernias  only  was 
1.7  per  cent,  using  only  the  patient’s  struc- 
tures. It  is  hard  to  compare  figures  like 
that  with  a 25  per  cent  recurrence  rate  on 
direct  hernias  from  others. 

The  second  point  is,  with  team  coopera- 
tion and  the  help  of  Masson  strippers,  which 
causes  little  trouble  to  the  patient,  the  use 
of  Gallie  sutures  adds  little  time  to  the  op- 
eration and  no  disability  to  the  patient. 

Third,  I believe  there  is  a place  for  steel 
mesh  implants,  where  the  patient’s  own 
structures  are  lost,  absent  or  so  deficient  as 
to  be  definitely  ineffectual. 

I would  like  to  quote  something  which 
summarizes  and  expresses  much  better  what 
I feel  about  the  use  of  stainless  steel  mesh. 
It  was  written  by  Roland  Maier  in  a recent 
editorial  in  the  American  Journal  of  Sur- 
gery: 

“There  is  general  agreement  that  the  use 
of  the  patient’s  own  tissues  in  closing  the 
hernial  defect  offers  the  best  hope  of  effect- 
ing a permanent  cure  of  the  hernia.”  . . . 

“There  is  no  doubt  in  my  mind  that  these 
various  plants  have  been  used  too  indis- 
criminately in  recent  years.”  . . . 

“I  can  recall  very  few  cases  in  which  the 
patient’s  own  tissues  could  not  be  used  to 
close  the  defect  in  the  abdominal  wall.”  . . . 

“There  is  no  excuse  for  the  use  of  these 
implants  in  the  repair  of  inguinal  her- 
nias.” . . . 

“In  the  past  few  years  I have  had  occa- 
sion to  reoperate  on  many  patients  who 
were  unfortunate  enough  to  have  some  type 
of  inert  substance  used  in  the  repair  of  their 
hernias.  Their  recurrent  hernias  with  mul- 
tiple draining  sinuses  have  presented  real 
problems.  Sound  surgical  judgment  is  still 
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the  prime  prerequisite  of  the  good  surgeon. 
It  is  my  conviction  that  its  absence  has  been 
clearly  demonstrated  in  most  of  the  patients 
who  have  come  under  my  care  following  the 
use  of  these  various  implants,  and  their  in- 
discriminate use  in  the  repair  of  hernias 
should  be  condemned.” 

I still  adhere  to  the  teachings  of  Gallic, 
Le  Mesurier,  Masson  and  Halstead:  that  a 
hernial  repair  dependent  on  fibrous  or  scar 
tissue  can  be  expected  to  fail  because  of 
their  tendencies  to  stretch  as  compared  with 
the  permanency  of  fascial  and  tendinous 
structures. 

Sewell  and  Koth,  in  the  Surgical  Forum 
of  the  41st  Clinical  Congress  of  the  Ameri- 
can College  of  Surgeons  in  1955  stated  that: 
“Fascia  is  the  strongest  tissue  readily  avail- 
able to  the  surgeon.”  They  went  on  to  say 
about  the  use  of  living  fascia,  “The  primary 
deterrents  in  many  cases  in  which  it  is  con- 
sidered by  the  surgeon  but  not  used  are  the 
operative  time,  trauma  and  disfigurement  of 
the  procedure  for  the  procurement  of  the 
tissue.” 

I still  maintain  that  the  above  deterrents 
are  minimal  in  the  hands  of  a surgeon  who 
uses  the  method  enough  to  become  profi- 
cient in  it,  and  who  will  take  advantage  of 
a colleague  to  help  him. 

Drs.  Richards  and  Preston  state  that 
“Scar  tissue  or  fibrous  tissue  resulting  from 
inflammation  is  not  as  strong  as  normal 
musculo-fascial  tissue.  Excessive  amounts 
of  it  at  the  site  of  hernia  repair  is  undesir- 
able and  may  lead  to  recurrence  of  the 
hernia.”  Yet  we  all  know  that  “usage”  or 
fragmentation  occurs  in  tantalum  and  stain- 
less steel  implants  and  that  the  success  of 
a repair  with  these  materials  depends  upon 
the  fibrous  or  scar  tissue  built  through  and 
around  them — the  very  scar  tissue  which 
the  above  doctors  state  is  not  as  strong  as 
normal  musculo-fascial  tissue. 

As  for  disabling  or  unsightly  muscle  her- 
nias occurring  at  the  donor  site,  I have 
never  had  a single  patient  complain  about 
the  donor  site  nor  have  I had  a single  re- 
currence. My  series  is  very  small,  and  in 
my  19  years  in  Wilmington  I have  done 
only  24  Gallie  repairs.  To  date  I know  of 
no  recurrence. 


I want  to  say  that  I enjoyed  the  paper 
of  Dr.  Preston  and  Dr.  Richards.  It  is 
amazing  that  they  have  amassed  a series 
like  this  which  usually  would  be  accumu- 
lated only  in  a place  like  one  of  the  tre- 
mendous teaching  centers.  It  was  well  pre- 
sented and  I appreciate  being  allowed  to 
discuss  it. 

Chairman  Murray:  Dr.  James  Beebe, 
would  you  like  to  come  forward  and  com- 
ment? 

Dr.  James  Beebe,  Jr.:  Gentlemen,  I 
would  like  to  congratulate  Dr.  Richards  and 
Dr.  Preston  on  their  very  excellent  presen- 
tation of  this  paper. 

I should  like  to  say  that  in  my  hernia 
repairs  I reserve  the  use  of  artificial  im- 
plants for  the  difficult  or  recurrent  type 
cases.  It  appears  from  the  large  series  of 
cases  they  have  presented  that  they  must 
use  implants  in  most  cases. 

When  I first  began  the  practice  of  sur- 
gery, I thought  that  a hernia  could  be  re- 
paired adequately  if  it  were  repaired  care- 
fully. However,  when  I began  to  see  the 
recurrences,  I realized  the  need  for  some 
artificial  implants.  I have  used  the  stainless 
steel  mesh  for  large  defects  in  the  abdomen. 
In  the  inguinal  hernia  repairs,  I have  used 
vitallium  plates  with  good  results.  One  case 
had  severe  pain  that  persisted  for  about  two 
months  and  was  relieved  when  the  plate 
was  removed. 

I would  like  to  ask  a question  of  Dr. 
Richards.  I know  that  he  used  to  use 
plates,  and  I wondered  why  he  discontinued 
their  use. 

Again  I thank  them  for  the  excellent 
presentation. 

Chairman  Murray:  Dr.  Richards,  will 
you  answer  the  question? 

Dr.  Richards:  I never  did  use  that. 

Chairman  Murray:  Well,  I see  a room- 
ful of  surgical  friends  here  whom  I would 
like  to  comment  on  this  paper,  and  I would 
like  very  much  to  hear  them.  However,  we 
are  running  overtime,  so  we  will  have  to 
forego  that  pleasure. 

Thank  you  very  much.  It  was  excellently 
done. 
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PROBLEMS  IN  INFERTILITY* 

ISADORE  SlOVIN,  M.D.** 


Treatment  of  the  infertile  couple  con- 
tinues to  demand  attention  and  study  from 
the  medical  profession.  Therefore  it  is  satis- 
fying to  note  new  advances  which  improve 
the  prognosis  in  such  cases. 

Case  1.  Use  of  Polyethylene  Tubing 
IN  Tubal  Surgery 

This  case  illustrates  the  most  modern  ap- 
proach to  the  treatment  of  infertility  due  to 
tubal  occlusion.  Polyethylene  tubing  was 
used  to  maintain  patency  of  the  Fallopian 
Tubes. 

The  patient,  age  29,  came  to  my  office  on 
January  8,  1955.  She  complained  that  she 
had  been  infertile  for  five  years.  Menstrual 
periods  were  regular  and  normal,  occurring 
at  intervals  of  28  days.  She  was  gravida  I, 
para  I,  the  only  child  being  11  years  old. 
The  last  menstrual  period  had  been  January 
1,  1955  to  January  5,  1955.  The  medical 
history  revealed  that  she  had  been  studied 
previously  elsewhere  and  had  had  several 
tubal  insufflations  and  a hysterosalpingo- 
gram,  all  of  which  showed  tubal  occlusion. 
She  also  had  had  a D&C. 

Her  family  history  was  irrelevant  and 
non  contributory. 

Upon  examination  at  her  initial  visit, 
she  was  physically  a well-nourished,  nor- 
mally developed  female.  The  thyroid  gland 
was  normal  to  palpation,  breasts  were  nega- 
tive and  heart  and  lungs  showed  no  ab- 
normalties.  The  abdomen  had  no  masses, 
tenderness,  rigidity  or  scarring. 

Pelvic  examination  showed  a parous  in- 
troitus  with  no  abnormal  relaxation.  The 
vaginal  mucous  membrane  was  normal  in 
appearance,  the  cervix  v/as  parous  in  type 
and  mucous  membrane  was  intact.  The 

* Presented  at  Staff  Meeting,  November  29,  1956. 

**  Member  Department  of  Obstetrics  and  Gynecology,  Wil- 
mington General  Hospital,  Wilmington,  Delaware. 


fundus  was  anterior  in  position,  freely 
movable  and  normal  in  size.  There  was 
bilateral  adnexal  induration,  but  no  definite 
masses  were  palpable. 

A digital  rectal  examination  was  negative. 

The  following  examinations  were  made: 

1.  Examination  of  the  husband’s  semen 
showed  sperm  to  be  present  in  normal 
quantity  and  quality. 

2.  Tubal  insufflations  with  carbon  dioxide 
(Rubin  Test)  indicated  tubal  occlusion. 

3.  On  March  3,  1955  a D&C,  culdoscopy, 
and  injection  of  indigo  carmine  thru  a 
cervical  canula  confirmed  tubal  occlu- 
sion as  well  as  normal  ovulation. 

4.  In  June  1955  a hysterosalpingogram 
indicated  occlusion  bilaterally  at  the 
fimbriated  ends. 

The  patient  was  treated  with  antibiotics 
and  warm  douches. 

On  December  19,  1955,  a laparotomy  was 
done.  A bilateral  tubal  occlusion  of  the 
fimbriated  ends  due  to  chronic  salpingitis 
was  encountered.  This  was  treated  by  sal- 
pingoplasty on  the  cornual  ends  of  the 
tubes.  The  endosalpinx  was  threaded  with 
#32  polyethylene  tubing  which  was  extend- 
ed through  the  distal  portion  of  the  tube 
and  brought  into  the  vagina  through  a 
small  incision  in  the  posterior  cul-de-sac. 

The  postoperative  course  was  uneventful. 

One  month  later,  the  polyethylene  tubing 
was  removed  by  way  of  the  vagina. 

After  2 months  the  couple  resumed  nor- 
mal sexual  relations.  Conception  occurred 
in  May  1956.  Unfortunately,  the  mem- 
branes ruptured  at  20  weeks  gestation  and 
a non  viable  baby  was  delivered  on  Novem- 
ber 20,  1956. 
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Conclusion 

1.  Infertility  due  to  tubal  occlusion  carries 
a better  prognosis  than  in  the  past. 

2.  The  case  demonstrates  the  advances 
made  in  surgery  of  the  Fallopian  Tubes, 
using  polyethylene  tubing  to  restore 
patency. 

Case  II.  Use  of  Corticoids  in 
Follicular  Syndrome 

The  patient  came  to  my  office  on  January 
30,  1956.  Her  history  showed  that  she  had 
been  married  for  three  years  and  had  been 
infertile  for  the  same  length  of  time.  Men- 
strual periods  were  irregular  with  long 
periods  of  amenorrhea  lasting  from  3 to  6 
months.  She  was  gravida  0. 

Past  medical  history  showed  that  she  had 
had  a D&C  in  May,  1953  at  which  time 
a pessary  was  inserted.  Neither  procedure 
helped. 

A Rubin  Test  was  done  in  Pottstown, 
Pennsylvania  in  1953  and  showed  the  tube 
to  be  patent.  Endometrial  biopsy  in  1953 
showed  no  sign  of  ovulation. 

A sperm  examination  in  1954  was  normal. 

In  May,  1956  the  17  ketosteroids  urinary 
excretion  was  9.3  mg./24  hours.  The  basal 
temperature  chart  was  always  monophasic. 

Final  examination  showed  that  the  blood 
pressure  was  130/80.  The  patient  was  mild- 
ly obese  and  showed  slight  hirsutism. 
Breasts  were  normally  developed  and  the 
abdomen  showed  moderate  male  escutcheon. 
Pelvic  examination  showed  mucous  dis- 
charge. The  cervix  and  fundus  were  small 
with  bilateral  ovarian  enlargement.  Rectal 
examination  was  negative  and  the  basal 
temperature  chart  was  monophasic  and 
erratic.  Four  years  previous  the  BMR  was 
-1-10  and  blood  and  sugar  was  normal. 

Treatment  consisted  of  thyroid  extract 
given  in  small  dosages.  Withdrawal  bleeding 
was  induced  using  estrogen  and  progeste- 
rone. 

Starting  June  12,  1956  cortisone  was 
prescribed  in  doses  of  25  mg.  per  day  and 
sbe  was  put  on  a low  sodium  and  fluid 
regime.  This  was  changed  to  meticorten 
5 mg.  per  day  on  July  15,  1956. 


In  August  1956,  the  patient  complained 
of  tiredness.  She  had  had  no  period  since 
February  15,  1956  except  one  episode  of  j 
induced  bleeding  in  May  1956.  The  fundus 
showed  2+  enlargement  and  on  August  25 
she  had  a positive  Friedman  Test.  Meti- 
corten was  discontinued  and  the  patient  ' 
was  put  on  stilbestrol  5 mg.  tid.  In  Septem-  | 
ber  1956,  the  fundus  was  the  size  of  an  | 
8-9  weeks  gestation.  The  estimated  date  j 
of  confinement  was  April  1957.  j 

On  April  27,  1957  the  patient  delivered  j 
a male  infant.  She  had  an  uneventful  preg-  ] 
nancy  and  normal  delivery. 

Case  III:  Use  of  Corticoids  and  Wedge  'j 

Resection  of  Ovaries  in  Follicular  ' 
Syndrome 

The  patient  came  to  my  office  in  February  I < 
1953.  Her  complaint  at  that  time  was  that  f 
she  had  been  married  51/2  years,  and  had  i 

been  infertile  for  3 years.  She  had  had  I 

irregular  periods  which  lasted  about  7 days 
and  lapsed  from  3 months  to  1 year.  She  « 
was  gravida  0 and  para  0.  Her  past  history 
was  negative. 

A physical  examination  showed  the  pa- 
tient to  be  nervous.  She  had  no  hirsutism, 
was  of  normal  weight  and  height  but  with 
mild  facial  erythema  and  acne.  The  breasts 
showed  normal  development  and  examina- 
tion of  the  abdomen  was  negative.  A pelvic 
examination  revealed  mild  vaginitis  and 
moderate  nonspecific  discharge.  The  cervix 
was  negative;  the  fundus  normal  in  size, 
shape,  and  position.  The  ovaries  were  en- 
larged, bilateral  and  cystic.  Rectal  exam- 
ination was  negative.  A Rubin  Test  re-  j 
vealed  tubal  patency.  The  basal  tempera- 
ture chart  was  monophasic  and  erratic.  A ' 
count  of  the  husband’s  sperm  was  normal.  ^ 
In  March  1953,  a premenstrual  endometrial  | 
biopsy  showed  follicular  phase  of  endome-  j 
trium.  A BMR  in  May  1953  was  -1-24,  but  | 
it  was  not  done  under  basal  conditions. 
Urinary  excretion  of  17  ketosteroids  was 
14.5  in  24  hours  in  June  1953. 

The  history  of  treatment  before  seeing  us 
indicated  as  follows: 

1.  Menses  improved  with  thyroid  and 
Vitamin  B. 
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ACHROMYCIN-V 


Tcirocycline  and  Citric  Acid  Lederle 

A Decision  of  Pliysicians 


W lien  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  fre(|uently  specify 
Achromycin  \ . 

The  reason  for  tliis  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
vour  colleagues  have  had  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  ActtROMYCiN 
tetracycline  and,  more  recently. 
Achromycin  V tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms. 
Achromycin  achieves  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V — the  choice  of 
phvsicians  in  every  field  and  specialty. 


as 


LEDERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 
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Always  in 
Good  Taste! 


Generations  of 
skill  in  the  art 
of  whisky  making 
are  reflected 
in  the  good  taste 
of  Johnnie  Walker 
Scotch.  Why  not 
try  some  soon? 


Johnnie  ^^ilker 


SCOTCH  WHISKY 

BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED  BY 
CANADA  DRY  CORPORATION,  NEW  Y.ORK,  N.  Y. 


JOHN  G.  MERKEL 
&S0NS 

PHONE  OL  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


Physicians’  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleosant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 

If  it’s  insurable  we  can  insure  it 
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2.  Menses  improved  with  “shots”  (type 
undetermined). 

3.  Menses  improved  with  anxiety  and 
mental  shock. 

4.  Menses  improved  by  stopping  her  work. 

We  started  therapy  with  thyroid  extract 
gr  1 4 tid,  and  after  the  ketosteroid  deter- 
mination in  June  1953,  added  cortone  25 
mg.  per  day. 

On  August  25,  1953  she  came  again  to 
my  office.  She  had  missed  two  periods  and 
was  seized  with  sudden  severe  lower  abdom- 
inal pain  while  vacationing  at  the  seashore. 
She  was  hospitalized  there  for  one  week 
prior  to  August  25. 

Examination  showed  a bulging  cul-de- 
sac  which  was  tapped  and  produced  blood. 
A laparotomy  was  done  and  about  300  cc. 
of  organized  liquid  blood  and  a hematosal- 
pinx resembling  a tubal  pregnancy  was 
encountered.  She  had  bilateral  polycystic 
ovaries.  A bilateral  wedge  resection  and 
unilateral  salpingectomy  were  done.  She 
had  an  uneventful  recovery. 

Menstrual  cycles  became  regular  and 
ovulatory.  She  was  asked  to  abstain  from 
intercourse  and  not  attempt  pregnancy  for 
three  months.  On  May  4,  1954  she  con- 
ceived. After  a normal  prenatal  course  she 
delivered  a healthy  infant  at  term. 


Conclusion 

1.  The  diagnosis  of  Follicular  Syndrome, 
such  as  is  found  in  the  Stein-Leventhal 
Syndrome  should  be  made  only  after 
careful  study  to  establish  the  presence 
of  anovulatory  bleeding,  infertility,  and 
the  absence  of  adreno  - genital  syn- 
dromes. 

2.  Follicular  syndrome,  such  as  is  present 
in  the  Stein-Leventhal  Syndrome,  fre- 
quently responds  to  conservative  medi- 
cal treatment  with  corticoids.  Surgical 
treatment  should  be  restricted  to  cases 
not  responding  to  medical  treatment  or 
where  pain  is  the  predominant  symp- 
tom. 

Addenda 

At  the  time  of  this  publication,  we  can 
report  that  spontaneous  pregnancies  have 
occurred  without  further  therapy  in  cases 
I and  III. 
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DISSEMINATED  LUPUS  ERYTHEMATOSUS: 

A TWENTY-ONE  YEAR  CASE  HISTORY 

David  J.  Reinhardt  III,  M.D.*  and  Peter  P.  Potocki,  M.D.** *** 


The  disease  category  of  disseminated 
lupus  erythematosus  has  been  hnown  for 
approximately  fifty  years.  The  many  and 
varied  clinical  manifestations  of  this  con- 
dition have  been  fully  realized  only  since 
the  description  of  the  L.  E.  cell  by  Har- 
graves.^ Since  this  discovery  the  diagnosis 
of  D.L.E.  has  been  made  much  more  fre- 
quently in  a variety  of  clinical  syndromes 
which  are  not  classic  in  themselves  of  the 
disease.  However  as  more  time  elapses  it 
becomes  apparent  that  many  of  these  pa- 
tients eventually  develop  the  full  blown 
syndrome  of  acute  disseminated  lupus  ery- 
thematosus { D.L.E. ). 

It  is  the  purpose  of  this  report  to  call 
attention  to  several  atypical  features  of  the 
disease  and  to  emphasize  the  chronic,  long 
term,  variable  course  which  D.L.E.  fre- 
quently presents. 

Case  Report 

The  patient  was  a 31  year  old  white 
female  who  was  admitted  to  the  Wilmington 
General  Hospital  with  complaints  of  fever, 
facial  swelling,  eyelid  edema,  facial  rash 
and  joint  pain. 

The  patient  was  known  to  have  been 
in  good  health  until  the  age  of  10  years 
at  which  time  she  developed  occasional 
grande  mal  convulsive  seizures  which  were 
diagnosed  as  idiopathic  epilepsy.  These 
seizures  were  under  continuous  treatment 
from  the  time  of  the  diagnosis  until  approx- 
imately one  year  prior  to  present  admission. 
At  age  17  the  patient  was  told  that  she  had 
a positive  serology  and  treament  was  insti- 
tuted for  a presumptive  diagnosis  of 
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syphilis  although  no  history  of  contact  was 
ever  admitted  by  the  patient. 

The  patient  was  married  and  had  a nor- 
mal pregnancy  at  age  24.  Two  years  prior 
to  the  present  admission  the  patient’s  men- 
strual periods  began  to  produce  large  clots 
and  the  period  increased  from  five  to  eight 
days. 

One  year  prior  to  admission  the  patient 
was  found  to  have  a marked  anemia  and 
vague  arthritic  pains  with  some  joint  swell- 
ing. She  was  treated  for  the  anemia  with 
blood  transfusions.  Two  months  following 
the  transfusions  the  patient  began  to  note 
the  presence  of  purpuric  spots  on  the  arms 
and  legs.  Six  months  prior  to  admission 
she  was  seen  by  a consulting  hematologist 
who  described  her  as  being  slightly  pale 
and  noted  that  petechiae  and  ecchymotic 
areas  were  present  over  the  body,  particu- 
larly about  the  buttocks  and  lower  extremi- 
ties. No  lymph  nodes  were  noted  at  that 
time.  The  liver  was  enlarged  2 finger 
breadths  below  the  costal  margin  and  the 
spleen  was  enlarged  IV2  finger  breadths 
below  the  costal  margin.  There  was  1-f- 
pitting  edema  of  the  legs. 

Laboratory  studies  at  that  time  revealed 
a hemoglobin  of  8.4  grams  per  cent,  a red 
blood  cell  count  of  2,750,000,  a white  blood 
cell  count  of  4,800  and  5 per  cent  eosino- 
philia  with  an  otherwise  normal  differen- 
tial. The  platelet  count  was  8,000  and  the 
reticulocyte  count  was  18.8  per  cent.  The 
Coombs’  test  was  negative.  Testing  for 
platelet  antibodies  yielded  negative  results. 
Examination  of  the  bone  marrow  revealed 
generalized  hyperplasia  of  all  elements  and 
no  evidence  of  leukemic  infiltration.  The 
L.E.  test  was  negative. 

It  was  advised  that  the  patient  avoid 
further  anti-convulsive  therapy.  ACTH 
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intravenously  was  recommended  for  a 
period  of  10  days  to  be  followed  by  pre- 
dinsone,  5 mgm.  three  times  daily  for  an 
indefinite  period.  Splenectomy  was  advised 
if  these  measures  failed  to  control  the 
condition.  The  patient  continued  taking 
the  predinsone  with  good  improvement  in 
platelet  count  and  anemia  until  two  months 
prior  to  the  present  admission. 

Shortly  thereafter  she  developed  a return 
of  the  arthralgia,  occasional  epileptic 
seizures,  edema  of  the  lower  extremities,  a 
marked  edema  of  the  periorbital  areas  and 
a productive  cough.  She  was  admitted  to 
the  Wilmington  General  Hospital. 

Physical  examination  at  the  time  of 
admission  indicated  a 31  year  old  white 
female  of  average  development  and  nutri- 
tion with  a butterfly  type  erythematous 
scaling  rash  over  the  malar  regions  of  the 
face  and  the  bridge  of  the  nose.  Tempera- 
ture was  101°  F.  There  was  marked 
edema  of  the  eyelids.  The  oral  mucosa  was 
pale.  There  were  purpuric  areas  over  the 
extremities  and  conjunctiva.  No  lymph 
modes  were  noted.  The  heart  showed  no 
murmurs  and  the  pulse  rate  was  100  per 
minute.  The  blood  pressure  was  120/70  mm 
of  Hg.  The  lungs  showed  bilateral  coarse 
rales;  the  abdomen  was  slightly  distended; 
the  liver  and  spleen  were  not  palpable.  The 
knees  and  elbows  were  slightly  swollen 
and  tender. 

Laboratory  Studies 

The  hemoglobin  was  11.6  grams,  red  cell 
count  was  3,600,000  and  white  cell  count 
was  7,200  with  a normal  differential.  The 
platelet  count  was  240,000.  The  urine  show- 
ed a 2-1-  albumin  and  an  occasional  red 
and  white  blood  cell.  The  blood  sugar  was 
93  mgm  per  cent,  the  blood  urea  nitrogen 
was  41  mgm  per  cent,  total  protein  was 
5.83  gms  per  cent  with  albumin  of  2.33 
gms  per  cent  and  globulin  of  3.50  gms  per 
cent,  the  A/G  ration  being  0.66.  The  cre- 
atinine was  1.5  mgm  per  cent.  The  Kahn 
and  VDRL  tests  were  weakly  reactive. 
Three  L.E.  preparations  were  positive. 

Course 

The  temperature  ranged  from  99°  to 


103°F.  A chest  X-ray  revealed  a left 
bronchial  pneumonia  and  pleurisy  with  a 
small  effusion.  With  the  confirmed  diag- 
nosis of  D.L.E.  treatment  was  started  with 
prednisone. 

Two  weeks  after  admission  the  chest 
X-ray  was  repeated  and  showed  a marked 
massive  pleural  effusion  on  the  left.  A thora- 
centesis was  performed  and  300  cc  of  cloudy 
purulent  material  was  drawn  off  for  culture. 
This  produced  hemolytic  staphlococcus 
aureus,  coagulase  positive,  which  was  sensi- 
tive to  chloramphenicol.  This  drug  was 
started  in  a dosage  of  500  mg.  every  6 
hours. 

At  this  time  prednisolone  was  substi- 
tuted for  prednisone  and  the  dose  increased 
daily  until  a total  of  120  mg.  per  day  was 
reached  by  the  end  of  the  third  week.  In 
addition,  a combination  of  tetracycline  and 
nystatin  was  also  given  by  mouth.  The 
general  clinical  course  of  the  patient  con- 
tinued to  be  that  of  a progressive  toxemia 
without  evidence  of  remission. 

Four  weeks  after  admission  the  patient 
fell  into  a shock-like  state  from  which 
she  progressed  into  coma  and  succumbed  6 
hours  later.  Laboratory  studies  on  the  day 
of  death  indicated  a CO^  combining  power 
of  31  vol.  per  cent,  chlorides  102  mEq, 
blood  sugar  130  mg.  per  cent,  potassium 
4.5  mEq,  sodium  138  mEq,  and  the  blood 
urea  nitrogen  was  100  mg.  per  cent.  Post- 
mortem examination  was  denied. 

Discussion 

Despite  the  lack  of  autopsy  evidence 
there  can  be  little  doubt  that  this  patient 
had  an  acute  disseminated  lupus  erythema- 
tosus. While  it  is  possible  that  the  develop- 
ment of  idiopathic  epilepsy  and  the  per- 
sistently positive  serology  could  have  been 
on  the  basis  of  other  conditions,  it  seems 
quite  likely  that  these  findings  were  early 
manifestations  of  this  multi-system  disease. 
Moore  and  Lutz^  have  given  many  excel- 
lent examples  of  this  sort  of  early  abnor- 
mality in  the  extensive  follow-up  of  143 
patients  with  biologic  false  positive  ser- 
ologies, half  of  whom  eventually  developed 
a clinical  syndrome  resembling  D.L.E.  often 
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including  L.E.  cells.  Many  patients  have 
been  mentioned  in  the  literature  whose  dis- 
ease courses  have  shown  periods  of  remis- 
sion for  as  long  or  longer  than  the  present 
case.  One  patient  who  eventually  died  of 
D.L.E.  was  believed  to  have  had  the  disease 
for  a period  of  45  years  prior  to  death.® 

The  presence  of  epilepsy  in  D.L.E.  was 
considered  to  be  a coincidence  until  recent- 
ly. However  in  large  series  of  patients 
which  have  been  carefully  studied,  epilepsy 
has  been  found  to  have  an  incidence  vary- 
ing from  7 to  15  per  cent.^  This  has  caused 
confusion  in  some  centers  because  many  pa- 
tients attending  epilepsy  clinics  have  been 
noted  to  develop  other  manifestations  of 
acute  D.L.E.  and  this  was  at  first  felt  to 
be  a possible  reaction  to  the  anti-convul- 
sive  therapy.  It  is  now  realized  that  epilep- 
sy can  be  an  early  manifestation  of  the 
vasculitis  and  collagen  degeneration  in 
D.L.E. 

The  L.E.  test  of  Hargraves  has  been  an 
important  advance  in  the  diagnosis  of  this 
disease  state.  However,  it  is  evident  in  re- 
viewing patients  such  as  the  one  presented 
that  the  presence  of  L.E.  cells  in  the  peri- 
pheral blood  or  of  the  L.E.  factor  in  the 
patient’s  serum  is  a late  manifestation  of 
the  disease.  It  is  felt  by  many  investigators 
that  the  disease  process  is  an  abnormal 
immunologic  response  by  the  patient  which 
results  in  a vasculitis  with  intimal  prolifera- 
tion which  in  turn  leads  to  single  or  mul- 
tiple system  symptoms  such  as  epileptic 
seizures,  skin  lesions,  endocarditis,  poly- 
arthritis, and  glomerular  lesions,  and  the 
hematologic  abnormalities  of  leukopenia, 
hemolytic  anemia,  thrombocytopenia,  false 
positive  serology,  positive  Coombs’  test,  and 
a circulating  anti-coagulant. 

It  is  hypothesized  by  Dameshek®  that 
these  manifestations  are  on  the  basis  of  the 
formation  of  an  abnormal  globulin.  Re- 
cently such  an  abnormal  globulin  has  been 
demonstrated  by  Friou,®  using  a special 
fluorescent  antibody  technic.  He  has  shown 
that  the  pre.sence  of  the  L.E.  phenomenon 
is  dependent  upon  the  titer  of  this  abnor- 
mal globulin.  This  globulin  is  present  in 
low  titers  in  those  patients  who  are  in  early 
phases  or  remission  of  D.L.E.  It  has  been 


shown  that  the  height  of  the  globulin  in- 
creases as  the  disease  progresses  in  severity. 
The  abnormal  globulin  has  also  been  shown 
to  be  present  in  other  conditions  such  as 
rheumatoid  arthritis,  hydralazine  intoxica- 
tion and  penicillin  reactions,  all  of  which 
at  times  have  been  shown  to  give  the  L.E. 
phenomenon. 

Again,  in  these  diseases  it  appears  to  be 
a matter  of  the  titer  of  the  globulin  which 
determines  the  positivity  of  the  L.E.  test 
and  also  the  severity  of  the  disease.  One 
again  wonders  about  the  possibility  of  the 
so-called  collagen  diseases  being  of  one 
basic  etiology  and  that  etiology  being  one 
of  an  abnormal  auto-immune  mechanism. 
As  an  example,  cases  have  been  described 
which  progress  from  a mild  febrile  state 
through  classic  rheumatoid  arthritis  to  an 
acute  D.L.E.  with  L.E.  cells  present.'  It 
is  hoped  that  the  fluorescent  antibody  tech- 
nic can  be  further  developed  so  that  it  can 
be  utilized  by  the  average  hospital  labora- 
tory in  an  effort  to  identify  the  early  phases 
of  lupus  erythematosus  before  the  final 
acute  disseminated  phase  develops. 

Summary 

A case  of  disseminated  lupus  erythema- 
tosus presumed  to  have  been  present  for 
twenty-one  years  prior  to  death  is  pre- 
sented. The  early  symptoms  of  epilep.sy 
and  an  apparent  biologic  false  positive 
serology  are  emphasized  as  features  of  the 
disease  which  should  suggest  to  the  prac- 
titioner the  possibility  of  the  early  phase 
of  disseminated  lupus  erythematosus. 
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ASPIRIN  POISONING: 

TWO  ATTACKS  OF  SEVERE  HEMORRHAGIC  HYPOPROTHROMBINEMIA 
FOLLOWED  BY  AORTIC  ANEURYSMAL  RUPTURE* 

Perk  Lee  Davis,  M.D.,  Margaret  Shumway,  M.D.,  and 
Barbara  Siu,  B.A.,  M.S.** 


i Salicylates  of  various  combinations  are 
j not  as  innocuous  as  some  people  may  be- 
I lieve.  Severe  illness  and  death  may  ensue 
from  salicylate  intoxication,  even  though 
salicylate  blood  levels  are  not  high.  All 
symptoms  for  which  salicylates  are  given 
may  be  produced  by  salicylate  poisoning; 

1 fever,  aches,  pains,  vomiting,  peptic  ulcers, 
i headaches,  confusions,  urinary  symptoms, 

I acidosis,  disturbances  in  chemistry,  and 
hemorrhages.  There  is  no  correlation  be- 
tween the  amount  of  bleeding  and  serum 
I salicylate  level.  This  report  is  of  a case  of 
I severe  multiple  subcutaneous  ecchymoses, 

I epitaxis  and  hematemesis  resulting  from 
i aspirin  poisoning  followed  by  a recurrence 
I of  poisoning  eight  weeks  later  with  rupture 
I of  an  aortic  aneurysm. 

K.A.,  male,  age  68  had  been  adequately 
treated  with  penicillin  for  neurovascular 
syphylis  ten  years  previously.  He  suffered 
periodically  from  tabetic  crises  in  the  face, 
chest,  back  and  legs  as  severe  burning  spots 
and  streaks.  For  these  symptoms  he 
chronically  took  various  aspirin  prepara- 
tions. We  were  called  by  his  wife  at  3:00 
a.m.  because  he  was  vomiting  blood.  He 
could  not  stop  his  nose  from  bleeding  and 
his  body  was  covered  with  black  and  blue 
spots.  He  had  taken  over  120  tablets  of 
aspirin  (5  grain  each)  in  24  hours.  When 
we  arrived  his  skin  looked  like  a bad  case 
of  meningitic  septicemia.  Blood  prothrom- 
bin was  taken  and  fifty  milligrams  of  Ki 
oxide  (Mephyton)  was  given  intravenously. 
Fifty  milligrams  of  Mephyton  intravenous- 
ly was  repeated  in  four  hours  although  the 
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nasal  bleeding  had  stopped  within  two 
hours.  The  original  prothrombin  was  0 
per  cent.  In  24  hours  the  prothrombin 
time  was  38  per  cent,  in  forty-eight  hours 
it  was  100  per  cent.  He  steadily  improved. 
He  was  given  1000  mg.  cevitamic  acid  and 
30  mg.  mephyton  orally  daily  for  10  days. 
He  returned  to  work.  Eight  weeks  later 
hemorrhages  from  nose,  stomach  and  into 
the  skin  recurred  with  the  addition  of  se- 
vere pain  in  the  left  lumbar  region  and 
shock.  Prothrombin  time  was  0 per  cent. 
He  had  swallowed  one  'hundred  eighteen  5 
grain  aspirins  in  24  hours  previously,  and 
even  though  nose  bleeds  started  he  con- 
tinued to  take  more  and  more  aspirins,  the 
number  unknown.  He  was  typed  and  cross 
matched  for  500  cc.  of  whole  blood.  He 
was  given  50  mg.  Mephyton  intravenously. 
He  was  sent  to  the  hospital  with  the  diag- 
nosis of  hemorrhages,  hypoprothrombin- 
emia  due  to  aspirin  poisoning  with  rupture 
of  aneurysm  of  abdominal  aorta. 

He  bled  to  death  before  vessal  graft  could 
be  used. 

Autopsy  showed  area  of  rupture  0.5  cm. 
at  the  coeliac  axis  with  retroperitoneal 
hemorrhage. 

Because  of  vascular  syphlis  and  severe 
atherosclerosis  the  aneurysm  may  have  rup- 
tured sometime  in  the  future.  But  aspirin 
poisoning  had  caused  hypoprothrombin- 
emia  with  the  result  that  intravascular 
pressure  effects,  plus  no  clotting  power 
made  control  of  bleeding  impossible. 

Summary 

1.  Two  severe  attacks  of  aspirin  poison- 
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ing  with  hemorrhagic  hypoprothrom- 
binemia  contributed  to  rupture  of  an 
abdominal  aortic  aneurysm. 

2.  Mephyton  (Ki  oxide)  intravenously 
and  orally  contributed  markedly  to 
inducing  a remission  from  the  first 
attack  of  bleeding  from  aspirin  or 
other  drugs  which  lower  prothrombin 
time. 

3.  The  use  of  Mephyton  (Kj  oxide)  in- 


travenously and  orally  is  recommend- 
ed in  instances  of  hemorrhage  and 
bleeding  induced  by  aspirin  or  other 
drugs  which  lower  prothrombin  per- 
centages dangerously. 

4.  A case  of  rupture  of  an  abdominal 
syphilitic  aortic  aneurysm  to  which 
aspirin  poisoning  and  hypoprothrom- 
binemia  contributed  to  rupture,  hem- 
orrhage and  death  is  reported. 
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A Case  Report  of 

> MILIARY  TUBERCULOSIS  AND  TUBERCULOUS  MENIN- 
GITIS TREATED  WITH  TRYPSIN  AND  ANTIBIOTICS: 

One  Year  Follow-up 


Ch,  Rapoport,  M.D.* 


i A male  child,  age  10,  was  admitted  to 

}i  our  ward  on  March  22,  1956.  For  two  weeks 
prior  to  admission  the  patient  had  been 
running  a temperature  of  39.5°  C.  at  home, 
with  prominent  cough  and  dyspnea.  His 
past  history  was  irrelevant  except  that  at 
the  age  of  seven  months  the  patient  had 
' been  hospitalized  in  Morocco  and  put  in 
i plaster  cast  for  a period  of  eight  months. 

On  discharge,  at  that  time,  the  parents 
\ noted  a gibbus. 

I On  the  present  admission  the  findings 
f of  the  physical  examination  were  as  follows: 

The  patient  was  drowsy  and  at  times 
I irritable.  The  state  of  nutrition  was  poor. 
Marked  dyspnea  and  cyanosis  were  present. 
Alae  nasi  were  dilated.  He  had  a marked 
angular  scoliosis.  Numerous  fine  rales  were 
elicited  over  the  lungs.  Neurological  exami- 
nation was  negative.  No  pathological  re- 
flexes were  evident.  Temperature  39°  C. 
Pulse  160  p/m  and  regular.  X-ray  of  the 
chest  showed  extensive  miliary  seeding  over 
both  lung  fields.  X-ray  of  the  spine  showed 
severe  kyphoscoliosis,  secondary  to  the  de- 
struction of  the  lower  dorsal  vertebrae. 

Laboratory  Studies: 

1.  Blood:  R.B.C.  3,500,000  per  cmm.  Hb 
9.7  gm.  W.B.C.  8500.  Differential:  stab 
39  per  cent,  segment  52  per  cent.  Mono 
1 per  cent,  Lympho  8 per  cent,  sedimen- 

* Petach  Tikwa,  Israel. 


tation  rate,  37  mm.  per  hour;  59  after 
two  hours. 

2.  Urine:  Negative,  except  for  trace  of 
albumin. 

I 

3.  Lumbar  puncture:  Cells  9,  Pandy  posi- 

tive, albumin  60  mgm.  per  cent  sodium- 
chloride  118  mgm-  per  cent,  trypsin 
negative.  Spinal  fluid  for  Koch’s  bacil-  ; 

lus  culture  and  guinea  pig  inoculation 

was  obtained.  These  tests  were  reported  I 

as  negative  at  a later  date.  * 

Mantoux  Test:  1:1000  was  negative  on  | 

admission;  a second  test  after  three  days 
was  read  as  4 plus  positive. 

i 

Treatment: 

The  patient  was  given  streptomycin  - 1 
gm.  daily  intramuscularly;  Rimifon  150 
mgm.  daily,  and  P.A.S.  4 gm.  daily.  This  : 

schedule  of  treatment  was  continued  un-  i 

( 

interrupted  for  26  days.  | 

On  the  18th  of  April  the  patient  was  \ 

re-evaluated.  Clinically  he  was  deteriorating 
rapidly  though  dyspnea  and  cyanosis  had  |i 

improved  slightly.  His  mental  condition  \ 

became  worse.  He  was  totally  unresponsive  | 

and  refused  food  and  drink.  Numerous  ex-  \ 

coriating  lesions  of  the  mouth  and  buccal 
mucosa  were  present,  and  marasmus  was 
prominent.  Temperature  was  39.5°  C.  > 

Neurological  examination  revealed  no  defi- 
nite pathological  findings.  Examination  of 
the  fundus  was  negative. 
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Laboratory  studies  mentioned  on  admis- 
sion were  repeated  and  showed  no  change, 
except  for  the  sedimentation-rate,  which 
went  up  to  70  mm.  per  hour.  Urinary  ex- 
cretion of  17  ketosteroids  in  24  hours  was 
2.5  mgm.  X-ray  of  the  chest  showed  ex- 
tensive miliary  seeding  over  both  lung  fields. 
No  improvement  was  noted. 

On  April  18,  1956,  trypsin  in  oil*  in 
dosage  of  2.5  mgm.  intramuscularly  twice 
daily  was  added  to  the  treatment  outlined 
above.  The  only  other  change  made  was 
reducing  the  dose  of  streptomycin  from  1.0 
gm.  to  0.5  *gm.  daily  by  the  intramuscular 
injection. 

After  10  days  of  combined  treatment  a 
dramatic  clinical  improvement  took  place. 
Fever  dropped  to  a subfebrile  level;  the 
patient  started  to  eat  voraciously  and  re- 
sponded to  his  environment  fully. 

On  the  7th  of  May,  1956,  or  18  days 
after  the  initiation  of  the  combined  treat- 
ment of  trypsin  with  the  outlined  antibi- 
otics he  was  moving  freely  about  the  ward. 

On  the  15th  of  May,  his  temperature  had 
returned  to  normal  and  remained  so.  The 
patient  gained  2 kg.  in  weight.  Treatment 
with  trypsin  was  continued  until  the  24th 
of  May,  1956. 

Results: 

X-ray  was  taken  on  the  15th  of  June, 
1956,  which  was  less  than  two  months  after 
the  start  of  the  complete  clearing  of  the 
pulmonary  lesion.  The  schedule  of  antibi- 
otics was  changed  by  the  stoppage  of  P.A.S. 
and  the  continuation  of  Nicotibine,  150 
mgm.  daily  and  streptomycin  0.5  gm.  every 
third  day. 

X-ray  was  repeated  at  monthly  intervals 
and  remained  stable  as  compared  to  the 
X-ray  of  the  15th  of  June,  1956.  The 
patient  remained  clinically  well,  attending 
the  regular  children’s  school  in  the  hospital 
at  full  activity,  except  for  mid-day  rest. 
Laboratory  examinations  and  X-rays  re- 
main within  normal  limits  until  the  present, 
30th  of  March,  1957. 

Antibiotics  are  being  continued. 

* Parenzyme:  I'he  Nalional  Drug  Company,  Philadelphia 

44,  Pa. 


Discussion  I 

The  treatment  of  miliary  and  meningeal  I 
tuberculosis  has  improved  with  the  addition  1 
of  Isoniazid’  -.  But  the  addition  of  Isoniazid  | 
to  the  armamentarium  of  treatment  did  not  1 
reduce  significantly  the  complication  al-  ' 
legedly  due  to  the  inflammatory  process  and 
subsequent  formation  of  fibrinous  exudate. 
Numerous  efforts  have  been  made  to  reduce 
the  incidence  and  extent  of  the  inflamma- 
tory reaction.  The  use  of  intrathecal 
tuberculin  has  met  with  varied  responses. 
While  some  have  reported  dramatic  im- 
provement in  seemingly  hopeless  situa- 
tions* others  have  had  very  bad  untoward 
toxic  reactions®. 

The  use  of  streptokinase  has  resulted  in 
conflicting  reports,  and  has  been  discarded 
by  the  majority  of  authors.  Fletcher®  ques- 
tions the  results  on  the  basis  of  inadequate 
dosage  of  the  enzyme. 

Ashby  and  Grant’  reported  success  due 
to  the  early  use  of  cortisone.  Bulkeley* 
treated  patients  with  ACTH.  These  investi- 
gators used  the  steroids  under  the  coverage 
of  an  antibiotic  umbrella  and  reported  a 
lessened  mortality.  Feldman  et  al®,  after 
studying  the  effects  of  cortisone  and  hydro- 
cortisone on  pia-arachnoid  adhesions  in 
cats,  concluded  that  these  drugs  inhibit  the 
formation  of  foreign  body  giant  cell  granu- 
lomata  which  are  commonly  found  in  un- 
treated animals. 

We  report  a case  of  miliary  and  meningial 
tuberculosis  treated  in  conjunction  with 
intramuscular  trypsin  in  oil.  Trypsin  was 
added  to  the  three  antibiotics  used  for 
several  reasons. 

1.  The  accepted  treatment  followed  for  a 
period  of  26  days  brought  no  improve- 
ment. 

2.  The  anti-inflammatory  effect  of  trypsin 
in  conjunction  with  antibiotics  was 
shown  to  be  effective  in  the  treatment 
of  tuberculous  lymphadenitis  refractory 
to  the  accepted  measures  of  treatment"'. 

3.  Because  no  untoward  reaction  to  the 
administration  of  trypsin  in  oil  has  been 
noted  in  those  cases  where  it  has  been 
used  previously. 
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Summary  and  Conclusion 

1.  A case  of  miliary  and  meningial  tuber- 
culosis was  treated  with  intramuscular 
trypsin  in  oil  simultaneously  with  three 
antibiotics  commonly  used  in  this  en- 
tity. 

2.  Trypsin  was  added  because  the  anti- 
biotics used  for  26  days  failed  to  bring 
forth  an  improvement,  clinical  or  ro- 
entgenolgical. 

3.  After  18  days  of  combined  trypsin- 
antibiotic  treatment  the  patient,  origi- 
nally moribund,  was  moving  about  free- 
ly in  the  ward. 

4.  After  one  month  of  combined  treatment 
the  temperature  returned  to  normal  and 
remained  so  henceforth. 

5.  After  two  months  of  combined  treat- 
ment there  was  complete  resolution  of 
the  pulmonary  lesion. 

6.  After  a follow-up  of  one  year  the  pa- 
tient’s condition  remains  stable. 


7.  No  side-effects  were  noted  during  or 
after  the  combined  treatment  which  was 
continued  for  only  36  days. 

8.  It  is  suggested  that  trypsin  in  oil  be 
considered  for  use  as  an  adjunct  with 
antibiotics  in  the  treatment  of  cases  of 
miliary  and  meningeal  tuberculosis. 

REFERENCES 

1.  Clarck,  C.  M..  Elmendorf,  D.  F.,  Jr.,  Cawthone,  W.  U., 
Muschenhein,  C.  and  McEtermott,  W.:  I.soniazid  (isonico- 
linic  acid  hydrazide)  in  the  treatment  of  miliary  and 
meningeal  tuberculosis.  Am.  Rev.  Tuberc.,  66:391  (Oct) 

1952. 

2.  Lawson.  .1.  H.,  Lees.  A.  W.,  Allan,  W.  O.,  and  Mc- 
Kensie,  I’.:  Streptomycin  and  isoniazid  in  acute  miliary 
tul)erculosis.  Brit.  M.  J.  2:840  (Oct)  1954. 

3.  Cairns.  H.,  Smith,  H.  V.  and  Vollum,  R.  L.:  Tubercu- 
losis meningitis,  J.A.M.A.  144:92  (Sept)  19.50. 

4.  Smith,  H.  V..  and  Vollum,  R.  L,:  Effects  of  intrathecal 
tuberculin  and  streptomycin  in  tuberculous  meningitis, 
Lancet:  2:275  (Aug)  1950. 

5.  Robinson,  A.,  and  Ro,  Y.  H.:  Tuberculous  meningitis  in 
infants  and  children,  A.  J.  Dis.  Child.  87:139  (Feb) 
1954. 

6.  Fletcher,  A.  P.:  Intrathecal  tuberculin  with  streptokinase 
in  tul)erculous  meningitis,  ,1.  Clin.  Invest.  33:69  (Jan) 
19,54. 

7.  A.shby,  M.  and  Grant,  H.:  Tuberculous  meningitis 

treater!  with  corti.sone.  Lancet  1:65  (Jan)  1955. 

8.  Bulkeley,  W.  C.  M.:  Tuberculous  meningitis  treated 

with  ACTH  and  isoniazid,  Brit.  M.  J.  2:1127  (Nov) 

1953. 

9.  Feldman,  S..  Behar,  A.  J.  and  Samueloff,  M.:  Effect  of 
cortisone  and  hydrocortisone  on  pia-arachnoid  adhesions; 
an  experimental  study.  Arch.  Neurol.  Psychiat.  74:681 
(l)ec)  1955. 

10.  Rapoport.  C.:  The  treatment  of  tuberculous  lympha- 

denitis and  tuberculous  hstulae  with  trypsin,  to  be  pub- 
lished in  the  J.  Dis.  Chest.  . 


170 


Delaware  State  Medical  Journal 


June,  1958 


WOMAN’S 

In  spite  of  the  severe  winter  this  year 
has  been  one  of  the  busiest  in  the  history 
of  the  New  Castle  County  Medical  Auxil- 
iary. The  executive  committee  and  officers 
have  been  an  enthusiastic  source  of  inspira- 
tion in  planning  and  carrying  out  this  year’s 
work.  We  can,  indeed,  say  to  each  one  of 
them  and  to  their  committees,  “Well  done!” 

Mental  health  has  been  a major  project. 
Under  the  capable  direction  of  the  com- 
mittee chairman,  Mrs.  Herbert  M.  Baganz, 
we  have  undertaken  the  job  of  re-organizing 
the  library  of  the  Delaware  State  Hospital. 
We  have  about  20  members  who  serve  as 
volunteer  workers  in  that  library  where 
they  are  kept  busy  sorting  and  collecting 
books  and  magazines,  and  pushing  the 
library  cart  to  the  various  wards  of  the 
hospital.  In  December,  over  250  books  and 
$25  were  donated  to  this  project,  and  later 
we  appropriated  the  necessary  $250  to  pur- 
chase some  needed  equipment  for  re-cata- 
loguing the  books.  Mrs.  Gerald  O.  Poole, 
an  auxiliary  member  and  trained  librarian, 
is  directing  the  latter  phase  of  the  program. 
We  also  conducted  a successful  booth  at 
the  Delaware  State  Hospital  Fair  on  Sep- 
tember 24  under  the  direction  of  Mrs. 
James  B.  Dukes. 

Our  president-elect  and  program  chair- 
man, Mrs.  Joseph  J.  Davalos,  has  presented 
many  interesting  programs  during  the  year. 
In  September,  Mrs.  Mary  Pedrick,  director 
of  social  services  at  Delaware  State  Hos- 
pital, discussed  mental  health  and  showed 
a film  “Someone  Who  Cares”.  Our  Novem- 
ber meeting  featured  our  State  Poet  Lau- 
reate, Mrs.  John  G.  Leach.  January 
brought  a film  and  talk  on  safety  with  our 
safety  chairman,  Mrs.  I.  Lewis  Chipman,  Jr. 
in  charge.  In  March  we  had  a program  on 
the  Milk  Bank.  Mrs.  G.  Barrett  Heckler 
has  arranged  all  of  our  luncheon  meetings 
at  the  University  Club  and  has  reported  an 
average  attendance  of  40  members. 

On  February  1,  we  held  a dinner  dance 
at  the  Hotel  du  Pont  under  the  excellent 


AUXILIARY 

direction  of  Mrs.  Allston  J.  Morris.  In  spite 
of  a blizzard  that  day,  we  had  about  60 
couples  present.  Corsages  were  made  by 
some  of  the  Auxiliary  members  under  the 
direction  of  Mrs.  Davalos  and  Mrs.  John 
W.  Howard.  The  proceeds  from  the  sale  of 
these  flowers,  $113.75  has  been  sent  to  the 
Drs.  Edgar  and  Elizabeth  Miller,  who  are 
engaged  in  missionary  work  in  Nepal. 

This  year  we  hope  to  double  our  annual 
A.M.E.F.  contribution.  Mrs.  Willard  Pres- 
ton, chairman  of  this  project,  has  stressed 
memorial  contributions,  and  is  also  in 
charge  of  the  A.M.E.F.  bake  table  at  our 
annual  bridge  party  in  April. 

Under  the  direction  of  Mrs.  Morris  Har- 
witz,  a prize  is  chanced  off  at  each  meeting, 
and  the  money  is  turned  over  to  this  same 
fund. 

Mrs.  James  T.  Metzger,  our  sewing  chair- 
man, has  reported  that  a total  of  7 morning 
and  evening  meetings  have  been  held  so  far 
this  year  during  which  time  110  baby  gowns 
and  20  blankets  have  been  completed  and 
turned  over  to  the  Visiting  Nurses  Asso- 
ciation. Mrs.  Peter  J.  Olivere  has  also  ob- 
tained over  50  subscriptions  to  “Today’s 
Health”  for  our  auxiliary. 

Our  civil  defense  chairman,  Mrs.  Joseph 
M.  Messick  displayed  a sample  “disaster 
car  kit”  at  one  of  our  meeetings,  and  our 
legislative  chairman,  Mrs.  David  J.  Rein- 
hardt, has  kept  us  well  informed  on  state 
and  national  bills  pertaining  to  medical 
legislation.  We  sent  a letter  to  our  Con- 
gressional Representative,  Mr.  Harry  Has- 
kell, opposing  the  Farand  Bill. 

Mrs.  James  P.  Aikins  reports  a total 
membership  in  our  auxiliary  of  220  with 
165  paid  members  to  date.  She  and  Mrs. 
Robert  D.  Hunt  have  worked  diligently  on 
this  committee  and  have  attempted  to  make 
personal  calls  on  all  new  members.  Mem- 
bership status  will  be  revised  by  Mrs.  John 
Howard  and  her  committee  this  year. 
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BANK  WITHOUT  BANKING  HOURS 


The  Blood  Bank  of  Delaware,  a non- 
profit service  organization,  has  made  a sig- 
nificant contribution  to  blood  banking  in 
the  state  of  Delaware  during  the  three 
years  of  its  existence.  While  not  dealing 
directly  in  blood  itself,  the  Blood  Bank  of 
Delaware  has  provided  a workable  and 
working  method  by  which  responsible 
citizens  can  protect  themselves  against  the 
problems  of  whole  blood  replacement,  at  the 
same  time  lifting  some  of  the  burden  of 
dealing  with  prospective  donors  from  the 
weary  shoulders  of  Delaware’s  community 
hospitals.  As  membership  continues  to  grow, 
the  plan  should  play  an  increasingly  greater 
role  on  the  state’s  blood  banking  scene. 

The  Blood  Bank  owes  its  conception  and 
much  of  its  vitality  to  James  F.  McCloskey, 
a Wilmington  lay  leader  in  Delaware’s  hos- 
pital affairs.  Mr.  McCloskey,  who  serves  as 
chairman  of  the  board  of  St.  Francis  Hos- 
pital, vice-president  of  the  Delaware  Blue 
Cross-Blue  Shield  plan  and  secretary  to 
the  Governor’s  Advisory  Council  on  Civil 
Defense,  began  formulating  plans  for  a 
subscriber-based  whole  blood  replacement 
program  in  1954.  Approached  by  a group 
which  had  encountered  a severe  blood  re- 
placement problem,  Mr.  McCloskey,  an- 
swered with  a proposal  that  matured  into 
the  Blood  Bank  of  Delaware. 

The  most  startling  aspect  of  the  plan  is 
its  simplicity.  With  membership  open  to 
any  adult  resident  of  Delaware,  its  benefits 
are  limited  to  subscribers  and  their  depend- 
ents. In  addition  to  paying  one  dollar 
enrollment  fee  and  a dollar  annual  dues, 
the  Blood  Bank  subscriber  undertakes  to 
provide,  when  called  upon,  not  more  than 
one  pint  of  medically-acceptable  whole 
blood  per  year.  In  actual  practice,  it  has 
never  been  necessary  to  call  subscribers 
this  often.  At  present  calls  are  being  made 


at  the  rate  of  once  every  five  or  more  years. 
The  interval  occurs  because  the  Blood  Bank 
supplies  donors  to  the  hospitals  only  as 
blood  is  used  by  subscribers  and  no  sub- 
scriber may  be  called  twice  until  all  have 
been  called  once. 

In  return  for  accepting  this  obligation, 
the  subscriber  is  guaranteed  unlimited  re- 
placement of  all  the  whole  blood  he  and 
his  family  may  receive  at  any  community 
hospital  in  Delaware,  without  cost  for  the 
blood  itself.  The  subscriber  remains  respon- 
sible for  laboratory  and  administration  fees, 
but  Blood  Bank  membership  saves  him  $25 
of  the  total  cost  of  $37.50  per  transfusion. 
In  three  years  the  Blood  Bank  has  supplied 
5,600  pints  of  whole  blood  to  Delaware 
hospitals  in  replacement  for  blood  adminis- 
tered to  subscribers  and  dependents.  The 
2,800  pints  thus  replaced  represent  a total 
bill  of  $70,000. 

Out-of-state  coverage  is  provided  on  an 
emergency  basis  only.  A subscriber  or  de- 
pendent overtaken  by  accident  or  illness 
during  a brief  absence  from  the  state  (such 
as  a vacation  or  business  trip)  receives  the 
same  guarantee  of  unlimited  replacement. 
A subscriber  or  dependent  who  leaves  the 
state  for  the  purpose  of  hospitalization  else- 
where is  not  covered. 

Non-residents  in  near-by  states  may  take 
out  a conditional  membership  which  will 
provide  equal  benefits,  provided  they  are 
under  treatment  at  a hospital  in  Delaware. 

Persons  unable  or  unwilling  to  give  blood 
personally  are  not  excluded  from  member- 
ship. A subscriber  has  three  means  of  pro- 
viding blood  in  fulfillment  of  his  obligation: 
he  can  give  it  himself,  obtain  a substitute 
donor  or  buy  one  pint  at  the  prevailing  $25 
rate. 
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The  simplicity  of  the  Blood  Bank  plan 
combined  with  the  clear  need  for  indi- 
viduals and  families  to  provide  against  the 
necessity  of  paying  for  or  replacing  quanti- 
ties of  whole  blood,  have  combined  to  make 
the  Blood  Bank  a popular  program. 
Through  the  efforts  of  its  first  executive  di- 
rector, Frank  Gallagher,  who  assumed  his 
duties  in  November,  1954,  the  initial  re- 
quirement of  5,000  subscribers  was  met  by 
the  following  May.  At  the  time  of  its  third 
anniversary,  the  Blood  Bank  can  boast  of 
nearly  28,000  subscribers,  who  with  their 
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dependents  account  for  a quarter  of  the 
state’s  population. 

Although  such  growth  in  such  a short 
time  is  almost  phenomenal,  the  Blood  Bank 
has  set  its  sights  high.  So  long  as  a single 
citizen  of  Delaware  remains  unprotected  by 
the  Blood  Bank  program,  missionaries  will 
be  needed.  It  is  the  hope  of  the  Blood  Bank 
through  its  directors  that  the  medical  pro- 
fession will  utilize  their  valued  physician- 
patient  relationship  to  advance  this  worthy 
cause. 
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The  Medical  Council  of  Delaware  and 
the  State  Board  of  Medical  Examiners  have 
recently  ruled  that  no  graduate  of  a foreign 
medical  school,  either  already  in  this 
country  or  yet  to  come,  will  be  accepted 
for  licensure  examination  without  having 
successfully  completed  the  examinations  of 
the  Educational  Council  for  Foreign  Medi- 
cal Graduates.  This  is  a recently  instituted 
program,  designed  to  insure  that  successful 
examinees  have  demonstrated  an  acceptable 
knowledge  of  medicine. 


The  Council  and  the  Board  further  rec- 
ommend that  each  hospital  in  Delaware  re- 
quire completion  of  the  examinations  by 
prospective  internes  and  residents  who  are 
graduates  of  foreign  medical  schools.  This 
would  insure,  other  criteria  having  been 
met,  that  house  officers  are  prospectively 
eligible  for  the  Delaware  license. 

Further  information  about  the  examina- 
tions may  be  obtained  from  the  Educational 
Council  for  Foreign  Medical  Graduates, 
1710  Orrington  Avenue,  Evanston,  Illinois. 
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CENTRAL  REPOSITORY  FOR  MEDICAL  CREDENTIALS 


The  Secretary  General  of  The  World 
Medical  Association  announced  that  on 
July  1,  1958,  the  services  of  a Central  Re- 
pository for  Medical  Credentials  will  be- 
come available  to  the  doctors  of  the  world. 
All  judicious  precautions  will  be  exercised 
to  protect  the  records  of  depositors. 

During  war  and  national  uprisings,  medi- 
cal records  are  destroyed  or  lost.  The  plight 
of  hundreds  of  doctors  who  fled  from  their 
homelands  during  World  War  II  and  the 
more  recent  Hungarian  uprising  stimulated 
The  World  Medical  Association  to  under- 
take means  assuring  the  doctor  that  he  will 
always  be  able  to  prove  himself  medically 
trained  and  fully  accredited  to  practice 
medicine.  Today,  many  doctors  are  work- 
ing as  laborers  or  research  assistances  as  a 
result  of  the  loss  or  destruction  of  their 
original  credentials  and  the  lack  of  a pro- 
tective service  in  which  authenticated 
copies  could  be  deposited. 

The  development  of  the  Central  Reposi- 
tory for  Medical  Credentials  has  been  in 
process  for  approximately  four  years.  Dur- 
ing that  period,  detailed  studies  revealed: 

. . . The  need  for  and  interest  of  the  medical 
profession  in  this  service 
. . . The  wide  variations  between  countries 
in  the  legally  acceptable  form  of  medi- 
cal credentials  in  establishing  qualifica- 
tion to  practice 

. . . The  best  method  of  identifying  the  in- 
dividual and  his  right  to  the  medical 
credentials 

. . . The  lowest  feasible  service  rate  to  assure 
the  life-time  utilization  of  the  service  for 
every  doctor  in  the  world 
. . . Techniques  of  national  and  internation- 
al processing  of  the  application  and 
credentials. 

Cost  of  Service 

The  life-time  cost  of  the  service  on  a one- 
payment  basis  to  the  newly  graduated  doc- 
tor is  approximately  $60.00  (USA).  An 
actuarial  schedule  has  been  established  for 
doctors  in  the  various  age  groups.  A ten 
year  service  rate  is  also  available. 

Provisions  have  been  effected  for  the  de- 
positor to  add  additional  credentials  he 


receives  to  his  file  in  the  Repository  at  a 
minimal  service  charge. 

Credentials  Warranting  Repository  Service 
The  officials  of  the  Repository  recommend 
that  doctors  deposit  their  credentials  in  a 
form  legally  acceptable  in  the  country  or 
countries  in  which  they  would  desire  to  es- 
tablish themselves  as  qualified  to  practice 
medicine.  It  suggests  that  the  credentials 
so  deposited  include 
. . . Official  medical  school  record 
. . . Medical  diploma 
. . . Specialist  credentials 

Photostatic  or  microfilm  copies  of  the 
original  credentials  are  recognized  or  com- 
ing to  be  recognized  in  an  increasing  num- 
ber of  countries.  However,  some  countries 
still  require  authenticated  copies  of  the 
original  or  the  original  record  itself.  It  is 
hoped  that  the  medical  profession  in  coun- 
tries not  now  recognizing  microfilm  copy 
as  legally  acceptable  will  undertake  the 
project  of  having  it  so  recognized. 
Promoting  the  Repository 

The  cooperation  of  the  national  medical 
associations,  their  component  local  societies, 
the  medical  press  and  the  para-medical 
press  is  essential  in  developing  programs  of 
education  and  promotion  in  providing  the 
doctors  of  the  world  with  information  on 
the  availability  of  and  the  need  for  utilizing 
the  service  of  the  Central  Repository. 

While  the  fundamental  basis  of  the  medi- 
cal profession  is  man’s  humanity  to  man, 
and  one  of  the  objectives  of  The  World 
Medical  Association  is  to  promote  world 
peace,  the  scientific  education  of  the  doctor 
directs  his  objective  analysis  of  facts — world 
wide  as  well  as  medical.  The  Central  Re- 
pository for  Medical  Credentials  is  a neces- 
sary precaution  to  assure  the  doctor  that 
he  can  always  prove  himself  medically  quali- 
fied to  practice  his  profession  should  the 
diplomats  and  the  governments  they  repre- 
sent fail  in  their  efforts  to  achieve  world 
peace. 

The  World  Medical  Association 

10  Columbus  Circle 

New  York  19,  New  York 
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AMA  CITES  DOCTOR  PLACEMENT  "SUCCESS  STORIES" 


How  a local  Grange  led  a community- 
wide campaign  to  attract  a doctor  and  how 
a state  medical  society  promoted  the  serv- 
ices of  its  doctor  placement  service  are  con- 
stant reminders  of  the  work  being  carried 
on  throughout  the  country  to  match  com- 
munities needing  a doctor  with  physicians 
seeking  a suitable  place  to  practice  medi- 
cine. Typical  community  success  story 
which  has  been  brought  to  the  attention  of 
the  AMA’s  Placement  Service  recently  is 
that  of  Windsor’s  Cross  Roads,  N.  C. — 
population,  125  families. 

Here  the  30-member  Grange  organized 
a Community  Development  Organization  to 
raise  funds  for  a six-room  medical  clinic 
and  encouraged  Dr.  Irvin  G.  Sherer  and 
his  wife  to  settle  there  after  his  discharge 
from  the  Navy.  For  its  efforts  in  this 
project,  the  local  Grange  won  the  $1,000 
first  prize  in  the  North  Carolina  State 
Grange  Community  Service  Contest  and 
placed  fourth  in  the  National  Grange  con- 
test. All  of  the  credit  for  this  community’s 


success  goes  to  its  citizens.  The  Medical 
Society  of  the  State  of  North  Carolina 
placement  service  simply  sent  Dr.  Sherer  a 
list  of  vacancies,  and  the  citizens  of  Wind- 
sor’s Cross  Roads  did  the  rest. 

An  example  of  how  a state  medical  so- 
ciety promoted  its  doctor  placement  serv- 
ice is  that  of  the  Medical  Association  of  the 
State  of  Alabama.  A story  last  July  in  the 
Birmingham  News — which  later  was  writ- 
ten into  the  Congressional  Record— points 
up  the  fact  that  42  communities  in  the 
state  need  doctors  and  that  young  doctors 
oftentimes  cannot  afford  to  settle  in  small 
towns  without  some  financial  assistance. 
The  article  cites  cases  where  communities 
have  induced  doctors  to  come  to  their  areas 
by  providing  clinics,  equipment  or  rent- 
free  housing  for  the  first  years.  In  addi- 
tion, the  article  explains  how  the  placement 
service  operates — emphasizing  the  fact  that 
the  society  acts  as  a clearing  house  but  that 
‘it’s  up  to  the  town  and  the  doctor  to  get 
together.” 


AMA  PREPARES  NEW  TV  HEALTH  FILMS 


The  American  Medical  Association  an- 
nounces that  two  new  10-minute  films  will 
be  available  about  February  1 for  use  on 
local  television  and  for  showings  to  school 
and  church  groups.  “The  Silent  Killer” 
deals  with  the  dangers  of  carbon  monoxide 
poisonings  from  gasoline  exhausts.  “Out  of 
Step”  tells  the  dramatic  story  of  an  acci- 
dent which  occurs  to  a child  whose  father 
has  always  ridiculed  safety  measures,  first 
aid  and  other  so-called  “boy  scout”  ideas. 


The  Scouts,  of  course,  come  to  the  rescue 
in  the  end! 

Both  of  these  black-and-white  sound 
films  are  available  on  loan  to  medical  so- 
cieties, local  television  stations  (with  medi- 
cal society  approval),  health  departments, 
voluntary  health  agencies  and  schools.  Only 
charge  is  for  return  shipping.  These  films 
were  developed  by  the  Bureau  of  Health 
Education  and  produced  by  the  Marshall 
Organization.  W.  W.  Bauer,  M.D.,  Bureau 
director,  serves  as  narrator. 
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the  clinical  results  are  positive  when 


restores  positive  nitrogen  balance 

The  anabolic  effects  of  Nilevar  are  quickly  manifest  both  to  the  patient 
and  to  the  attending  physician. 

When  loss  of  nitrogen  delays  postsurgical  recovery  or  stalls 
convalescence  after  acute  illness  and  in  severe  burns  and  trauma, 

Nilevar  has  been  found  to  effect  these  responses; 

• Appetite  improves  • The  patient  feels  better 

• Weight  increases  • The  patient  recovers  faster 

Similarly  Nilevar  helps  correct  the  “protein  catabolic  state”  associated 
with  prolonged  bed  rest  in  carcinomatosis,  tuberculosis,  anorexia  nervosa 
and  other  chronic  wasting  diseases. 

Nilevar  is  unique  among  anabolic  steroids  in  that 
androgenic  side  action  is  minimal  or  absent  in  appropriate  dosage. 

Nilevar  (brand  of  norethandrolone)  is  supplied  as  tablets  of  10  mg.  and 
ampuls  (1  cc.)  of  25  mg.  The  dosage  of  both  forms  is  from  10  to  50  mg.  daily. 


i 


s 


Research  in  the  Service  of  Medicine. 

G.  D.  SEARLE  & CO.,  CHICAGO  80,  ILLINOIS 


Delaware  State  Medical  Journal 


June,  1958 


!, . 

- V in  each  of  these  indicatioiis 
for  a tranquilizer . . . 


SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
broncho  spasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonia 


Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied : 10. 25  and  100  mpr.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion. 10  cc.  multiple-dose  vials. 
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USE 

POLYSPORIN 


5 


POLYMYXIN  B-BACITRACIN  OINTMENT 


Drand 


For  topical  use:  in  Vx  oz.  and  1 oz.  tubes* 
For  ophthalmic  use:  in  ’/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe.  N.  V* 


•SI  w 


/ 


Gastric  distress  accompanying  ‘‘predni-steroid" 
therapy  is  a definite  clinical  problem  —well 
documented  in  a growing  body  of  literature. 


Ill  » t!if  •-= 

*'-d  prop  <‘li- 

= lli-  ■ : ' 

^ ^ ck.  J.  K 
- 5":20 -9 


tr  * 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid"  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  co-deltra  or  co-hydeltra. 


liDeltra. 

PREDNISONE  BUFFERED 

It  le  compressed  tablets 


pro>dde  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


PREDNISOLONE  BUFFERED 


2.5  mg.  or  5.0  mg.  of  prednisone  I 
or  prednisolone,  plus  300  mg.  of  : 
dried  aluminum  hydroxide  gel  : 
and  50  mg.  magnesium  trisili-  ! 
cate,  in  bottles  of  30,  100,  500.  S 


MERCK  SHARP  & DOHME  Division  of  MERCK  & C0„  Inc,  Philadelphia  l.  Pa. 
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flavor -timed”  dual-action 

CORONARY  VASODILATOR 


)ilcopoii 


TRADEMARK 


ORAL  (tablet  swallowed  whole) 

for  dependable  prophylaxis 

SUBLINGUAL-ORAL 

for  immediate  and 

sustained  relief 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain)  — acts  quickly 

CITRUS  "FLAVOR-TIMER"  — 

signals  patient  when  to  swallow 

PENTAERYTHRITOL  TETRANITRATE- 

15  mg.  (1/4  grain)  — prolongs  action 


>f  ANGINA  PECTORIS 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 


lABORATORIIS  Niw  TOtK  tl.  N v. 


PROTECTION  AGAINST  LOSS  OF  IN- 
COME FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


COME  FIOM 


60  TO 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


ECKERD’S 

DRUG  STORES 


DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

900  Orange  Street 

513  Market  Street  723  Market  Street 

Fairfax  3002  Concord  Pike 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 
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The  non-narcotic  analgesic  with  the  potency  of  codeine 

DARVON  (Dextro  Propoxyphene  DARVON  COMPOUND  (Dextro 
Hydrochloride,  Lilly)  is  equally  as  Propoxyphene  and  Acetylsalicylic 
potent  as  codeine  yet  is  much  better  Acid  Compound,  Lilly)  combines  the 
tolerated.  Side-effects,  such  as  nau-  antipyretic  and  anti-inflammatory 
sea  or  constipation,  are  minimal.  benefits  of  'A.S.A.  Compound’*  with 
You  will  find  'Darvon’  helpful  in  the  analgesic  properties  of  'Darvon.’ 

any  condition  associated  with  pain.  Thus,  it  is  useful  in  relieving  pain  as- 

The  usual  adult  dose  is  32  mg.  sociated  with  recurrent  or  chronic  dis- 

every  four  hours  or  65  mg.  every  ease,  such  as  neuralgia,  neuritis,  or 

six  hours  as  needed.  Available  in  arthritis,  as  well  as  acute  pain  of  trau- 
32  and  65-mg.  pulvules.  matic  origin.  The  usual  adyiPQo^  is  1 

or  2 pulvules  every  sj^+T^^s  as  ne^ed. 

Each  Pulvule  ‘Darvon  Compound’  provides: 

^Darvon’ 

Acetophenetidin 

'A.S.A.’  {Acetylsalicylic  Acid,  Lilly)  \ . . .^  »Q 
Caffeine  . . . . X-^oV' 

•'A.S.A.  Compound'  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly)  \ 

ILLY  AND  COMPANY  • INDIAN  A V^L  IS  6 , INDIANA 


U.  S.  A. 

820320 


BOYS 


BURNS 


BACTERIA 


INDICATED: 


NEO-MAGNACORT 

TOPICAL  OINTMENT 


neomycin  and  hydrocortamate 


The  first  water-soluble  dermatologic  corticoid  plus  neomycin,  for  consistently 
outstanding  control  of  contact  dermatitis  and  other  inflammatory  dermatoses 
complicated  by  or  threatened  by  infection.* 

In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  neomycin  sulfate  and  0.5%  hydrocortamate  hydrochloride  (hydro- 
cortisone diethylaminoacetate  hydrochloride)  - Magnacort. 

also  available;  Magnacort®  Topical  Ointment  - in  1/2  oz.  and  1/6-oz.  tubes,  0.5%  hydrocortamate 
hydrochloride  (hydrocortisone  diethylaminoacetate  hydrochloride). 

*Howell.  C.  M-,  Jr.:  Am.  Pract.  k Digest  Treat.  8:1928,1957. 

PFIZER  LABORATORIES  DIVISION.  CHAS.  PFIZER  & CO..  INC..  BROOKLYN  6,  NEW  YORK 


long-  day  ahead 

morning-  sun  glare  — eyes  irritated 
can’t  read  — coach  smoky 
leave  the  work  — let’s  lunch 
back  to  work  — eyes  worse 
take  afternoon  off  — see  doctor 
pick  up  VISINE  — home  again 
let’s  try  the  drops 
nice  dinner  — read  the  paper 
eyes  comfortable  — good  TV  play 
use  VISINE- bed  11:30 


new  VISINE*  EYE  DROPS 

rmA\n  ok  tktkahyi>uozoi.ink  hydiux  iii.ok!I)i: 

“an  excellent  ophthalmic  decongestant . . 


j' 


almost  immediate  relief  of  hyperemia,  soreness,  itching,  burning,  tearing — no  rebound 
vasodilatation,  mydriasis,  photophobia  or  systemic  effects.  / .sMppZfec/;  m 1I2  oz.  hottlea, 
0.05%  tetrahydrozoline  hydrochioride  in  a solution  {■ontaininn  sodium  chloride,  boric 
acid,  sodium  borate;  with  sterile  eye  dropper. 

'Trademark  1.  Grossmann,  E.  E.,  and  Lehman,  R.  H.:  Am.  J.  Ophth.  42:121,  1956. 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  tC-  Co.,  Inc.  Brooklyn  C,  Neiv  York 
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Of  course, 


women  like  “Premarin” 


Therapy  for  the  menopause  syndrome 
should  relieve  not  only  the  psychic 
instability  attendant  the  condition,  but 
the  vasomotor  instability  of  estrogen 
decline  as  well.  Though  they  would  have 
a hard  time  explaining  it  in  such  medi- 
cal terms,  this  is  the  reason  women 
like  “Premarin.” 


Doctors,  too,  like  “Premarin,”  because 
it  really  relieves  the  symptoms  of  the 
menopause.  It  doesn’t  just  mask  them  — 
it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

“PREMARINi’ 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York  • Montreal,  Canada 

5840 


e maintain 
prompt  city- wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S,  INC. 

PHARMACISTS 
Wilmington,  Del. 

AS  NEAR  AS  YOUR  TELEPHONE 

Ferris  Rd.  & 

Delaware  Ave.  W.  Gilpin  Drive 

& Dupont  St.  Willow  Run 

Dial  Ol  6-8537  WY  4-3701 


in  very  special  cases 
a very  superior  brandy... 
specify  ^ 

ttmilissT ' 


COGNAC  BRANDY 

84  Proof  I Schieffelin  & Co.,  New  York 
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running  noses . . 


CO'- 


caused  by  pollen  allergies 


TriaminiC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
lesscomplete  therapy  has  failed.  It  isnot  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then—^  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

•Trademark 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  14  Triaminic 
Tablet  or  1/2  Triaminic  Juvelet. 


Triaminic 


SMITH-DORSEY  «a  division  of  The  Wander  Company  • Lincoln,  Nebraska  •Peterborough,  Canada 


Melhocarbamo!  Robins  U.S.  Pat.  No.  2770649 


CONDITION 


STUDY  1' 

Skeletal  muscle  spasm 
secondary  to  acute  trauma 

STUDY  2* 

Herniated  disc 
Ligamentous  strains 
Torticollis 
Whiplash  injury 
Contusions,  fractures, 
and  muscle  soreness  due 
to  accidents 

STUDY  3* 

Herniated  disc 
Acute  fibromyositis 
Torticollis 

STUDY  4‘ 

Pyramidal  tract  and 
acute  myalgic  disorders 

TOTALS 


Summary  of  four  published  clit  r 

ROBAXIN  BENEFICIAL  IN  95.6%  F 


“Excellent,”®  “marked,”^  “pronounced”^  or  “sig- 
nificant”® results  in  75.3%  of  cases  of  acute  skeletal 
muscle  spasm,  and  moderate  results  in  20.3%  — or 
an  over-all  beneficial  response  in  95.6%.  Other 
important  advantages: 


• Highly  potent  and  long  acting.^'^'^'*'^'® 

• Relatively  free  of  adverse  side  effects.’  *'®  ‘ 

• In  ordinary  dosage  does  not  reduce  normal 
muscle  strength  or  reflex  activity.® 


Decisive 

skeietal  muscle  relaxation 
with 


NEW  published  reports 
of  clinical  studies  show: 


^bii 


Comments  on  Robaxin  by  investigators 


THE  JOyUNAE 

"In  the  author's  dinical  experience^  raethocdrbamol 
has  afforded  9reater  relief  of  muscle  spasm  and  pain 
for  a longer  period  of  time  without  undesirable  side 
effects  or  toxic  reactioris  thon  any  other  commonly 
used  relaxants 


//2 


THE  JOJURNAL 


m 


SKELETAL  MUSCLE  SPASM 


1,2, 5, 6 


RESPONSE 
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An  excellent  result,  following  melhocarbamol  ad- 
ministration,  was  obtained  in  all  patients  with  acute 
skeleto^m^cle  spasm."* 


THE  JOlJliNAE 

4mrrirfi’t 

"In  no  instance  was  there  any  significant  reduction 
in  voluntary  strength  or  intensity  of  simple  reflexes."* 


"This  study  has  demonstrated  that  methocarbamol 
(Robaxin)  is  a superior  skeletal  muscle  relaxant  in 
acute  orthopedic  conditions."' 

Supply:  Robaxin  Tablets,  0.5  Gm.,  in  bottles  of  50. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1 878 


References:  l.  Carpenter,  E.  B.:  Southern  Medical  Journal  51:627. 
1958.  2.  For-sylh,  H.  F.:  J.A.M.A.  167:16.3,  19,58.  3.  Little,  J.  M„  and 
Truitt,  E.  B.,  Jr.:  J.  I’harm.  & Exper.  Therap.  119:161,  1957.  1.  Morgan, 
A.  M..  Truitt,  E.  B..  Jr.,  and  Little,  J.  M.:  J.  Am.  I’harm.  Assn.,  Sci.  Ed 
46:.374,  1957.  S.  O’Doherty,  D.  S.,  and  Shields.  C.  D.:  J.A.M.A.  167:160, 
1958.  6.  Park,  H.  \V.:  -I.A.M.A.  167:168,  1958.  7.  Truitt,  E.  B.,  Jr.,  and 
Patterson,  R.  B.:  Prm:.  Soc.  Exper.  Bio.  & Med.  95:422,  1957.  8.  TruiU. 
E.  B.,  Jr.,  Patterson,  R.  B.,  Morgan,  A.  M.,  and  Little,  ,j.  M.:  J.  Phann. 
& Exper.  Therap.  119:189.  1957. 


xl 


Delaware  State  Medical  Journal 


June,  1958 


and  inflammation 

with  BUFFERir 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  BuFFERiN  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.*) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl* 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 


V9iu§ii 

TAFTON,  PIKE  COUNTY,  PA. 
Cottage  Lake  Resort  for  the  Whole 
Family  on  safe,  natural  wooded 
lake,  sky-high  in  the  Pocoro  Mts. 
Centrally  Heated  SKY  LAKE  LODGE 
50  Individual,  Cozy  Cottages 
ROUND-THE-CLOCK  ACTIVITIES  FOR  ALL  AGES 
Stilling,  fishing,  aquaplaning,  all  sports. 

FAMOUS  FOR  FINE  FOOD 
Honeymooners-Special  June-Sept.  rates 

Complete  Entertainment — For  Booklet  write: 

LENAPB  VILLAGE,  Tofton,  Pa. 
or  telephone,  Phil.,  PE  9-1213; 
or  Wash.,  EX  3-2638;  or  Tofton, 

Hawley  4596 


FRAIM’S  DAIRIES 

^iO€/uc/<i 

'0900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


for  ORINASE 


insulin 


now  more  than  250,000 
diabetics  enjoy  oral  therapy 


In  the  presence  of  a functional 
pancreas, Or inase  effects  the  production 
and  utilization  of  native  insulin  via 
normal  channels.  j]  igH  M ig  ’ 


tolbutamide 


Investigator 

after  investigator  repi 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic). . . 


Freis,  E.  D.,  Wanko,  A.,  Wilson,  1.  H.  and  Parrish,  A.  E.:  j.A.M.A.  166:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Cm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  “The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with  simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


250 
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In  "Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  Septei  fr.  t 


MERCK  SHARP  & DOHME 


Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


as  simple  as  J- 2^-3 


INITIATE  THERAPY  WITH  'DIURIL'. 

mg.  twice  a day  to  500  mg.  three  times  a day. 


'OiURiL'  is  given  in  a dosage  range  of  from  250 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g..  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


* ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  IjOOO. 

'OIURIL'  is  a trade-mark  of  Merck  & Co..  Inc. 


luth,  more  trouble-free  management  of  hypertension  with  'DIURIU 
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Make  sparkling  radiographs... 


order  fresh  SUPERMIX  ^ TODAY 


STAIN-LESS 

SPEED 

SUPERMIX  LIQUIDS 

DEVELOPER 

REFRESHER 

FIXER* 

FIXER 

26  oz.  makes  1 gal 

$1.42  .... 

$1.42  .... 

$1.22  

$1.27 

12  or  more,  each 

1.23  .... 

1.28  ... 

1.10  

1.14 

80  oz.  makes  3 gal 

3.84  .... 

..  3.52 

4 or  more,  each 

3.46  .... 

3.17 

1 gal.  makes  5 gal 

5.07  .... 

5.07  ... 

4.25  

4.61 

4 or  more,  each 

4.56  .... 

4.56  .... 

3.83  

4.15 

*Comes  in  1 and  5 qt.  only,  to  make  1 and  5 gal.  of  solution. 


• Stainless-steel  processing  tanks  are  no  longer  a luxury  . . . Ask  us 
for  details  on  economical  G-E  "5-15-5”  models. 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 

BALTIMORE  PHILADELPHIA 

3012  Greenmount  Ave.  • HOpkins  7-5340  Hunting  Pk.  Ave.  at  Ridge  • BAldwin  5-7600 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 

PATRONIZE 

Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 

THE 

BAYNARD  BUILDING  MEDICAL  CENTER 

5th  8.  Market  Sts.  1003  Delaware  Avenue 

Wilmington,  Delaware 
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d FETISr  + 

(pENTAERYTHftlTOL  TETRAN ITRATe)  (shANO  OP  HYOROXYZINe) 


wh?/  PETN? 


For  cardiac  effect:  petn  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.’”  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two? 


NEW  YORK  17.  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


’Trademark 


For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
■was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  19:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  maybe  increased  by  switching  to  pink  cartrax 
"20”  tablets  (20  mg.  petn  plus  10  mg.  atarax.)  For  convenience, 
write  “CARTRAX  10”  or  “cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 
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NEW  YORK  18 


LABORATORIES 


Treat  the  Entire  Hemorrhoidal  Syndrome 
with 


PNS,  Pantocaine  (brand  of  tetracaine), 
Neo-Synephrine  (brood  of  phenylephrine) 
end  Sulfamylon  (brood  of  mafenide), 
trademarks  reg.  U.S.  Pat.  Off. 


ANESTHETIC 


DECONGESTANT  - Neo-Synephrine®  HCI  (5 mg.) 

— reduces  swelling  and  engorgement 
promptly  — for  extended  periods. 

ANTI-INFECTIVE  - Sulfamylon®  HCI  (200  mg.) 

— is  effective  against  both  gram- 
positive and  negative  bacteria. 

— Supplied  in  boxes  of  12  — 


- Pontocaine®  HCI  (lOmg.) 

— prolongs  surface  analgesia 
without  irritation. 


about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


’’J/lufiefR/Cx 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11;  Pa. 


Under  License  By  National  Bakers  Services,  Inc.,  Chicogo 
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r gratrfjring  -Ratiweifia  response 


for  Rauwiloid  IS  better  tolerated. .. 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.” 

♦Ford,  R.V.,  and  Moyer,  J.H.:  Rau- 
wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad.  Med. 23:41 
(Jan.)  1958. 


Rauwiloid 


ALSEROXYLON,  i MG. 


virtually  free  from  side  actions 


Many  such 
hypertensives  have 
been  on  Rauwiloid 
for  3 years 
and  more* 


Enhances  safety  when  more  potent  drugs 
are  needed. 


Just  two  tablets 
at  bedtime 


Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


After  full  effect 
one  tablet  suffices 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride 
dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  H tablet  q.i.d. 

Both  combinations  in  convenient 
single-tablet  form. 


LOS  ANGELES 


premenstrual  tension 

responds  very  well  to  Compazine* 


• agitation  and  apprehension  are  promptly  relieved 

• emotional  stability  is  considerably  improved 

• nervous  tension  and  fatigue  are  greatly  reduced 

• appetite  and  sleep  patterns  improve 

• depression  often  disappears 


For  prophylaxis:  ‘Compazine’  Spansulet  capsules  provide  all-day  or 
all-night  relief  of  anxiety  with  a single  oral  dose.  Also  available:  Tablets, 
Ampuls,  Multiple  dose  vials,  Syrup  and  Suppositories. 


Smith  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  suscaincJ  release  capsules,  S.K.F. 


DELAWARE  HOSPITAL  ISSUE 


EL  AWARE  STATE 

isIEdical  journal 

official  Organ  of  the  Medical  Society  of  Delaware 

IN'CORPORATED  1789 


VOLUME  30 
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NUMBER  7 


PRESENT  STATUS  OF  THE  STAPHYLOCOCCUS 


Complete  Contents  on  Page  iv 


OUAuTr tt&CAUCN  iMrcctirv 

Therapy  which  includes 

% 

ULTRAN 

(Phenaglycodol,  Lilly) 


improves  82%  of  patients 
with  insomnia  due  to  anxiety 


1 


both 


provide 


potent 

corticosteroid 


therapy. . . 


PARACORT 


* 


) 


ij 


PREDNISONE,  PARKE-DAVIS 

3 to  5 times  the  activi 


or  hydrocortisone 


supplied:  paracort  and  paracortol  are  available  as  5-mg. 
and  2.5-nig.  scored  tablets;  bottles  of  30, 100,  and  1,000. 


: PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


&RACORTOL 

lOlONE,  PARKE'DAVIS 

cortisone 


♦trademark 
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CHEMOTHERAPY  PLUS  FLORA  CONTROL 


Floraquili 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


Va  ginal  discharge  is  one  of  the  most  com- 
mon and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  monilial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  difficult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Doderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.r.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  monilial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth of  the  normal  flora. 

Method  of  Use 

The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 

Intravaginal  A pplicator  for  Improved 
Treatment  of  Vaginitis 
This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  the  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 


s 


VI 


Delaware  State  Medical  Journal 


1 


July,  1958 


N0W...A  NEW  TREATMENT 

CARDILATE’ 


ANGINA 


! 

! 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.; 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


•'Cardilate'  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe,  New  York 
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when  eating  moves  outdoors . . . 


CREMOSUXIDINE 

SULFASUXIDINE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 


CONTROLS  “SUMMER  COMPLAINT” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  CREMOSUXIDINE  is  so  pleasant  to  take  too ! 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc..  PHILADELPHIA  1,  PA. 


CREMOSUXIDINE  and  SULFASUXIDINE 
are  trade-marks  of  Merck  & Co.,  Inc. 
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Mazola®  Corn  Oil ...  a palatable  food 
effective  in  the  management  and  control] 
of  serum  ch5>legmrol  levels 


Extensive  clinical  tests  show  that  when  the 
diet  contains  an  adequate  amount  of  Mazola 
Corn  Oil,  serum  cholesterol  levels  tend  to  be 
normal . . . high  blood  cholesterol  levels  are 
lowered,  normal  levels  maintained. 

Fortunately  for  both  physician  and  patient, 
Mazola  Corn  Oil  is  not  only  rich  in  unsatu- 
rated fatty  acids,  it  is  also  a delicious  food. 
It  becomes  an  enjoyable  and  normal  part  of 
the  patient’s  daily  meals— no  complicated  or 
special  diet  is  required. 

Here  is  a therapy  easy  for  you  to  prescribe, 
easy  and  pleasant  for  your  patients  to  follow. 

Nutritional  authorities  generally  recom- 
mend that  fats  should  provide  no  more  than 
30%  of  the  total  calories.  In  cholesterol-low- 
ering diets  from  one-third  to  one-half  of  these 
fats  should  be  unsaturated,  such  as  in  Mazola 
Com  Oil. 


IN  COOKING  OR  SAL.AdTs~^ 

Mazola  Corn  Oil  is  a superlative  cooking 
oil  as  well  as  a delicious  salad  oil. 
Adequate  amounts  can  be  eaten  daily- 
in  a wide  variety  of  salad  dressings  and 
in  a great  number  of  fried  and  baked 
foods. 


Pure,  clear,  bland  and  odorless.  Mazola 
Corn  Oil  is  stable  and  dependable,  pro- 
viding the  full  measure  of  cholesterol- 1 
lowering  unsaturated  fatty  acids  char- ' 
acteristic  of  corn  oil. 


Mazola  Corn  Oil  is  sold  in  grocery  stores 
throughout  the  country,  is  available 
everywhere.  Its  comparatively  low  cost 
makes  it  as  economical  as  it  is  effective. 


CORN  PRODUCTS 
REFINING  COMPANY 


MAZOLA*  CORN  OIL  is  a rich  source  of  un- 
saturated fatty  acids.  It  can  form  a regular 
part  of  the  diet  without  major  changes  in 
eating  habits  to  provide  an  effective  un- 
saturated oil  as  a part  of  the  daily  meals. 

EACH  TABLESPOONFUL  OF  MAZOLA  CORN 
OIL  PROVIDES  NOT  LESS  THAN; 

Linoleic  Add 7.4  Gm. 

Sitosterols 130  mg. 

Natural  Tocopherols 15  mg. 

TYPICAL  AMOUNTS  PER  DIET 
For  A 3600  calorie  diet  3 tablespoonsful 

For  a 3000  calorie  diet  2.5  tablespoonsful 

For  a 2000  calorie  diet  1.5  tablespoonsful 

♦Reg.  U.  S.  PM.  Off. 


I 


Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source;  Independent  research 
organization;  name  on  request. 
2.  Baird,  H.  W..  Ill ; A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication.  1958. 


(Miltown®)  capsules 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night 


relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption 
“T/ze  administration  of  meprobamate  in 
sustained  action  form  [Meprospan]  produced 
a more  uniform  and  sustained  action  . , . 
these  capsules  offer  effectiveness  at 
reduced  dosage.’’^ 


XACt'MAAK  CME*7939 


Literature  and  samples  on  request 


Dosage:  2 Meprospan  capsules  q.  12  h. 
Supplied:  200  mg.  capsules,  bottles  of  30. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
who  discovered  and  introduced  Miltown® 
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“Since  we’ve  had  him  on  NEOHYDRIN  he  can  walk 
without  dyspnea.  I wouldn’t  have  believed  it  possible 
a month  ago.” 


oral 

organomercurial 

diuretic 


N 


LAKESIDE 


BRAND  OF  CHLORMERODRIN 


Kill 
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for 
adults 
and 
children 


Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
Soothes  inflamed  mucosa 
Provides  intestinal  antisepsis 


PO 

M 

f k\] 

► 

^ ► 

IM 

11  VJ 

ivl 

llr^l 

TRADEMARK 


FORMULA;  Each  15  cc.  (tablespoon)  contains: 

Sulfaguanidine 2 Gm. 

Pectin  225  mg. 

Kaolin  3 Gm. 

Opium  tincture 0.08  cc. 

(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bov/el  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  teaspoon  (=2.5  cc.)  per 

15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 

SUPPLIED:  Bottles  of  16  fl.  oz. 

Exempt  Narcotic.  Available  on  Prescription 


EFFECTIVE  ANTIDIARRHEAL 

m. 


Only. 
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Low 

Dosage 


Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  add  urine' . . . higher  and 
better  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.’ 


Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . , . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maiintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona. 
mides — a notable  asset  in  prolonged  therapy.’ 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mUd  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  IHDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

refcrenrofl : 

1 Orieble,  H.O.»  and  Jackson^  G.O.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  3fed. 
258:1-7,  1958 

2.  Editorial:  A'tto  England  J.  Mr.d.  258:48-49,  1958. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Reo.  U.  S.  Pat.  Off. 
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Children'sSize 


aspirin 


BAYEh 


How 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
Bottle  of  48  tablets  {\M  grs.  each). 


TFe  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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For  Speedier  Return  to  Normal  Nutrition 


and  the  Protein  Depletion 
of  Severe  Infectious  Disease 

Ivecovery  from  severe  infectious  processes  entails  more 
than  emergence  from  the  effects  of  the  causative  agent. 
The  semistarvation,  the  inactivity,  the  suppression  of 
physiologic  activity  must  all  be  corrected  as  rapidly 
and  thoroughly  as  can  be  tolerated  by  the  patient. 

Return  to  normal  nutrition  can  be  speeded  by  an 
easily  digested  diet  high  in  top  quality  protein  and 
vitamin-mineral  components. 

Lean  meat  serves  several  purposes  in  such  a program: 
It  supplies  easily  digested  protein  of  highest  biologic 
quality  for  rapid  re-establishment  of  nitrogen  balance; 
it  provides  the  gamut  of  B vitamins  as  well  as  certain 
minerals  important  to  sound  nutrition,  and  it  brings 
appetite-stimulating  flavor  to  meals,  a consideration  not 
to  be  underestimated  in  the  psychic  rehabilitation  of 
appetite. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 
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in  each  of  these  indications 
for  a tranquilizer . . . 


SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  {+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  S5mip. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 


Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied : 10, 25  and  100  mg.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion. 10  cc.  multiple-dose  vials. 
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manages  both  the  psychic  and  somatic  symptoms 


and 


2-methyl •2*n-propyM,3-propanediol  dicarbamate 


Conjugated  Estrojfens  (equine)  0.4  mg* 


DOSAGE:  One  tablet  t.i.d.  in  21>day  courses  with  one  week  rest 

periods.  Should  be  adjusted  to  individual  requirements. 
Literature  and  eamplca  on  request. 


WALLACE  LABORATORIES,  Neu.  Rru»i»U!ict,  N.J. 


CHe>6«7t>)a 


MY  PAP- 


WURT  4412  F4CK  REAL  BAP 


"He  told 
Mom  his 
shoulder 
felt  like 
it  was  on 
fire" 


AND  THE  PAIN 
WENT  AWAY 


"It  happened 
at  work 
while  he 
was  putting 
oil  in 
something" 


"He  couldn't 
swing  a hat 
without 
hurting" 


"But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 
fast" 


"Dad  said 
we'd  play 
hall  again 
tomorrow 
when  he 
comes  home" 


FOR  PAIN 

Percodan* 

(Salts  of  Dihydrohydroxycodeinone  TA  B I BTC 
and  Homatropine,  plus  APC) 

ACTS  FASTER... 

usually  within  5-15  minutes 

LASTS  LONGER... 

usually  for  6 hours  or  more 

MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 

RARELY  CONSTIPATES  . . . 

excellent  for  chronic  or  bedridden  patients 


NEV\/ 

Percodan- 

Demi 

VERSATILE 

New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May 
be  habit-forming.  Available  through  all  pharmacies. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxyco- 
deinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

ENDO  LABORATORIES 

Richmond  H i 1 1 1 8,  N ew  Yo  rk 


*U.S.  Pat.  2.628,185 


Investigator 


after  investigator  rep< 


RETINOPATHY 


Grode 


WEEKS 


BLOOD 

PRESSURE 


1 Grode  [_ 

r II  I 


12  16 
— MONTHS  — 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients."  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  “. . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 

Freis,  E.  D„  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M  A 166:137 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure."  'The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with  simple  ‘rule  of  thumb’  oral  dosage  schedules." 


In  "Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension,"  j 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September, S 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


as  simple  asJ-^S 


INITIATE  THERAPY  WITH  'DIURIL'.'oiuril'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS«The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIEDsso  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  IjOOO. 

*OIURIL'  is  a trade-mark  of  Merck  & Co-  Inc. 


iiooth,  more  trouble-free  management  of  hypertension  with  'DIURIU 
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Hospital  practice  of  infant  feeding 


Standard  formulas  for  FEEDING  REGULATION 


Underfeeding  is  a common  cause  when  infants 
fail  to  gain  and  thrive.  In  the  earliest  stage,  when 
caloric  intake  is  inadequate,  the  infant  cries  after 
feeding,  remains  constipated,  and  the  restless- 
ness from  hunger  is  mistaken  for  colic.  A changed 
or  weakened  formula  appears  to  be  indicated. 
But  clinical  studies  show  that  a young  infant 
requires  a formula  of  2 ounces  of  whole  milk  (40 
calories),  a teaspoon  of  Karo  Syrup  (15  calories), 
and  a half-ounce  of  added  water  per  pound  of 


body  weight  per  day.  Of  the  total  calories,  a suc- 
cessful formula  yields  about  15-20%  in  protein, 
50-60%  in  carbohydrate,  and  25-35%  in  fat. 
Whole  milk  must  be  reinforced  by  adding  5%  to 
10%  carbohydrate  (1)  to  provide  protein-sparing 
effect  which  permits  protein  anabolism  instead 
of  energy  production;  (2)  sufficient  calories  for 
tissue  formation;  (3)  proper  utilization  of  fat; 
(4)  suitable  acid-base  relationships  in  the  in- 
testinal tract  and  (5)  adequate  weight  gains. 


WHOLE  MILK  FORMULAS 


ADVANTAGES  OF  KARO‘S  SYRUP  IN  INFANT  FEEDING 


Age 

Months 

Whole 
Milk 
Fluid  Oz. 

Water 

Oz. 

Karo  Syrup 
Tbsp. 

Each 

Feeding 

Oz. 

Number  of 
Feedings  in 
24  Hours 

Total 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

3 

4 

6 

532 

2 

15 

13 

3 

41/2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

3Vz 

6 

5 

610 

5 

23 

11 

4 

61/2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

EVAPORATED  1 

MILK 

FORMULAS 

Evaporated 

Each 

Number  of 

Age 

Milk 

Water 

Karo  Syrup 

Feeding  Feedings  in 

Total 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

24  Hours 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

4V2 

5 

576 

3 

10 

15 

3V2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

61/2 

5 

768 

6 

13 

22 

4 

7 

5 

812 

Composition:  Karo  Syrup  is  a superior  dextrin- 
maltose-dextrose  mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rapidly  transformed 
into  dextrose  which  requires  no  digestion. 


Concentration:  Volume  for  volume 
Karo  Syrup  furnishes  twice  as  many 
calories  as  similar  milk  modifiers  in 
powdered  form. 


Purity:  Karo  Syrup  is  proce.ssed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and  de- 
void of  pathogenic  organisms. 


how  Cost:  Karo  Syrup  costs  1/5  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians— Book  of  In- 
fant Feeding  Formulas  with  conven- 
ient schedule  pads.  Write:  Karo  In- 
fant Feeding  Guide,  Box  280,  New 
York  46,  N.  Y. 
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A TOPICAL  ‘‘METI ’STEROID  PREPARATION  FREE 
FROM  UNWANTED  SENSITIZATION  POTENTIAL 
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METI-DERM’CREAM  0.5% 


DESCRIPTION 


5 mg.  prednisolone,  free  alcohol,  in  each 
gram  — nonstaining,  water-washable  base  — 
exerts  a therapeutic  effect  in  presence  of  an 
exudate  without  being  occlusive. 


supplied:  10  Gm.  tube. 

Meti  — T.M.— brand  of  corticosteroids. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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. . . acts  fast  to  provide  unusually  long-lasting  relief 


‘Co-Pyronir  combines  a long-acting  and 
a short-acting  antihistamine  with  a syn- 
ergistic sympathomimetic.  It  usually 
begins  to  combat  symptoms  within  fif- 
teen to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  your  hay-fever  patients  and 
other  allergy  victims  remarkably  com- 
plete relief  on  a dosage  of  only  2 or  3 
pulvules  daily. 

*'Co-Pyronir  (Pyrrobutamine  Compound,  Lilly) 


Prescribe  ‘Co-Pyronil’  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pulvule  ‘Co-Pyronil’  provides; 
'Pyronir  (Pyrrobutamine,  Lilly)  15  mg. 
'Histadyl’ 

(Thenylpyramine,  Lilly)  . 
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(Cyclopentamir 
chloride. 
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THE  PRESENT  STATUS  OF  ANTIBIOTIC  SUSCEPTIBILITY 
OF  THE  STAPHYLOCOCCUS 

W.  J.  Holloway,  M.D.*  and  E.  G.  Scott,  M.T.** 


In  1955  and  1956  this  journal  published 
a series  of  articles  by  the  present  au- 
thors'concerning  our  studies  on  the 
staphylococcus.  At  that  time  it  became 
apparent  that  nosocomial  (hospital  ac- 
quired) infections  caused  by  staphylococci 
were  occurring  in  this  geographical  area. 

Increased  interest  in  this  problem  at  both 
the  local  and  national  levels  is  reflected  in 
the  creation  of  hospital  committees  for 
study  of  nosocomial  infections  and  the  vol- 
uminous reporting  in  both  the  medical  and 
lay  press.  This  has  been  due,  in  part,  to 
the  serious  ramifications  of  outbreaks  of 
staphylococcal  infections  in  the  hospital 
but,  particularly,  to  the  fact  that  certain 
strains  of  staphylococci  (“hospital  strains”) 
show  a changing  pattern  of  susceptibility  to 
antibiotics. 

In  general,  the  development  of  antibio- 
tic resistance  is  dependent  on  the  exposure 
of  the  staphylococcus  to  the  antibiotic^ — 
the  more  the  antibiotic  is  used  clinically 
in  the  hospital,  the  greater  the  likelihood 
of  the  organism  becoming  resistant.  Since 
we  have  observed  such  a pattern  of  chang- 
ing susceptibility  in  this  locale,  we  feel 
that  it  is  imperative  to  continue  our  studies 
along  these  lines  and,  accordingly,  offer  this 
report. 

Method 

Two  hundred  consecutive  strains  of 
Staphylococcus  aureus  (coagulase-positive) 
isolated  from  routine  clinical  material  ar- 

Associate  in  Medicine,  The  Delaware  Hospital. 

Bacteriologist.  The  Delaware  Hospital. 


riving  in  the  Bacteriology  Department  of 
The  Delaware  Hospital  were  utilized  in  this 
survey.  The  strains  were  isolated  during  a 
6- week  period  from  March  1,  1958,  to  April 
12,  1958,  inclusive.  Filter  paper  discst 
were  used  to  test  the  sensitivity  of  these 
organisms  to  9 antibiotics.  As  in  our  prev- 
ious study',  a few  strains  were  tested  by 
the  test  tube  dilution  technique,  no  dis- 
crepancy being  noted  between  the  two 
methods.  The  antibiotics  included  are  listed 
in  the  accompanying  table.  We  utilize  a 
low  concentration  disc  for  all  sensitivity 
studies,  and  we  are  convinced  that  this  is 
the  most  valuable  screening  procedure.  If 
a more  exact  inhibitory  concentration  is  de- 
sired, we  employ  the  test  tube  dilution 
technique  rather  than  discs  of  varying 
strengths.  During  this  study  an  insufficient 
number  of  strains  was  tested  against  van- 
comycin (test  tube  technique)  and  risto- 
cetin (disc  technique).  We  have  not  yet 
isolated  strains  resistant  to  these  two 
agents. 

Results 

The  above  table  presents  the  findings  of 
this  study  and  compares  the  results  for  the 
current  year  with  1957  and  1955.  The  re- 
sistance of  the  staphylococci  to  penicillin 
and  streptomycin  has  remained  essentially 
unchanged  during  the  years  under  study, 
having  attained  the  current  high  order  of 
resistance  prior  to  the  1955  study.  Neomy- 

t The  potency  of  the  impregnated  discs  is  as  follows:  penicil- 
lin 2 units,  tetracycline  5 meg.,  erythromycin  2 meg., 
chloramphenicol  5 meg.,  streptomycin  10  meg.,  neomycin  30 
meg.,  bacitracin  2 units,  novobiocin  5 meg.,  and  oleando- 
mycin 15  meg. 
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Resistance  of  Staphylococcus  Aureus 
Delaware  Hospital  1955-1958 


1955 

1957 

1958 

C) 

(200  strains) 

(200  strains) 

Penicillin  

78.6% 

72.0% 

85  % 

Tetracycline  

30.5 

39.0 

62.5 

Erythromycin  

2.6 

7.0 

16.0 

Chloramphenicol  

2.0 

6.0 

9.5 

Streptomycin  

62.0 

55.0 

59.5 

Neomycin  

0 

0 

0 

Bacitracin  

— 

0 

1.0 

Novobiocin  

...  — 

1.0 

2.5 

Oleandomycin  

— 

1.5 

6.5 

* 42  to  103  strains  tested.  See  Del. 

St.  Med.  Jour.  Vol.  27:143, 

1955. 

cin  also  has  remained 

unchanged,  no  re- 

the  increase  in  resistance  to  tetracycline. 

sistant  strains  having  been  isolated. 

erythromycin,  and. 

to  a lesser  extent,  chlo- 

A notable  increase  in  resistance  has  been 
demonstrated  with  tetracycline,  erythromy- 
cin, chloramphenicol  and  oleandomycin. 
That  this  change  has  developed  slowly  is 
indicated  by  the  relatively  small  increase 
in  resistance  between  1955  and  1957.  A 
more  striking  change  has  been  noted  with 
tetracycline,  erythromycin  and  oleandomy- 
cin during  the  past  year.  The  development 
of  resistance  to  chloramphenicol  has  been 
less  marked.  This  is  of  interest  because  ap- 
proximately equal  quantities  of  tetracy- 
cline and  chloramphenicol  were  adminis- 
tered in  this  hospital  during  1957.  The 
increase  in  erythromycin  resistance  was 
anticipated"*,  and  we  assume  that  the  in- 
crease in  oleandomycin-resistant  strains 
represents  cross  resistance  with  erythromy- 
cin'*. The  use  of  oleandomycin  in  this 
institution  has  been  minimal.  There  has 
been  little  change  in  bacitracin  or  novobio- 
cin resistance. 

Discussion 

Widespread  usage  of  popular  antibiotic 
agents  will  result  in  their  ineffectiveness 
against  the  staphylococcus.  This  has  been 
adequately  demon.strated  in  this  study  by 


ramphenicol.  Novobiocin  continues  to  be  an 
effective  agent  in  this  area.  Neomycin  and 
bacitracin  also  are  effective  and,  in  spite 
of  their  inherent  toxicities,  are  indicated  in 
treating  carefully  selected  cases  of  severe 
staphylococcal  infection.  Any  further  dis- 
cussion of  treatment  is  not  within  the  scope 
of  this  paper.  Indiscriminate  usage  of  these 
effective  antibiotics  must  be  discouraged. 

Summary 

The  results  of  a survey  of  200  pathogenic 
strains  of  Staphylococcus  aureus  tested  in 
vitro  against  9 antibiotics  are  presented. 
The  results  are  compared  with  similar 
studies  in  1955  and  1957. 
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VENOUS-SHUNT  SURGERY  FOR  ESOPHAGEAL  VARICES 

Case  Report  and  Brief  Review  of  the  Literature 


R.  D.  Pullen,  M.D*  and  J.  F.  Hughes,  M.D,** 


Introduction 

In  recent  years  there  have  several  ad- 
vances in  the  understanding  and  care  of 
patients  with  portal  cirrhosis.  The  bleed- 
ing and  coma  complications  of  cirrhosis 
have  been  of  particular  interest  because  of 
the  high  morbidity  and  mortality  of  these 
groups.  Welch,  et  al'  in  a series  of  50  pa- 
tients bleeding  from  esophageal  varices, 
found  a mortality  of  80  per  cent  within  one 
year  of  bleeding,  (66  per  cent  died  in  the 
hospital  during  the  first  bleeding  episode 
and  another  14  per  cent  died  before  the  end 
of  the  year.)  One  third  of  the  patients  who 
died  did  so  after  going  into  coma  and  all 
of  the  patients  died  who  went  into  coma 
after  hemorrhaging  from  varices. 

Venous-Shunt  Procedures 

Since  about  1945,  surgical  maneuvers 
have  been  available  for  patients  who  hem- 
orrhaged from  esophageal  varices  due  to 
portal  hypertension.  These  are  shunt  pro- 
cedures between  the  portal  and  systemic 
venous  systems,  bypassing  the  liver.  The 
major  drawback  to  these  procedures  is  that 
many  patients  who  could  benefit  most  are 
not  suitable  operative  risks.  Ellis,  et  al- 
in  a follow-up  of  125  patients,  reported 
an  overall  mortality  of  29  per  cent  and  an 
operative  mortality  of  11  per  cent.  How- 
ever, those  patients  who  did  survive  bene- 
fited in  several  aspects.  In  81  per  cent  of 
the  patients  surviving  splenorenal  shunt 
there  was  marked  reduction  in  the  size 
of  the  varices,  (37  per  cent  showed  no 
residual  evidence  of  varices).  Eighty-four 
per  cent  of  the  patients  who  survived  por- 
tacaval shunt  showed  a reduction  of  the 
varices,  (47  per  cent  revealed  no  residual 

* Former  Chief  Resident,  Department  of  Medicine,  The  Del- 
aware Hospital,  Inc. 

**  Assistant,  Department  of  Surgery,  The  Delaware  Hocpi'al, 
Inc. 


varices.)  Liver  function  was  improved  in 
a large  number  of  these  patients,  as  evi- 
denced by  liver  function  tests.  Also,  there 
was  a dramatic  clinical  improvement  after 
operation  in  many  patients  who  had  shown 
no  improvement  pre-operatively  on  good 
management. 

If  venous-shunt  surgery  can  produce  such 
results,  to  what  patients  should  it  be  of- 
fered? Child  and  Donovan^  have  proposed 
three  general  groups: 

1.  Patients  who  have  survived  one  or 
more  hemorrhages. 

2.  Patients  with  cirrhosis  and  varices 
who  have  not  bled. 

3.  Patients  with  cirrhosis,  in  otherwise 
good  health,  whose  ascites  is  not  controlled 
by  good  medical  management. 

Each  group  presents  its  own  questions. 
First  is  the  problem  of  major  surgery  in 
a patient  with  advanced  portal  cirrhosis. 
The  operative  mortality  in  these  patients 
is  related  to  the  liver  function:  i.e.  good 
liver  function,  low  mortality;  poor  liver 
function,  high  mortality.  Ebling  et  aP 
reported  on  140  patients  undergoing  ven- 
ous-shunt surgery  for  portal  hypertension. 
There  were  eight  deaths  due  to  liver  fail- 
ure (not  hemorrhagic  or  operative  deaths). 
The  patients  were  divided  by  degree  of  liver 
involvement  as  follows:  mild  (BSP  10  per 
cent  or  below),  moderate  (BSP  above  10 
per  cent,  serum  albumin  above  3 grams) 
and  severe  (BSP  above  10  per  cent,  serum 
albumin  below  3 grams).  His  results  are: 
mild — 43  patients,  no  deaths;  moderate — 
88  patients,  5 deaths;  severe — 9 patients,  3 
deaths. 

Child  and  Donovan^  list  the  following  as 
contraindications  to  venous-shunt  surgery: 
hepatic  coma,  ascites,  serum  albumin  be- 
low 3.5  grams,  and  serum  bilirubin  above 
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1.5.  They  readily  admit  that  these  criteria 
are  perhaps  too  rigid  and  hence  deserving 
patients  will  be  refused  surgery.  However, 
any  less  rigid  restriction  produces  a much 
greater  mortality.  Conversely,  conventional 
figures  give  a 40-60  per  cent  mortality  for 
cirrhotics  within  one  month  of  the  first 
hemorrhage. 

Should  then,  all  patients  with  known 
varices  be  offered  venous-shunt  surgery? 
Or,  to  carry  this  one  step  further,  should 
all  patients  with  known  cirrhosis  be  offered 
surgery?  As  pointed  out  by  Child^,  these 
two  questions  can  not  yet  be  answered  be- 
cause the  probability  of  varices  bleeding 
or  of  cirrhotics  developing  varices  is  not 
known.  In  the  experience  of  Welch,  et  al' 
the  incidence  of  bleeding  in  patients  with 
cirrhosis  is  approximately  30  per  cent  or 
greater.  This  would  lead  one  to  think  that 
prophylactic  shunt  surgery  should  be  done. 
Further  investigation  in  these  two  areas  is 
needed. 

It  is  generally  agreed  that  ascites  is  a 
contraindication  to  venous-shunt  surgery. 
Yet  there  is  a small  group  of  patients  with 
ascites  who  may  be  benefited  by  such  pro- 
cedures. They  are  the  ones  who  are  in 
generally  good  status  except  that  ascites 
persists  in  spite  of  good  medical  manage- 
ment (salt  restriction,  diet  therapy,  etc.). 
Eisenmenger  and  NickeP,  reported  five 
patients  with  cirrhosis  who  had  disappear- 
ance of  ascites  following  portacaval  shunt 
to  reduce  portal  hypertension.  If  fluid  re- 
tention later  reappeared  in  these  patients 
it  was  as  peripheral  edema,  not  ascites. 

Eisenmenger  and  NickeP,  also  presented 
an  explanation  for  the  temporary  occur- 
rence of  post-operative  ascites,  which  some- 
times may  even  be  seen  to  form  at  the 
operation.  Because  of  the  increased  hydro- 
static pre.ssure  from  portal  hypertension  in 
the  liver  bed,  fluid  is  forced  into  the  lym- 
phatic system  much  as  it  is  elsewhere  in  the 
body.  At  surgery,  the  dissection  at  the 
porta  hepatis  produces  cutting  and  block- 
ing of  lymphatics  with  resultant  temporary 
ascites. 

Before  proceeding  with  venous-shunt  sur- 
gery, the  patient  should  he  brought  into 


the  best  possible  general  medical  condition, 
since  such  procedures  are  formidable.  Rest, 
salt  restriction,  adequate  diet  and  absti- 
nence from  alcohol  are  essential.  Concen- 
trated human  serum  albumin  may  be  of 
help  in  special  circumstances.  Paracentesis 
should  be  avoided. 

Post-operative  care  of  these  patients 
must  be  pains-taking,  since  this  may  mean 
the  difference  between  a successful  opera- 
tion and  an  operative  mortality.  Ebeling, 
et  aP  have  outlined  an  excellent  basic  pro- 
gram. 

1.  Nasal  oxygen  for  the  first  24-48 
hours  to  aid  in  anoxia. 

2.  A minimum  of  250  grams  of  glucose 
daily  I.V.,  until  that  much  can  be  taken 
orally  (usually  3-4  days). 

3.  Decreased  protein  (40-60  grams  maxi- 
mum) and  increased  carbohydrate  (about 
300  grams)  if  signs  of  liver  failure  appear. 

4.  L-glutamic  acid  orally  or  sodium  glu- 
tamate I.V.  if  signs  of  liver  failure  appear. 

5.  Supplemental  vitamins,  particularly 
C,  K and  B complex. 

6.  Transfusions  to  maintain  a hemoglo- 
bin of  12  grams. 

7.  Dangle  on  fourth  day  (clinical  situa- 
tion permitting). 

Hemorrhage 

In  patients  with  cirrhosis  the  possibility 
of  hemorrhage  from  espohageal  varices  or 
of  hepatic  coma  is  ever  present.  Certain 
features  for  managing  the  hemorrhaging 
patient  are  self-evident.  Bleeding  must  be 
stopped.  An  effective  means  for  stopping 
it  is  the  use  of  the  Sengstaken-Blakemore 
tube.  Shock  must  be  treated  and  blood  loss 
corrected.  One  fact  that  is  frequently 
overlooked  is  that  blood  in  the  intestine 
must  be  evacuated.  A mild  purgative  and 
enema  should  be  used. 

Over  sedation  must  be  avoided.  Mor- 
phine and  long  acting  barbiturates  are 
contraindicated,  but  small  doses  of  Demerol 
or  Phenobarhital  may  he  used.  During  and 
following  this  initial  period  electrolyte  ab- 
normalities should  he  corrected;  concen- 
trated glucose  and  vitamins  given;  and, 
if  neces.sary,  blood  ammonia  reduced  by 
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using  sodium  glutamate.  Broad-spectrum 
antibiotics  aid  by  decreasing  the  urease 
production  from  the  intestinal  bacteria. 

Hepatic  Coma 

Hepatic  coma  must  be  assiduously 
watched  for  particularly  in  hemorrhaging 
or  post-operative  patients,  since  in  these  it 
may  be  reversible.  Also  the  prognosis  is 
better  if  treatment  is  begun  in  the  pre- 
coma stage**.  Hepatic  coma  goes  through 
three  stages  each  of  which  may  vary  in 
duration  from  hours  to  days  or  weeks. 

1.  Impending  coma:  changes  in  con- 
sciousness, euphoria,  absentmindedness, 
confusion,  drowsiness,  inappropriate  be- 
havior. Fever  may  be  present,  EEC  may 
be  abnormal. 

2.  Stupor:  may  be  aroused,  but  is  con- 
fused; fever  usually  present,  EEC  abnormal. 

3.  Coma:  not  responsive  to  noxious  sti- 
muli, flaccid,  maj'  be  fetor  hepaticus,  often 
has  fever. 

McDermott^  has  classified  hepatic  coma 
into  three  groups:  acute  exogenous  ence- 
phalopathy, acute  spontaneous  encephalo- 
pathy, and  chronic  encephalopathy.  Group 
I are  those  with  ammonia  intoxication,  per 
se,  due  to  some  precipitating  cause.  In 
Groups  II  and  III,  the  ammonia  metabolism 
dysfunction  is  only  one  facet  in  a multi- 
plicity of  metabolic  abnormalities.  Hence, 
in  any  suspected  hepatic  coma  a search 
should  be  made  for  a precipitating  factor. 
Friedman  and  DeLuca*  have  compiled  a 
complete  list  of  these: 

1.  Hemorrhage. 

2.  Paracentesis. 

3.  Overwhelming  infection. 

4.  Fulminating  hepatitis  or  acute  ne- 
crosis of  the  liver. 

5.  Transfusion  reactions. 

6.  Oversedation. 

7.  Surgery  or  trauma. 

8.  Excess  fluids. 

9.  Dehydration. 

10.  Meat  intoxication  after  shunt  pro- 
cedure. 

11.  Hepatotoxic  substances. 

12.  Excess  fatigue. 


13.  Drug  induced  (Diamox,  Ammonium 
chloride,  mercurial  diuretics). 

14.  Unknown. 

Any  precipitating  factor  must  be  elimi- 
nated. 

It  has  been  shown  clinically  that  L-glu- 
tamic  acid  or  sodium  glutamate  will  re- 
duce elevated  blood  ammonia  and  help  to 
correct  the  syndrome  of  ammonia  intoxi- 
cation, particularly  in  the  acute  exogenous 
group.  Be.ssman'^  has  demonstrated  the 
metabolic  pathways  of  ammonia  metabo- 
lism in  the  brain.  The  major  portion  of 
oxidative  phosphorylation  of  the  brain  is 
derived  from  the  Kreb’s  cycle.  Since  the 
Kreb’s  cycle  is  self-regenerative,  minimal 
concentrations  of  any  one  member  are 
pre.sent  at  any  one  time.  Hence,  any  re- 
action reducing  alpha-ketoglutaric  acid 
would  reduce  succeeding  members  of  the 
cycle.  Oxygen  utilization  and  formation  of 
metabolic  energy  (high  energy  phosphate) 
will  diminsh  in  direct  proportion  to  the  re- 
duction of  alpha-ketoglutaric  acid.  In  the 
presence  of  glucose,  glutamin  is  synthesized 
from  glutamic  acid  and  ammonia.  Also, 
alpha-ketoglutaric  acid  and  ammonia  are 
synthesized  into  glutamic  acid.  Hence,  glu- 
tamic acid  therapy  tends  to  spare  alpha- 
ketoglutaric  acid. 

It  has  been  postulated  that  a damaged 
liver  can  handle  ammonia  metabolism  if  it 
is  not  bypassed  by  collateral  circulation  or 
venous-shunts’**.  Faloon,  et  al"  proved  one 
part  of  this  by  demonstrating  that,  in  pa- 
tients with  portacaval  shunts,  the  venous 
ammonia  levels  are  higher  just  above  the 
shunt  and  above  the  renal  veins  than  above 
the  hepatic  veins  or  in  the  peripheral  ven- 
ous system.  Therefore,  ammonium  chlor- 
ide, high  protein  diets,  or  intestinal  hem- 
orrhage are  more  hazardous  in  cirrhotic  pa- 
tients after  a portacaval  shunt. 

Case  Report 

L.  B.  (D.H.  #220723),  a 46  year  old 
man,  was  admitted  to  this  hospital  on  two 
occasions,  November  1954  and  May  1955, 
for  massive  gastro-intestinal  hemorrhage 
with  hematemesis.  Excess  alcohol  intake 
was  denied,  as  were  symptoms  of  peptic 
disease.  Physical  examination  revealed  a 
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stocky  muscular  Negro  male  who  appeared 
to  be  in  a good  state  of  nutrition.  There  was 
slight  hepatomegaly  on  the  first  admission. 
This  had  increased  to  3-4  fingerbreadths 
enlargement,  primarily  left  lobe,  by  the 
time  of  the  second  admission.  On  the  first 
admission  the  initial  hemoglobin  was  6.6 
Gm.,  later  corrected  to  11.7  Gm.  Liver 
function  studies:  total  protein  5.8  Gm.  per 
cent  with  albumin  2.2  Gm.  per  cent  and 
globulin  3.6  Gm.  per  cent,  bilirubin  1.8 
mg.  per  cent  total  and  0.32  mg.  per  cent 
direct,  BSP  40  per  cent,  cephalin  floccula- 
tion 3 plus  in  24  and  48  hours,  and  alka- 
line phosphatase  10.6  units.  An  esopha- 
gram  demonstrated  esophageal  varices. 
Venous-shunt  surgery  was  considered  on  the 
first  admission  but  the  patient  refused. 

On  the  second  admission  the  lowest  hem- 
oglobin was  8.8  Gm.,  with  rapid  blood  re- 
placement in  process  at  the  time.  Liver 
function  studies  were  essentially  unchanged. 
On  June  17,  1955  an  end-to-side  portacaval 
shunt  was  performed  under  general  anes- 
thesia (Pentothal,  Nitrous  oxide  and  An- 
ectin).  Portal  pressure,  measured  in  an 
omental  vein  was  450  mm.  saline.  A biopsy 
of  the  liver  revealed  portal  cirrhosis,  which 
confirmed  the  surgeon’s  gross  impression. 

During  the  procedure  ascites  was  noted 
to  be  forming.  The  first  post-operative 
week  was  poor  with  rapid  improvement  dur- 
ing the  second  week,  except  for  continued 
presence  of  ascites.  For  approximately 
three  days  early  in  the  third  post-operative 
week,  the  patient  demonstrated  impending 
hepatic  coma  with  lethargy,  restlessness, 
incoherence  and  confusion.  Protein  intake 
was  discontinued  and  carbohydrate  was 
increased.  Metacorten  was  started  and  vita- 
mins were  increased.  There  was  much  im- 
provement during  the  following  24-48 
hours.  However,  the  ascites  persisted  and 
peripheral  edema  developed.  These  were 
controlled  with  mercurial  diuretics.  The 
Metacorten  dosage  was  tapered  and 
stopped.  He  was  discharged  on  August  30, 
1955. 

For  the  next  27  months  he  apparently 
did  well,  although  his  return  visits  were 
sporadic.  He  was  reported  to  he  doing  light 
work.  In  March,  1957  the  liver  was  not 
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palpable,  although  the  serum  proteins  were 
unimproved. 

On  December  3,  1957  he  was  admitted 
with  a history  of  scleral  icterus  for  one 
month,  progressively  lighter  stools  and  an- 
orexia for  two  weeks,  and  increasing  leth- 
argy for  a few  days.  He  had  been  unem- 
ployed for  one  month.  Alcoholic  intake  was 
denied.  He  was  in  a dehydrated,  stuporous 
state,  but  still  responded  to  painful  stimuli, 
with  marked  sclerae  icterus  and  fetor  hepa- 
ticus.  There  were  occasional  purposeless 
motions  of  the  extremities.  The  liver  was 
markedly  enlarged  to  about  one  hand- 
breadth  and  protruded  anteriorly  into  a 
ventral  hernia  at  the  upper  portion  of  his 
old  surgical  scar.  Stools  were  light  brown. 

Laboratory  data:  hemoglobin  12.5  Gm., 
WBC  16,600,  serum  protein  8.2  Gm.  with 
serum  albumin  1.2  Gm.,  bilirubin  20.0  total 
and  12.4  direct,  alkaline  phosphatase  19.7, 
serum  transaminase  210  units,  plasma  chlor- 
ide 109  mEq  per  liter,  plasma  CO2  17  mEq 
per  liter. 

Therapy  for  hepatic  coma  instituted: 
hypertonic  glucose  with  sodium  glutamate 
I.V.,  vitamins  C and  B complex  and  Tetra- 
cycline. However,  the  patient  developed 
deepening  coma  and  expired  30  hours  after 
admission. 

Pertinent  autopsy  findings:  liver  and  gall- 
bladder 3800  grams.  The  liver  presented 
a nodular  external  surface,  the  nodules 
measuring  2 to  10  cm.  Cut  section  also 
showed  these  nodules.  There  were  several 
foci  of  gross  tumor  formation  evidenced 
by  the  presence  of  hemorrhagic  masses  from 
which  hemorrhagic  tissue  could  be  ex- 
pressed. Some  of  the  intra-hepatic  blood 
vessels  contained  friable  hemorrhagic  ma- 
terial with  the  gross  appearance  of  tumor 
tissue.  The  intra-hepatic  bile  ducts  were 
patent.  The  porta  hepatis  was  involved  in 
dense  post-operative  adhesions.  Dark  gray- 
ish-black stones,  1 to  2 mm.  in  diameter 
were  in  the  extra-hepatic  ducts,  although 
not  completely  obstructing  the  lumen.  The 
gallbladder  was  distended  to  12  by  10  by 
8 cm. 

Lungs:  right  lung  675  Gm.,  left  lung 
700  Gm.  Nodules  ranging  in  size  from  0.7 
to  1.5  cm.  were  prt\sent  in  the  left  uppt'r 
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lobe  and  basal  surface  of  the  right  upper 
lobe.  Cut  surface  of  these  nodules  pre- 
sented bulging  grayish-brown,  well  circum- 
scribed, grossly  neoplastic  tissue.  Micro- 
scopically, this  was  metastatic  tissue  from 
the  liver  cell  carcinoma. 

G.  I.  Tract:  there  were  several  distended 
submucosal  veins  in  the  middle  and  lower 
thirds  of  the  esophagus.  There  was  no 
evidence  of  bleeding  in  the  G.  I.  tract. 

The  site  of  the  portacaval  anastomosis 
was  dissected  and  was  patent.  The  circum- 
ference of  the  portal  vein  was  4 cm.  and 
the  inferior  vena  cava,  7.5  cm.  There  was 
no  evidence  of  leakage  at  the  anastomosis 
site. 

Discussion 

It  is  obvious  that  the  prognosis  for  a 
cirrhotic  patient  becomes  grim  following 
an  episode  of  hemorrhage  from  esophageal 
varices.  Likewise,  the  mortality  and  mor- 
bidity from  venou.s-shunt  procedures  are 
high.  Child^  has  reported  an  18  per  cent 
incidence  of  neuronutritional  deficits  in  pa- 
tients with  end-to-side  portacaval  shunts. 
If  this  is  added  to  the  overall  mortality  rate 
of  about  30  per  cent,  the  mortality  and  mor- 
bidity is  nearly  50  per  cent.  If  this  figure 
is  accepted,  it  still  surpasses  the  80  per  cent 
mortality  within  one  year  of  hemorrhaging 
from  varices. 

Venous-shunt  surgery  is  most  probably 
the  treatment  of  choice  in  the  cirrhotic 
patient  with  mild  to  moderate  hepatic  in- 
volvement, after  bleeding  from  esophageal 
varices.  The  difficult  decision  concerns  the 
patient  with  severe  liver  involvement.  If 
all  such  patients  are  refused  surgery,  some 
will  be  rejected  who  might  be  benefited. 
Conversely,  if  all  are  accepted,  the  mor- 
tality would  be  prohibitive.  Hence,  selec- 
tion of  the  patient  in  this  group  must  be 
individualized,  with  the  statistically  high 
mortality  ever  in  mind.  The  patient  pre- 
sented here  is  a good  example.  By  liver 
function  test,  he  was  in  the  bad  risk  group. 
On  the  other  hand,  his  general  appearance 
was  that  of  a well  nourished,  muscular  man 
appearing  younger  than  his  chronologic 
age.  Also,  he  had  experienced  two  nearly 
exsanguinating  hemorrhages  in  a period  of 


six  months.  The  post-operative  course  was 
initially  poor,  but  following  discharge  he 
had  27  months  of  productive  life  with  no 
apparent  bleeding. 

The  patient’s  return  for  follow-up  was 
sporadic.  Therefore,  it  was  not  known  how 
well  his  regimen  was  maintained  although 
both  he  and  his  family  claimed  good  nu- 
trition and  abstinence  from  alcohol. 

Clinically,  it  was  the  impression  that  the 
final  admission  was  due  to  endogenous  liver 
failure,  not  precipitated  by  any  external 
factor.  Superimposed  on  this  was  the  wide- 
spread involvement  of  the  liver  by  liver  cell 
carcinoma. 

Prophylactic  venous-shunt  surgery  in 
the  cirrhotic  patient  with  varices  which 
have  not  bled  is  as  yet  both  controversial 
and  speculative. 


Summary 

1.  A brief  review  of  the  literature  per- 
taining to  venous-shunt  surgery  is  pre- 
.sented. 

2.  The  a.ssociated  complications  of  hem- 
orrhage and  of  hepatic  coma  are  briefly 
discussed. 

3.  A case  history  is  presented  of  a pa- 
tient who  survived  two  massive  hemorrhages 
from  esophageal  varices.  Portacaval  anas- 
tomosis was  performed  three  weeks  after 
the  second  hemorrhage. 
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ARGENTAFFIN  CARCINOMA^  ARISING 
IN  TERATOMA  OF  OVARY 


T.  W.  Roberts,  M.D.** 


Benign  cystic  teratomas  (dermoid  cysts) 
of  the  ovary  occur  in  about  5%  of  all  cases 
of  ovarian  tumorsd  Much  less  common  is 
the  malignant  teratoma.  Kermauner  re- 
ported two  solid  teratomas  among  283  der- 
moids and  Mayer  one  of  131.  Of  the  nu- 
merous structures  and  tissues  comprising 
teratomas,  only  two  examples  of  argentaffin 
carcinoma  in  a teratoma  were  reported  be- 
fore 1939.  These  tumors  occurred  in  re- 
lation to  gastro-intestinal  tissues.  Exten- 
sive review  of  the  literature  discloses  six 
additional  cases  to  date. 

The  following  example  of  a carcinoid  tu- 
mor growing  in  relation  to  respiratory  epi- 
thelium seems  worthy  of  publication  be- 
cause of  its  rarity  and  the  possibility  of  its 
representing  a bronchial  adenoma. 

Clinical  History 

E.  P.,  Case  #51451,  a 79  year  old  white 
female  was  admitted  to  the  Delaware  Hos- 
pital complaining  of  an  abdominal  mass 
which  she  had  noted  for  three  to  four 
weeks.  There  was  some  pain  and  tender- 
ness. Vaginal  bleeding  was  denied.  A bila- 
teral salpingo-oophorectomy  was  performed. 

Gross  Pathology 

The  tissue  was  received  in  the  fresh  state. 
The  left  tube  and  ovary  were  not  remark- 
able except  for  ecchymotic  areas  on  the  ser- 
osa of  the  tube.  The  ovary  measured 
3 X 2 X 0.8  cm. 

The  right  ovary  was  a large  bilobed  cystic 
mass  measuring  28  x 15  x 13  cm.  and 

* ll.se  of  Ihe  name  carcinoitl  tumor  is  to  l>e  deprecated.  Its 
implication  of  benijjnancy  is  misleatlin^  and  unsafe.  While 
most  of  the  reported  cases  apparently  have  been  locally 
invasive  only,  tnere  are  many  records  of  metastasisinf?  ami 
fatal  tumors  of  this  lyjM?.  'I'he  tumor  is  a K^nuine  car- 
cinoma and  should  Ih*  called  arKcntafhne  carcinoma  or 
Kultschitzsky-cell  carcinoma. 

I)i*partmenl  of  Pathology,  'I'he  Delaware  Ho.spital,  Wil- 
mington, Delaware. 


weighing  2750  Gm.  The  external  surface  |i 
was  smooth,  bluish-gray  and  presented  j 
prominent  blood  vessels  within  the  wall.  ! 
When  sectioned,  the  mass  was  multilocular  ' 
and  the  contents  showed  variation  in  sub- 
stance and  consistency.  One  compartment  | 
contained  yellow  grumous  material  and  an- 
other presented  tufts  of  hair  embedded  in 
a brown  gelatinous  material. 

I 

Histology  j 

Microscopic  sections  revealed  foci  of  skin  | 
and  subcutaneous  tissue  with  many  acces-  I 
sory  skin  structures.  Elsewhere,  there  was  f 
characteristic  respiratory  epithelium  be-  » 

neath  which  were  cartilaginous  rings  and  | 
collections  of  mucous  glands.  I 

t 

Continuous  with  the  pseudostratified  t 

ciliated  columnar  epithelium  was  a focus  j 

of  stratified  squamous  epithelium.  At  one  } 

point,  this  epithelium  gave  rise  to  a dif- 
ferentiated squamous  cell  carcinoma  (Fig.  | 

1).  There  was  an  infiltration  of  the  t 

underlying  stroma.  ^ 

Most  striking  was  an  epithelial  growth  1 

giving  the  appearance  of  the  typical  carci- 
noid tumor  (Fig.  2).  The  component  cells 
were  uniform,  being  round  to  polygonal 
and  arranged  in  organoid  clusters  and  tiny 
duct-like  glands.  The  cytoplasm  was  scant 
and  granular  and  the  nuclei  had  stippled 
hyperchromatic  chromatin.  No  mitotic 
figures  were  noted. 

This  neoplasm  grew  in  relation  to  the 
respiratory  tissues,  but  none  of  the  sections 
showed  involvement  of  the  epithelium.  No 
other  organ  type  was  .seen  in  this  area  after 
multiple  .sections. 

Nerve  trunks  and  perineural  spaces  were  I 
infiltrated.  The  tumor  was  in  relation  to  I 
large  bundles  of  .smooth  muscle  at  the  op-  I 
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Fig  L RE  1 

Respiratory  epithelium  showing  infiltration  of  stroma  hy  squamous  cell  carcinoma 


posite  pole  from  the  respiratory  tissue.  Con- 
ceivably, this  could  represent  muscularis  of 
the  gastro-intestinal  tract.  Careful  study 
failed  to  reveal  any  gastro-intestinal  epithe- 
lium. (Special  stains  for  argyrophillic  and 
argentaffine  granules  were  negative.) 

Discussion 

Many  tissue  types  have  been  observed  in 
teratomas*  and  most  have  shown  neoplasia. 
One  of  the  rarer  growths  is  the  argentaffin 
carcinoma.  To  date  no  unequivocal  carci- 
noid type  of  bronchial  adenoma  has  been 
reported. 

Though  histologically  similar,  the  carci- 
noid type  bronchial  adenoma  is  believed  to 
have  a different  origin  from  that  of  the 
gastro-intestinal  carcinoid.  The  latter  tu- 
mor arises  from  the  Nicolas-Kultschitzsky 

• Novak  states  that  the  demioid  cyst  (benign  cystic  teratoma) 
is  a benign  tumor,  all  the  abnormal  tissue  elements  being 
well  differentiated.  The  teratoma  is  to  be  classed  as  a 
malignant  one.  the  fetal  elements  being  of  undifferentiated 
type  and  the  clinical  course  being  characterized  by  such 
malignant  features  as  recurrence  and  metastasis,  with  death 
resulting  in  a large  proportion  of  cases. 


cells  of  the  gastro-intestinal  tract.  Extensive 
investigations  by  Masson-  developed  the 
view  that  argentaffine  cells  are  specifically 
differentiated  cells  of  the  intestinal  epithe- 
lium. 

Holley^  states  that  he  demonstrated  ar- 
gentafifne  granules  in  one  of  34  cases  of 
carcinoid  adenoma  of  the  bronchus.  The 
exact  origin  of  bronchial  adenomas  is  still 
undetermined. 

Proceeding  upon  the  premise  that  there 
are  no  Kultschitzsky  cells  in  the  lung,  one 
would  expect  carcinoid  bronchial  adeno- 
mas to  react  negatively  to  stains  for  argen- 
taffine granules.  (Employing  these  criteria, 
Falkner*,  disqualified  his  case  as  being  of 
bronchial  origin  and  suggested  gastro-in- 
testinal origin  despite  the  absence  of  recog- 
nizable gastro-intestinal  structures.)  By 
the  same  token  the  case  of  Mitchell  and 
Diamond^  also  becomes  equivocal. 

The  present  case,  like  the  above  two, 
grows  in  relation  to  respiratory  tissue  but 
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Figure  2 

Carcinoid  tumor  growing  in  relation  to  respiratory  tissue.  Respiratory  epithelial  border  at  lower  left. 


stains  negatively  for  both  argyrophil  and 
argentaffine  granules.  The  stain  for  argent- 
affine  granules  is  subject  to  extreme  perfidy 
in  that  gastro-intestinal  carcinoids  are  not 
uniformly  positive.  Time  and  temperature''’ 
before  fixation  have  been  shown  to  be  criti- 
cal in  the  demonstration  of  argentaffine 
granules.  Just  how  significant  the  use  of 
Bouin’s  solution  as  a fixative  is  on  these 
results  is  open  to  controversy. 

Myohypertrophy  in  carcinoids  of  the 
gastro-intestinal  tract  has  been  discussed 
often  and  this  was  noted  in  three  of  the 
earlier  reported  cases.  The  prominent  mus- 
cle bundles  on  one  aspect  of  our  tumor  is 
commented  on  in  the  microscopic  descrip- 
tion and  might  cau.se  doubt  that  it  was 
of  bronchial  origin  (Fig.  3). 

Obviously,  the  exact  origin  of  this  tumor 
remains  obscure  and  it  is  presented  only 
as  of  po.ssihle  bronchial  origin. 


Conclusion  and  Summary 

An  additional  case  of  argentaffine  carci- 
noma in  an  ovarian  teratoma  is  added  to 
the  literature.  This  tumor  grows  in  rela- 
tion to  respiratory  tissue  and  the  possibility 
of  its  origin  in  a bronchus  is  disciussed.  This 
thought  is  offered  only  as  a possibility  as 
the  evidence  in  inconclusive. 
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Figure  3 

Carcinoid  tumor  adjacent  to  hypertrojjhied  smooth  muscle. 
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NUTRITION— ITS  ROLE  IN  REHABILITATION* 

I.  Lewis  Chipman,  Jr.,  M.D.** 


The  subject  of  nutrition  and  its  impor- 
tance in  rehabilitation  of  the  individual  who 
has  suffered  a chronic  illness  or  injury  is 
one  which  is  not  only  important  but  volum- 
inous. The  science  of  nutrition  is  still  in 
its  relative  infancy,  but  much  has  been 
learned  over  the  past  few  years.  Discussion 
of  some  of  the  high  points  relative  to  this 
subject  seem  in  order,  for  there  is  no  one 
in  any  sphere  of  medicine  today  who  deals 
with  the  living  patient  who  does  not  have 
this  problem  to  cope  with  in  the  manage- 
ment of  various  diseases. 

It  has  been  adequately  put  that  “food 
improperly  taken  not  only  produces  dis- 
eases, but  affords  those  that  are  already 
engendered  both  matter  and  substenance”. 
It  also  has  been  said  that  “one  meal  a day 
is  enough  for  a lion  and  it  ought  to  be  for 
a man”.  It  should  be  added  that  this  may 
be  true  in  periods  of  health,  but  not  in 
disease. 

From  the  days  of  early  Greek  and  Ro- 
man physicians,  the  importance  of  diet  in 
the  treatment  of  disease  has  been  well 
recognized.  Only  in  recent  years  has  it 
been  shown  that  the  administration  of 
foods  and  certain  of  their  constituents  to 
persons  with  deficiency  diseases  restore 
them  to  health.  Much  remains  to  be  ac- 
complished in  regard  to  this  field  of  medi- 
cine. From  birth  to  death,  man  is  faced 
with  obstacles  to  good  nutrition.  Many 
conditions  may  arise  to  prevent  his  having 
an  adequate  intake  of  essential  nutrients, 
and  he  is  subject  to  many  diseases  that  in- 
terfere with  their  absorption  or  utilization. 
When  for  any  rea.son  a deprivation  of  nu- 
trients occurs,  protective  mechanisms  with- 
in the  body  serve  to  compensate  for  them; 
but  if  the  deprivation  becomes  protracted, 
these  mechanisms  eventually  fail  and  signs 
of  bodily  derangement  begin  to  appear. 

*’■  Pre.senlftl  before  (he  Delaware  ('hapter  of  (he  Americ  ui 
Academy  of  (leneral  l*rac(ice  at  (he  symposiiini  on  ‘ Re- 
habilitation of  the  ('hronicady  III  Patient'*.  April  IJ,  1057. 
Associate  in  Medicine,  ('hief,  (laslroentemlogy  Clinic, 
Delaware  Hospital. 


Consequently,  one  may  detect  the  onset  of 
dermatitis  or  neuritis  or  certain  occular 
symptoms  during  riboflavin  deficiency. 
These  are,  however,  just  presenting  symp- 
toms of  what  can  be  called  nutritive  failure. 
Nutritive  failure  itself  does  not  indicate 
why  nutrition  has  failed,  but  simply  that 
it  has  failed. 

In  order  to  rehabilitate  the  person  with 
nutritive  failure  we  must  whenever  possible 
remove  the  causative  factors  and  apply 
therapy.  This  not  only  will  correct  the  fail- 
ure but  also  will  restore  completely  the 
patient’s  nutritional  status.  Primary  mal- 
nutrition occurs  as  a result  of  failure  over 
a period  of  time  to  ingest  a diet  which  is 
adequate  in  all  essential  nutrients.  Sec- 
ondary malnutrition  occurs  when  any  dis- 
ease or  diseases  interfere  with  the  orderly 
processes  of  nutrition.  Consequently,  it  is 
not  sufficient  that  a person  has  access  to 
adequate  food.  It  must  be  properly  pre- 
pared and  contain  sufficient  amounts  of  all 
the  necessary  constituents.  These  must  be 
ingested  and  absorbed  before  the  body  can 
utilize  them.  Any  illness  may  interfere  with 
the  natural  state  which  urges  us  to  obtain 
food.  Consequently  normal  nutrition  is  the 
ultimate  of  this  mechanism. 

If  diseases  raise  a barrier  to  the  proper 
assimilation  and  utilization  of  nutrients  or 
if,  in  the  absence  of  disease,  the  intake  of 
these  nutrients  is  insufficient  for  the  body’s 
needs,  all  stabilizing  forces  eventually  fail. 
It  is  then  that  nutritional  failure  can  oc- 
cur. The  problem  is  to  replenish  the  tis- 
sues. Consequently,  the  idea  of  minimum 
food  requirements  has  often  been  assumed 
erroneously.  It  is  well  known  that  not  only 
diseases  but  also  differences  in  race,  age, 
and  environment  as  well  as  p.sychological 
.stress  demand  entirely  different  require- 
ments. Consequently,  our  knowledge  of  the 
total  vitamin  content  of  the  body  either 
in  the  deficiency  of  di.sease  or  in  good 
health  is  meager. 
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The  physician  may  prescribe  vitamins  for 
a few  days  during  an  acute  phase  of  a 
disease  and  see  the  patient  respond  rapidly. 
Because  the  impoverished  cells  of  the  body 
are  no  longer  drawn  on  for  certain  body 
nutrients  (they  being  supplied  from  the 
outside)  one  can  get  an  increase  in  feeling 
of  well-being  from  even  a short  attended 
period  of  therapy.  Nevertheless,  the  causa- 
tive factors  of  the  deficiency  would  not  be 
remedied. 

It  is  obvious  that  vitamins  cannot  take 
the  place  of  a liberal,  well-balanced  diet; 
and  I wish  to  stress  again  that  a diet  ade- 
quate for  a normal  person  will  not  restore 
the  nutritional  status  of  a malnourished  in- 
dividual. In  that  individual  the  allowances 
must  be  far  above  those  recommended  for 
the  normal  person.  Although  rehabilitation 
through  nutrition  seems  simple  it  requires 
education  of  the  patient  in  the  importance 
of  diet  for  the  acquisition  of  good  health 
and  its  maintenance. 

Nutrition  in  the  chronically  disabled  or 
the  individual  recovering  from  a prolonged 
illness  or  the  aged  individual  is  more  than 
diet.  There  is  a considerable  spread  be- 
tween the  ingestion  of  food  stuffs  and  the 
utilization  of  vital  nutritional  elements  by 
the  parenchymal  cells.  Nutrition  involves 
not  only  ingestion  of  adequate  balanced 
quantities  of  all  necessary  nutritive  ele- 
ments, but  also  their  digestion  in  the  ali- 
mentary canal,  absorption,  transport  to  tis- 
sue cells,  and  their  cellular  utilization  for 
both  anabolic  and  catabolic  purposes. 

Also  included  in  proper  or  optimal  nu- 
trition is  the  effective  removal  of  metabolic 
debris.  Nutritional  impairment  may  be  a 
consequence  of  interference  with  proper 
processing  at  any  point.  As  parenchymal 
cells  exist  in  an  internal  milieu  of  inter- 
stitial fluids,  cellular  nutrition  is  affected 
greatly  by  flbrotic  changes  or  hyalinization 
of  the  matrix,  edema,  and  other  pathologic 
changes.  Impaired  cellular  nutrition  may 
result  from  one  or  more  of  several  factors: 
1.  inadequate  nutritional  supply;  2.  exces- 
sive nutritional  supply;  3.  impaired  diges- 
tion; 4.  incompetent  absorption;  5.  ineffi- 
cient distribution  as  in  circulatory  impair- 
ments; 6.  ineffective  utilization  such  as  may 
exist  in  hypoinsulinism  or  asphyxia  or  cer- 


tain enzymatic  defects;  and  7.  inordinate 
accumulation  of  metabolic  debris. 

Malnutrition  includes  excesses  as  well  as 
deficiencies.  Because  health  is  relative  and 
never  absolute,  the  potentialities  of  an 
optimal  nutritional  status  are  still  in  the 
realm  of  the  undiscovered.  The  endogenous 
factors  in  malnutrition  are  especially  im- 
portant in  the  aged  and  chronic  invalid. 
Here  feeding  involves  nourishing  people 
with  impairments  and  limitations  of  func- 
tional capacities.  It  is  impossible  to  sepa- 
rate those  changes  due  to  aging  per  se  and 
those  resulting  from  the  stresses  to  which 
living  exposes  one.  To  be  sure  the  stresses 
and  noxious  experiences  are  unavoidable 
as  we  progress  through  life,  but  the  result 
of  the  impact  is  highly  individualized. 

Thus  nutrition  involves  several  processes 
of  ingestion,  absorption,  metaboli.sm,  nu- 
trient transport,  and  utilization.  Consider 
then  the  changes  induced  by  tbe  aging  pro- 
cess as  well  as  chronic  invalidi.sm: 

A.  FACTORS  AFFECTING  INGES- 
TION. Loss  of  teeth  interferes  with  proper 
mastication,  and  the  inability  to  chew  dis- 
turbs the  individual  sufficiently  so  that  he 
will  delete  certain  items  from  his  diet.  This 
applies  chiefly  to  bulky  substances  such 
as  fruits,  vegetables,  and  meats.  Ill-fitting 
dentures  and  jaw  atrophy  are  major  causes. 

Lack  of  mastication  can  lead  to  constipa- 
tion due  to  a lack  of  bulk  and  give  rise  to 
irritable  bowel  syndrome.  In  the  elderly  the 
role  of  habit  in  determining  health  is  par- 
ticularly significant.  Habits  have  been  ac- 
quired as  the  years  progress  to  a point  of 
sometime  observing  faddi.sm,  prejudice,  or 
simple  gustatory  preference  and  self-indul- 
gence. The  diet  may  seem  outrageous. 
However,  it  generally  is  not  wise  to  insist 
upon  abrupt  or  radical  changes  which  can 
be  physically  upsetting  and  emotionally 
disturbing.  Many  small  changes  may  be 
accepted  by  the  patient. 

Economic  factors  often  are  significant  in 
a selection  of  diet  by  the  elderly,  and  the 
ease  with  which  food  can  be  consumed  and 
digested  is  important  to  them.  Anorexia  is 
common  when  morale  is  low  because  of 
long,  distressing  illness  and  disablement. 
In  such  cases  small,  frequent  feedings  are 
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often  better  tolerated  than  large  meals.  The 
appetite  is  poor  and  one  of  the  most  im- 
portant considerations  is  that  the  food  be 
“easy  to  eat.”  An  individual  may  refuse  a 
delicacy  but  eat  a simple  dish  because  the 
latter  requires  a minimal  amount  of  effort 
for  consumption. 

B.  FACTORS  AFFECTING  DIGES- 
TION AND  ABSORPTION.  Secretion  of 
digestive  enzymes  and  hydrochloric  acid 
have  been  shown  repeatedly  to  be  dimin- 
ished in  the  older  aged  group.  The  actual 
volume  of  the  alimentary  secretions  is  les- 
sened, and  often  there  is  considerable  inter- 
ference with  digestion  because  of  hepatic 
dysfunction,  cholecystitis,  cardiac  and  other 
diseases.  Thus,  as  with  the  chronic  invalid, 
it  is  desirable  to  prescribe  larger  quantities 
of  specific  food  substances  and  certain  vita- 
mins and  minerals. 

Muscular  atrophy  and  hypotonicity  of 
both  the  small  bowel  and  colon  often  leads 
to  constipation,  but  perhaps  the  greatest 
cause  is  the  lack  of  ingestion  of  bulk  foods 
as  well  as  the  ingestion  of  a significant 
amount  of  fluid. 

C.  METABOLIC  FACTORS  AFFECT- 
ING NUTRITION  IN  THE  CONVA- 
LESCING INDIVIDUAL  AND  THE 
AGED.  There  is  a gradual  decrease  in 
homeostatic  efficiency.  As  an  example  of 
this,  it  is  noted  often  that  there  is  a dia- 
betic-like curve  in  the  glucose  tolerance 
test.  Too  rapid  administration  of  glucose  is 
not  well  tolerated,  and  conversely  there  is 
an  intolerance  to  a lowered  blood  sugar 
whether  the  result  of  starvation  or  hyper- 
insulinism. 

Thus,  after  the  introduction  of  insulin  in 
the  management  of  diabetes,  it  was  ob- 
served in  the  older  diabetic  patient  that 
when  he  was  precisely  controlled  at  normal 
levels  there  developed  circulatory  diffi- 
culties. It  has  been  shown  that  a relatively 
low  blood  sugar  may  induce  epi.sodes  of 
acute  angina  pectoris.  Glucose  is  the  major 
source  of  cardiac  energy,  and  the  necessity 
of  maintaining  a relative  hyperglycemia  in 
congestive  cardiac  failure  in  the  older  age 
group  is  frequently  forgotten.  Therefore, 
the  administration  of  small  quantities  of 
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readily  absorbed  carbohydrates  at  frequent 
intervals  may  have  a significant  influence 
in  the  recovery  rate  of  a patient. 

Any  so-called  essential  nutrients  are  im- 
portant for  their  synergistic  action  and 
their  derivation.  For  example:  pyruvate  is 
involved  in  glucose  utilization;  cocarbox- 
ylase is  essential  in  the  normal  utilization  of 
pyruvate.  The  former  is  derived  from  thia- 
min and  the  importance  of  adequate  thia- 
min administration  or  thiamin  deficiency 
is  apparent. 

This  is  only  one  of  many  reactions  that  are 
important  in  maintaining  the  so-called 
homeostatic  efficiency  mentioned  previously. 
The  ill  consequences  of  hypoproteinemia 
causing  edema,  poor  wound  healing,  retar- 
dation of  bone  repair,  decreased  resistance 
to  infection,  and  slowing  of  the  processes 
of  blood  formation  are  much  more  marked 
in  the  chronically  ill  and  older  individuals. 
Consequently,  the  maintenance  of  plasma 
protein  is  a necessity.  There  is  only  one 
notable  exception  to  the  constancy  of  the 
physiological  constant  in  the  advancing  age 
group;  that  is  the  decline  in  the  rate  of 
metabolism. 

Habits  of  eating  often  persist  though 
the  energy  expenditure  is  reduced,  so  it  is 
not  surprising  that  obesity  is  a common 
problem  during  the  middle  years.  Because 
thyroid  activity  is  related  to  cholesterol 
metabolism  the  problem  of  minor  hypothy- 
roidism and  its  association  in  the  develop- 
ment of  atherosclerosis  is  being  studied. 
Aging  brings  about  changes  in  mineral  and 
electrolytic  metabolism  which  affects  nutri- 
tion. Demineralization  of  bone  with  osteo- 
porosis is  a major  problem  in  the  older 
group,  and  can  cause  disablement.  In  addi- 
tion to  a more  liberal  supply  of  calcium  and 
vitamin  D,  it  is  important  to  have  adequate 
protein  intake  and  a positive  nitrogen  bal- 
ance, normal  glycogen  metabolism,  para- 
thyroid hormones,  and  the  anabolic  effects 
of  the  estrogens  and  androgens  which  have 
considerable  therapeutic  value  in  such  con- 
dition. 

D.  FACTORS  AFFECTING  TRANS- 
PORT. Ingested  and  digested  nutrients  are 
useless  unless  actually  delivered  to  the  tissue 
cells  requiring  them.  This  can  be  affected 
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by  impairment  of  the  circulation.  Cardiac 
inefficiency  reduces  the  supply  of  oxygen  to 
the  tissue  cells  and  interferes  with  removal 
of  metabolic  debris.  Hypertensive  arterial 
disease  interferes  with  nutrition  of  tissue 
cells  since  through  the  obstruction  of  the 
arteriolar  constriction  circulation  is  im- 
paired. Capillary  stasis  creates  local  impair- 
ment of  oxygen  supply.  The  greater  the 
arteriolar  constriction  the  poorer  the  capil- 
lary circulation  and  the  higher  the  arterial 
tension.  It  is  essential  to  remember  that  the 
correction  of  defects  in  transporting  nutri- 
ents to  the  cells  and  metabolic  debris  from 
the  cells  is  a part  of  the  problem  of  nutri- 
tion. 

It  is  not  within  the  scope  of  this  paper 
to  discuss  in  detail  the  role  of  diet  therapy 
in  specific  diseases  and  disorders.  However, 
there  exist  few  medical  disorders  in  which 
nutrition  and  diet  therapy  do  not  play  a 
significant  role,  unless  one  is  dealing  with 
specific  vitamin  deficiency  or  iron  deficiency 
anemia. 

A discussion  of  this  nature  would  not  be 
complete  without  a few  words  regarding  the 
psychology  of  appetite  and  hunger.  Hunger 
is  generally  recognized  by  two  components: 
the  first  is  a generalized  weakness  which 
may  be  related  to  sensory  nerve  impulses 
from  the  alimentary  canal.  It  has  been 
[ demonstrated  that  in  some  instances  it  is 
accompanied  by  a lowered  blood  sugar.  The 
second  component  is  a more  definite  per- 
ception in  the  epigastric  region  consisting 
of  brief,  intermittent  sensations  of  tension 
and  pressure.  These  hunger  pangs  usually 
are  associated  with  appetite,  but  may  be 
independent  of  it.  The  physiological  basis 
for  hunger  contractions  appears  to  be  in- 
herited with  relatively  little  modification 
from  the  experiences  of  the  individual.  The 
mechanism  of  these  contractions  is  not 
clearly  understood,  but  they  are  not  de- 
pendent upon  the  extrinsic  motor  nerves 
because  they  are  evident  even  after  these 
nerves  are  severed. 

Appetite,  while  often  accompanying 
hunger,  may  be  present  without  it  and  one 
may  want  to  continue  eating  after  hunger 
has  been  satisfied.  The  components  for 
appetite  are  principally  psychological  and 
are  the  result  of  past  experiences  of  the  in- 


dividual. As  man  grows  older  his  likes  and 
dislikes  grow  more  acute  and  the  pattern 
of  his  diet  is  formed.  It  has  been  shown  by 
sensory  physiologists  that  appetite  is  linked 
also  with  taste  and  odors  of  foods.  These 
points  must  be  kept  in  mind  during  re- 
habilitation so  that  the  patient’s  appetite 
may  be  encouraged  by  the  right  food  in 
proper  amounts,  the  attitude  with  which  it 
is  served,  its  appearance  and  the  surround- 
ing.s. 

Therapy  which  has  been  successfully  em- 
ployed in  the  rehabilitation  of  persons  with 
nutritive  failure  shows  that:  1.  Conditions 
causing  excessive  requirements  for  nutrients 
should  be  removed  or  relieved  if  possible. 

2.  Symptomatic  treatment  and  treatment 
for  coexisting  disease  must  be  administered. 

3.  The  patient  should  eat  a diet  which  sup- 
plies from  three  to  four  thousand  calories 
containing  120  to  150  Gm.  protein  and 
liberal  amounts  of  mineral  and  vitamins. 

4.  Include  in  the  diet  for  deficiency  states 
or  subdeficient  individuals  therapeutic  sub- 
stances such  as  yeast,  liver  extract,  and  all 
vitamins,  either  orally  or  parenterally,  in 
sufficient  amounts  and  for  a long  enough 
period  to  correct  the  deficiency. 

The  following  principles  are  essential  to 
good  nutrition  during  periods  of  rehabilita- 
tion: 1.  Moderation,  particularly  in  the 
aged,  for  excess  can  constitute  malnutri- 
tion as  much  as  deficiency.  2.  Liberal  fluid 
intake.  3.  Balance  in  the  dietary.  The 
physician  must  be  aware  of  fixed  habits 
which  can  predispose  to  deficiency  states, 
especially  those  of  proteins,  iron,  and  cal- 
cium. 4.  Individualization;  variations  in 
psychology,  requirements  of  the  individual, 
tolerances,  and  capacities  for  any  given 
situation.  5.  Gradual  modification  of  dietary 
habits.  Elderly  patients  do  not  tolerate 
abrupt  changes  and  many  patients  will 
ignore  rigid  or  unreasonable  advice.  6.  The 
recognition  of  intimate  reciprocal  relation- 
ships between  nutrition  and  the  chronic 
progressive  disorders  of  late  maturity.  7. 
Attention  should  be  focused  upon  the  neces- 
sities of  the  individual  rather  than  upon  his 
disease  per  se.  If  the  psychic  factors  is 
ignored  by  the  doctor,  the  patient  will  fail 
to  obtain  maximal  results  from  dietary 
therapy. 
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DAPRISAL  IN  THE  TREATMENT  OF  DYSMENORRHEA* 

John  M.  Levinson,  M.D.** 

I 


Dysmenorrhea  has  been  described  as  far 
back  as  the  tenth  century  B.  C.  by  the 
ancient  Hindus'.  Since  pain  is  a subjective 
phenomenon,  the  incidence  of  this  entity  is 
difficult  to  determine.  In  1938  Davis-  found 
among  large  groups  of  gynecological  pa- 
tients the  incidence  of  dysmenorrhea  varied 
from  8.8%  to  47.4%;  in  schoolgirls  and  in 
university  women,  from  17%  to  86%;  in 
industrial  workers,  80%  to  93%;  in  shop 
assistants  34%;  and  in  supposedly  normal 
women,  not  classified  as  regards  occupa- 
tion, 31.2%  to  84%. 

Dysmenorrhea  may  be  most  conveniently 
divided  into  two  groups.  First,  there  are 
the  cases  of  primary  dysmenorrhea  in  which 
no  organic  lesion  can  be  demonstrated.  The 
second  type  is  known  as  secondary  dys- 
menorrhea, in  which  pain  is  caused  by  or- 
ganic, usually  primary,  pelvic  disease. 

The  present  study  was  prompted  by  the 
successful  use  of  a non-narcotic  analgesic, 
a compound  of  d-amphetamine  sulfate,  5 
mgm.;  amobarbital,  gr.;  acetylsalicylic 
acid,  214  gi  J ^ind  phenacetin,  2^  g^.  *** 
as  much  as  psychogenic  factors  are  frequent 
in  this  problem,  a critical  evaluation  with 
double  blind  control  studies  was  under- 
taken. 

In  the  fall  of  1956  the  student  nurses  at 
the  Delaware  Hospital  were  contacted  as  a 
group.  They  were  told  of  the  successful  use 
of  a new  drug  for  dysmenorrhea.  It  was 
stated  that  three  compounds  were  to  be 
made  available  for  treatment  of  this  prob- 
lem. In  actuality,  the  tested  compounds 
were  two  in  number,  one  a capsule  of  Da- 
prisal,  the  other  an  indentical  cap.sule  con- 
taining dextrose.  (The  misleading  informa- 
tion of  three  compounds  was  mentioned  to 
the  group  to  deter  efforts  at  comparing  the 

* 'I'his  study  was  condiirlod  at  The  Delaware  Hospital  in 
Itinfi  and  1957  when  the  author  was  a resident  in  the 
l)eparlnient,  of  Obstetrics  and  OynecoloKy. 

Assistant,  Department  of  Obstetrics  and  OynccoloK.y.  The 
Delaware  Hospital.  Inc. 

«««  DAI’KKSAI..  a product  of  .Smith,  Kline  and  French  Lab- 
oratories, I’hiladelphia,  I'ennsylvania, 


drugs  between  students.)  Unlabled  bottles  j 
of  the  identical  appearing  capsules  were  I 
numbered  and  placed  with  student  repre-  i 
sentatives.  The  participants  were  instructed  | 
to  continue  or  change  the  numbered  bottles  j 
as  desired  with  successive  menstrual  periods.  ! 
It  should  be  stressed  that  through  this  | 
technique  neither  any  of  the  participants  || 
nor  the  author  knew  who  was  receiving  the  | 
Daprisal  and  who  was  receiving  the  placebo  f 
medication.  ' 

t 

It  was  interesting  that  over  75%  of  the  4 
student  nurses  volunteered  that  they  had  i 
some  degree  of  dysmenorrhea.  Any  student  1 
who  wished,  joined  in  the  study  and  filled 
out  a questionnaire  to  determine  the  type 
and  severity  of  her  symptoms,  so  that  she 
might  be  placed  in  either  a group  having 
severe,  or  a group  having  moderate  to  mild 
dysmenorrhea.  No  attempt  was  made  to 
exclude  any  student  who  had  known  pelvic  ' 
pathology,  and  no  examination  of  any  type 
was  performed.  At  the  completion  of  a five 
month  study  period,  49  student  question- 
naires were  found  to  be  complete  enough 
for  tabulation.  They  covered  135  menstrual 
periods  during  which  medication  was  used. 
This  may  seem  to  he  a small  number  of 
tabulated  menstrual  periods  for  49  girls  1 
during  a five  month  study,  but  it  was  noted  ; 
that  the  students  as  a group  had  frequent  | 
periods  of  amenorrhea,  and  sporadic  periods 
of  painless  menstruation,  during  which  no 
medication  was  needed.  Medication  was 
taken  every  three  to  four  hours  as  needed 
only  after  dysmenorrhea  had  developed. 

Results 

TABLE  I: — Relief  obtained  in  Moderate- 
Mild  Dysmenorrhea  Group 

Medication  Relief  Total 

Yes  No  Menstrual 

Cases  % Cases  % Periods 

Placebo  27  55.10  22  44.90  49 

Dapri.sal  35  85.37  6 14.63  41 
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TABLE  II: — Relief  Obtained  in  Severe 
Dysmenorrhea  Group 

Medication  Relief  Total 

Yes  No  Menstrual 

Cases  % Cases  % PERIODS 

Placebo  7 36.84  12  63.16  19 

Daprisal  20  76.92  6 23.08  26 

A Chi-square  analysis  was  run  on  each  of  these  tables. 
For  Table  1 the  computed  Chi-s<iuare  was  11. (M)  and  for 
Table  11  it  was  9.11.  Both  of  these  values  are  significant  at 
P < .01.  It  Ls  not  difficult  to  see  that  a signitcant  ('hi- 

square  indicates  that  Daprisal  gave  relief  in  a significantly 
higher  percentage  of  cases  than  did  the  placebo  in  both  the 
moderate-mild  and  severe  groups. 

TABLE  III: — Relief  Obtained  with  Dapri- 
sal and  Placebo  in  Dysmenorrhea 

Medication  Relief  Total 

Yes  No  Menstrual 

Cases  % Cases  % Periods 

Placebo  34  50.00  34  50.00  68 

Daprisal  55  82.09  12  17.91  67 

A Chi-square  analysis  for  this  table  was  again  significant 
at  P<  .01,  the  computet!  value  being  16.93. 

Four  patients  taking  Daprisal  complained 
of  side  effects  as  follows: 


Headache  2 

Dry  Mouth  3 

Insomnia  1 

Tachycardia  1 


Three  patients  taking  the  placebo  medi- 


cation complained  of  the  following: 
Headache  2 

Nau.sea  2 

Vertigo  1 

Conclusions 

1.  Dapri.sal  a non-narcotic  analgesic,  has 
proved  to  give  some  relief  in  over  82% 
of  menstrual  periods  in  which  dysmenor- 
rhea is  a complicating  factor. 

2.  Placebo  medication  can  be  expected  to 
give  some  relief  in  50%  of  menstrual 
periods  complicated  by  dysmenorrhea. 

3.  The  above  figures  substantiate  the 
strong  psychic  factors  involved  in  this 
clinical  syndrome. 

4.  Daprisal  is  a non-narcotic  analgesic  with 
minimal  side  effects  that  has  proved  of 
defininte  value  in  the  empirical  treat- 
ment of  dysmenorrhea. 

The  author  wishes  to  thank  the  student  nurses  and  The 
Delaware  Hospital  Schc«l  of  Nursing,  Wilmington,  Delaware 
for  their  close  cooperation  in  this  project  and  to  express  his 
appmiation  to  Allston  .1.  Morris,  M.D.,  for  his  helpful  sug- 
gestions in  the  preparation  of  this  stwly. 

The  materials  for  this  study  were  provided  by  the  Research 
Division  of  Smith,  Kline  and  French  Laboratories,  Phila- 
delphia, Pennsylvania. 
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MEDICAL  COURT  CASES 


HOWARD  NEWCOMB  MORSE 

Counsellor  at  Law  I 
Member  of  the  Bar  of  the  Supreme  Court  | 
of  the  United  States  of  America  i 

6900  South  Shore  Drive  • Chicago  49,  Illinois  j 


THE  FURNISHING  OF  ATTENDANCE  AS  A 

MEDICAL  ACT 


BROWN  VS.  MOORE 

United  States  Court  of  Appeals  for  the  Third  Circuit  247  F.  2d  71 1 


George  R.  Brown,  a neurotic  who  be- 
lieved he  was  suffering  from  cancer,  was 
sent  to  the  Mercer  Sanitarium  for  the 
Treatment  of  Mental  and  Nervous  Diseases 
in  Mercer,  Pennsylvania  for  rest  by  his 
Pittsburgh  neuro-psychiatrist.  Dr.  H.  B. 
Finkelhor.  While  at  the  sanitarium  Brown 
was  given  two  electro-shock  treatments  by 
Dr.  John  L.  Kelly,  a neuro-psychiatrist  and 
“Medical  Director”  of  the  sanitarium.  Fol- 
lowing the  second  treatment  Brown  was 
permitted  to  become  ambulatory.  He  went 
to  the  second  floor  of  the  main  building 
of  the  sanitarium  for  massage.  Afterwards, 
he  fell  down  a flight  of  steps. 

The  noise  of  Brown’s  fall  alarmed  the 
sanitarium  staff,  who  ran  to  help  him. 
Brown  was  picked  up  and  carried  to  a bed 
in  an  adjoining  treatment  room  by  at  least 
four  persons  who  improperly  held  him  by 
his  extremities,  with  his  head  hanging  down. 
Dr.  Kelly  was  not  present  at  the  time 
Brown  was  carried  by  the  attendants. 
Brown  complained  that  he  had  broken  his 
neck  in  the  fall  and  that  he  had  suffered 
partial  paralysis.  He  was  removed  to  his 
own  room  and  by  this  time  his  arms  and 
legs  were  paralyzed.  Dr.  Kelly  and  another 


doctor  who  was  later  called  in  from  the 
town  of  Mercer  to  assist  Dr.  Kelly  con-  j 
eluded  that  Brown  had  suffered  no  real  or 
substantial  injury  and  that  his  condition  i 
resulted  simply  from  hysteria. 

The  widow  and  executrix  of  Brown  sued 
the  owner  of  the  sanitarium  for  the  benefit 
of  herself  and  her  three  minor  children. 
From  an  adverse  judgment  of  the  District 
Court  of  the  United  States  for  the  Western  | 
District  of  Pennsylvania,  the  widow  ap-  | 
pealed.  The  United  States  Court  of  Appeals  | 
for  the  Third  Circuit  (which  comprises  | 
Delaware,  Pennsylvania,  New  Jersey  and  ( 
the  Virgin  Islands)  reversed  the  judgment 
of  the  nisi  prius  court. 

The  Court  stated:  “.  . .Dr.  Kelly,  the 
neuropsychiatrist  and  the  individual  ‘in 
charge’  of  the  Sanitarium,  failed  to  exer- 
cise reasonable  care  and  professional  skill 
in  permitting  Brown  to  descend  the  flight 
of  steps  unattended  following  the  electro- 
shock treatment,  and.  . . Brown  fell  down 
the  steps  because  of  this  lack  of  care  and 
of  rea.sonable  exercise  of  professional  skill.  . . 
Brown  never  received  proper,  adequate  or 

(Continued  on  page  194) 
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SALT  RESTRICTION  AND  SUMMERTIME: 


During  the  past  few  years  the  restriction 
of  salt  has  been  an  important  therapeutic 
measure  used  at  one  time  or  another  by 
practically  all  physicians.  Its  use  in  con- 
gestive heart  failure  is  now  a standard 
method  of  treatment  and  has  been  proven 
effective  beyond  any  reasonable  doubt.  Its 
indication  in  other  conditions  such  as  hy- 
pertension is  not  as  clear  cut  but  it  is  still 
used  by  many  practitioners. 

Any  drug  or  procedure  capable  of  doing 
good  is  also  capable  of  causing  damage. 
This  is  especially  true  in  the  case  of  salt 
restriction. 

The  low  salt  syndrome  has  been  recog- 
nized as  a clinical  entity  for  approximately 
ten  years.  The  clinical  features  of  this  con- 
I dition  include  gastrointestinal  symptoms 
I such  as  loss  of  appetite,  nausea  and  vomit- 
I ing.  Neurologic  symptoms  such  as  apathy, 
) drowsiness,  restlessness,  confusions,  and 
* even  convulsions  and  coma  frequently 
/ occur.  Muscular  weakness  and  muscular 
I cramps  are  common.  The  effect  upon  th^ 

I circulatory  system  produces  tachycardia 
I and  sometimes  even  shock.  An  important 
' fact  is  that  the  patient  losses  his  response 
to  diuretics;  this  is  manifested  in  a patient 
who  has  been  having  a satisfactory  re- 


spon.se  to  diuretics  suddenly  ceasing  to  have 
this  response. 

It  can  be  seen,  therefore,  that  this  can 
be  a confusing  condition  and  that  many  of 
the  .symptoms  cau.sed  by  a loss  of  sodium 
may  imitate  those  due  to  congestive  heart 
failure  itself. 

In  normal  individuals  there  is  a tendency 
to  lose  salt  during  the  hot  summer  months; 
this  has  been  recognized  for  a long  time  and 
many  industries  have  .salt  tablets  handy  by 
their  water  coolers.  The  cardiac  patient  is 
by  no  means  immune  to  this  lo.ss  of  salt  due 
to  excessive  sweating.  This  brings  up  a 
dangerous  condition  where,  in  the  summer 
months,  a cardiac  patient  who  is  on  a re- 
stricted salt  diet  loses  enough  salt  to  get 
himself  into  a pathologic  state  of  hypona- 
tremia. 

We  must  all,  therefore,  be  careful  during 
the  summer  months  to  reevaluate  our 
patients  whose  salt  intake  is  being  re- 
stricted. We  must  be  alert  to  the  recogni- 
tion of  the  early  signs  of  salt  loss  and  to 
keep  in  mind  that  the  simple  addition  of 
salt  to  the  diet  during  these  hot  days  may 
prevent  serious  complications.  Let  us  not 
be  overly  enthusiastic  in  the  use  of  this 
most  helpful  therapeutic  tool. 


MEDICO-LEGAL  COLUMN; 


It  is  fitting  that  your  State  Medical 
Journal  have  a Medico-Legal  Column  in 
view  of  the  increasing  importance  of  this 
subject  plus  the  fact  that  Delaware  was 
one  of  the  pioneers  in  the  establishment  of 


an  annual  Medico-Legal  Forum.  We  are 
fortunate  in  obtaining  the  services  of  an 
expert  in  this  field  to  write  the  column.  Its 
success  can  be  predicted  when  one  considers 
the  tremendous  popularity  of  the  forums. 
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skillful  medical  treatment.  In  fact  the  treat- 
ment accorded  Brown  was  such  as  probably 
would  aggravate  his  condition.  . . Dr.  Kelly 
was  guilty  of  malpractice.  That  malpractice 
involved  ‘medical’  acts  requiring  profes- 
sional skill  as  distinguished  from  ‘adminis- 
trative’ act.  . . In  our  opinion,  the  furnish- 
ing of  attendance  following  electro-shock 


therapy  to  a patient.  . . is  a medical  act 
because  the  physician,  the  neuro-psychia-  i 
trist,  who  administered  the  shock  must  de- 
termine the  extent  and  duration  of  the 
attendance  required  to  safeguard  the  i 
patient.  . . Brown’s  death  resulted  from  Dr.  [ 
Kelly’s  improper  and  inadequate  treat-  i 
ment.” 


POST-OPERATIVE  CARE 

LANE  VS.  CALVERT 


Court  of  Appeals  of  Maryland  215  Md.  457,  138  A.  2d  902 


Henry  F.  Lane  brought  suit,  both  as  an- 
cillary administrator  of  his  deceased  wife, 
and  individually,  against  Dr.  Read  N.  Cal- 
vert for  alleged  negligence  in  post-operative 
care  of  his  wife.  The  claims  were  for  pain 
and  suffering  of  the  decendent,  for  the  pro- 
longation of  her  hospitalization  and  for  in- 
creased expense  incident  thereto.  The  Cir- 
cuit Court  of  Montgomery  County,  Mary- 
land entered  judgment  for  the  physician, 
and  the  plaintiff  appealed. 

The  plaintiff’s  wife  was  suffering  from 
carcinoma  when  she  first  consulted  Dr. 
Calvert.  It  had  then  progressed  to  such  a 
stage  as  to  have  been  incurable,  and  she 
died  as  the  result  of  it  almost  a year  later. 
After  Dr.  Calvert  performed  an  operation 
upon  the  patient,  he  used  x-rays  and  made 
incisions  for  the  purposes  of  locating  and 


draining  accumulations  of  pus  from  the  ab- 
dominal cavity.  Dr.  Calvert  consulted  with 
Dr.  V.  M.  lovine,  who  suggested  that  a lip- 
iodol  dye  be  injected  in  the  fistulous  area  • 
to  locate  and  drain  the  pus  accumulations. 
Dr.  lovine’s  suggestion  was  adopted,  but  < 
the  question  was  raised  by  the  suit  as  to 
whether  or  not  Dr.  Calvert’s  failure  to  use 
this  technique  sooner  was  evidence  of 
negligence  on  his  part  in  the  post-operative 
treatment  of  the  patient. 

The  Court  of  Appeals  of  Maryland  i 
affirmed  the  judgment  of  the  lower  court,  I 
declaring:  “Though  it  might  be  inferred  ) 
that  if  Dr.  Calvert  had  used  lipiodol  dye  ‘ 
sooner,  the  patient  would  have  fared  better,  | 
we  do  not  think.  . . the  defendant  was  guilty 
of  negligence  in  failing  to  use  it  sooner  and 
in  seeking  to  locate  and  drain  the  pus 
pockets  by  other  means.” 


July,  1958 


Delaware  State  Medical  Journal 


195 


THE  VIROLOGICAL  DIAGNOSTIC  LABORATORY 


IKarly  in  1958  a firoiij)  rej^resenting  the  Dela- 
ware State  Medical  Society  visited  a viral 
diagnostic  laboratory  of  the  L'.S.I’.H.S.  at  Heth- 
esda,  Maryland.  Dr.  John  I\  Ttz.  t'hief  of  the 
Infectious  Di.sease  Service,  met  with  them  and 
some  of  his  remarks  were  as  follows: 

I \'ai,ue 

Dr.  Utz  stated  that  ever  viral  diagnostic 
I laboratory  of  which  he  has  knowledge  has  been 
I working  at  cai)acity  shortly  after  its  incejJtion, 
as  physicians  have  learned  of  the  value  of  the 
I results  it  has  produced.  Most  important  of  these 
I has  been  the  establishment  that  a given  infection 
is  or  is  not  viral.  Granted  that  no  specific 
I treatment  for  viral  infections  is  available,  he 
said,  the  knowledge  that  an  infection  is  not 
bacterial  eliminates  the  need  for  broad  spectrum 

(therapy,  and  permits  both  less  expensive  and 
more  accurate  treatment  of  the  patient.  Because 
this  is  so,  he  said,  a charge  to  the  patient  for 
such  work  is  definitely  justified.  Aside  from  the 
I immediate  value  to  the  patient.  Dr.  Utz  said 
that  the  profession  benefits  from  a knowledge  of 
the  current  virologic  census,  and  from  the  viro- 
logic  post  mortem  e.xaminations  that  are  within 
the  capabilities  of  a diagnostic  facility.  Such  a 
laboratory  would  also  be  capable  of  producing 
material  for  teaching  purposes. 

Cost 

Discussing  cost,  Dr.  Utz  said:  “The  differ- 
ence between  the  virology  of  today  and  of  a few 
years  ago  is  the  availability  of  commercially- 
produced  media  and  equipment.”  Under  these 
circumstances,  he  said,  a virologist  with  one  aide 
can  provide  diagnostic  service  for  up  to  1000 
beds.  The  laboratory  of  the  USPH  uses  tissue 
cells  purchased  commercially  from  Micro-Bio- 
logic Associates,  Inc.,  4846  Bethesda,  Maryland. 
These  cells  are  made  from  monkey  kidney  tissue, 
Hela  uterine  cancer  cells  and  human  embryo 
tissue  fibroblasts.  The  cost  is  33c  per  tube.  .\n 
average  of  4 tubes  are  used  per  patient.  Dr. 


Utz  .said  that  it  is  |M)ssible  to  produce  Hela  cells 
indeiiendently.  but  pointed  out  that  this  would 
take  the  full  time  of  one  Technician.  He  esti- 
mated the  total  cost  of  servicing  one  patient  as 

83.00  to  $5.00,  exclusive  of  the  cost  of  space 
in  which  to  work.  The  cost  of  materials  alone 
would  be  approximately  $0.50  per  test,  or  82.00 
per  i>atient. 

Dr.  Utz  .said  that  work  with  animals  would 
be  negligible.  With  the  availability  of  commer- 
cially produced  tissue  cells,  the  only  viral  con- 
dition requiring  live  animals  (mice)  for  testing 
jHirposes  is  lymphocytic  choriomeningitis.  ,\11 
other  viruses  can  be  diagnosed  from  tissue  cul- 
ture. 

DLscussing  per.sonnel  cost,  Dr.  Utz  said  that 

810.000  would  secure  an  exceihionally  able  non- 
medical virologist.  The  aides  in  the  Public 
Health  Service  Laboratory  are  high  school  grad- 
uates. While  agreeing  that  opportunity  for 
research  is  a necessary  inducement  to  a virol- 
ogist, Dr.  LTz  said  that  providing  funds  for  this 
is  not  a responsibility  of  the  laboratory.  Grants 
for  research  are  available,  and  it  is  the  respon- 
sibility of  the  virologist  to  secure  them. 

Equipment 

The  minimum  major  expenditures  for  equip- 
ment were  given  by  Dr.  L’tz  as  follows: 

1 Microscope 
1 Freezing  L"nit 

1 Incubator  (for  cultures;  an  egg  incubator 
is  unnecessary  if  media  are  purchased). 

1 Ordina'y  Centrifuge 
1 Autoclave 

1 Hood  to  insure  sterile  conditions.  A 
small  enclosed  area,  air-conditioned,  will 
serve  this  purpose. 

Expenses  beyond  these,  he  said,  would  be 
either  optional  or  relatively  minor. 

Techniques 

The  viral  laboratory  at  the  National  Institute 
of  Allergy  and  Infectious  Diseases  is  designed 
primarily  for  diagnostic  work  within  the  hos- 
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pital.  The  laboratory  serves  approximately  500 
beds  with  particular  emphasis  upon  the  52-bed 
ward  used  for  patients  with  viral  infections. 

Each  ward  is  equipped  with  small  bottles  of 
“keeper”  solution.  Nose,  throat,  and  rectal 
swabs  are  taken  on  the  ward  and  immersed  in 
the  “keeper”  solution,  which  is  then  sent  to  the 
laboratory.  The  incoming  vials  are  recorded  by 
name  and  by  number,  and  stored,  if  necessary, 
in  a freezer.  The  keeper  tubes  are  kept  under 
refrigeration  until  inoculation.  The  culture 
tubes  are  inoculated  within  a sterile  area  with 
1 lOcc.  of  the  “keeper”  solution.  They  are 
then  placed  in  an  incubator  for  such  time  as  is 
necessary.  It  is  usually  possible  to  state  within 
15  hours  that  an  infection  is  or  is  not  viral. 
Inspection  for  this  purpo.se  is  done  by  placing 
the  entire  sealed  culture  tube  under  the  micro- 
scope. 

Positive  identification  of  the  type  of  virus  will 
require  from  24  hours  to  5 days.  To  determine 
the  type,  the  culture  tubes  are  treated  with 


appropriate  antisera  and  returned  to  the  in- 
cubator. The  antisera  are  prepared  by  the 
laboratory  itself,  which  now  uses  solutions  as 
old  as  four  years.  Antisera  are  stored  by  the 
laboratory  in  a freezing  unit,  which  eliminates 
constant  repurchasing  of  the  media. 

Microscopic  inspections  are  accomplished 
within  a few  feet  of  the  incubator,  and  conclu- 
sions recorded  at  the  same  table.  Use  of  the 
swab  and  vial  technique  effects  economy  of 
space,  and  permits  the  entire  procedure,  from 
inoculation  through  identification,  to  take  place 
within  approximately  150  square  feet.  The  lab- 
oratory does  not  use  stool  specimens. 

Dr.  Utz  said  that,  in  his  opinion,  a viral 
diagnostic  laboratory  is  an  important  adjunct  to 
medical  practice,  and  will  become  increasingly 
necessary  to  the  practice  of  medicine.  He  offered 
to  come  to  Wilmington  to  discuss  the  establish- 
ment of  a laboratory  with  either  the  Committee 
or  the  membership  of  the  Society  in  open  meet- 
ing. 
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Controls  Stress 

Relieves  Distress  in  smooth  muscle  spasm 


new 

Pro-Banthine*u;.Y/i  Dartal* 


— for  positive  relief  of  cholinergic  spasm.  — a new  and  safer  agent  for  normalizing  emotions. 


a 


Safer 

Stabilization  of 
Emotion 


Unsurpassed 
Specificity  of  Action 


Superior 

Anticholinergic 

Activity 


PRO-BANTHINE  WITH  DARTAL  offers  you  a 
new,  specific  and  reliable  control  of  visceral 
motor  disorders,  especially  when  these  dis- 
orders are  induced  or  aggravated  by  psychic 
tensions  or  anxiety. 

Pro-Banthlne  has  won  wide  clinical 
acceptance  as  the  most  effective  drug 
for  controlling  gastrointestinal  hyper- 
motility and  hypersecretion. 

Dartal,  a new  phenothiazine  congener, 
offers  greater  safety,  flexibility  and 
effectiveness  in  stabilizing  emotional 
agitation. 

The  combination  of  each  drug  in  fully  effec- 
tive doses  in  Pro-Banthlne  with  Dartal  gives 
a new  means  of  approach  to  the  medical 
management  of  functional  gastrointestinal 
disorders  mediated  by  the  parasympathetic 
nervous  system. 

Specific  Clinical  Applications:  Functional 
gastrointestinal  disturbances,  gastritis,  py- 
lorospasm,  peptic  ulcer,  spastic  colon  (irri- 
table bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  contain- 
ing 15  mg.  of  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

G.  D.  SEARLE  & CO.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


SEARLE 


Faster  rehabilitation  inl^ 


Joint  Inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders— and  MEPROL.ONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antlrheu- 
matic-antlarthrltlc  agent. 


MEPROLONE-2  Is  Indicated  In  cases  of  severe 
Involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  Involvement  Is  only  moderately 
severe  or  mild,  MEPROLONE-1  may  be  Indicated. 

SUPPLIED:  Multiple  Compressed  Tablets  In 
three  formulas  : MEPROLONE-2  — 2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
In  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  100).  MEPROLONE-5— 5.0  mg.  predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 


II 


MERCK  SHARP  & DOHME  Division  of  MERCK&CO.,IHC..Phil»delphial,Pa.  raSw 


Kheumatoid  Arthritis 


iltiple  compressed  tablets 


ffiPMUNE 


FIRST  MEPROBAMATE-PREDNISOtONE  THERAPY 


Therefore,  MEPROLONE  does 
more  than  any  single  agent  to 
help  the  physician  shorten  the 
time  between  disability  and 
employability. 


1EPROLONE  jg  g trade-mark  of  Merck  & Co.,  Inc. 


MEPROLONE  Is  the  one 
antirheumatic-antiarthritic  that 
exerts  a simultaneous  action  to 
relax  muscles  in  spasm  and 
to  suppress  Joint  inflammation... 
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sa^iioB 


when  you  treat  hypertensive  patients 

>uble  duty  RAUDIXIN 


double  duty  ■ 1 1 H 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina 

is  the  solid  base  line  for  successful  therapy 


RAUDIXIN... "is  the  best  symptom  reliever."* 

In  mild  to  moderate  cases,  Raudixin  is  frequently  sufficiei»t. 

Base  line  therapy  with  Raudixin  permits  lower  dosage  of  more  toxic  agents. 
The  incidence  and  side  effects  of  these  agents  are  minimized.  Diuretics  often 
potentiate  the  antihypertensive  effect  of  Raudixin. 

*Finn»ly.  F.  A.  Jr.:  Ne.  York  SlaU  J.  Med.  S7:2»S7  (S<pl.  IS)  1957. 

Squibb  SquibbQvalUy— the  Priceless  ingredient 


Raudixin  helps 
you  relieve 
pressures  on 
your  patients 

Raudixin  “relieves 
anxiety  and  tension, 
particularly  the 
tension  headache 
of  the  mild 
hypertensive  patient, 
better  than 
any  other  drug.”* 


Raudixin  helps 
you  relieve 
pressures  in 
your  patients 

Raudixin  “lowers 
blood  pressure  and  slows 
the  pulse  rate  much 
more  efficiently  than  the 
barbiturates. ...  It  is  not 
habit-forming  and  is 
synergistic  with  all  other 
known  hypotensive  drugs.”* 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


Fm  too  little 


stimulates  appetite  and  growth 

vitamins  Bi,  B«,  B12,  C and  L-lysine 


I’m  simply  two 


a nutritional  buildup  for  the  OB  patient 


when  anemia  complicates  pregnancy 


And  Fm  getting  brittle 


5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 
Fll  never  make  it  up 
that  high 


© 


one  capsule  a day,  for  all  treatable  anemias 


when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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Monilial  overgrowth 
is  a factor 


SUPPLIED  I 

CAPSULES  contain  250  mg.  tetracycline  HCl 
equivalent  (phosphate-buffered)  and  250,000 
units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored)  Each  5 cc.  teaspoonful  contains 
125  mg.  tetracycline  HCl  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 


Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight 
per  day)  in  the  average  adult  is  4 capsules  or 
8 tsp.  of  Achrostatin  V per  day,  equivalent 
to  1 Gm.  of  Achromycin  V. 


Achrostatin  V combines  AcHROMVciNt  V 
...the  new  rapid-acting  oral  form  of  Achromycin^,] 
Tetracycline . . . noted  for  its  outstanding 
effectiveness  against  more  than  50  different  infection^ 

. . . and  Nystatin  ...  the  antifungal  specific. 
Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone 
to  monilial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 


LEDERLE  LAUORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  N.  Y. 
♦Trademark  fReg.U.  S.  Pat.  Off. 


HOCH CH— N CH, 

' I 

CH, 


I 

CH, 

I 

H,C CH  — CHCH  = CM, 


CH, 

I 

NH  CH  CH,(CH,),N(CH,CH,), 


•2HCI*2H,0 


"It  has  a high  degree  of  clinical 
safety.  . . It  is  considered 
to  be  the  preferred  antimalarial 
drug  for  treatment  of  disorders 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointestinal 
distress  as  compared  to  that 
with  chloroquine  phosphate.' 


//I 


. . Plaquenil  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  highj 
dosage,  than  is  chloroquine."^  | 


the  least  toxic  of  its  class  . . 


SULFATE 


effective?, 

mji 


SIDE  EFFECTS  MARKEDLY  REDUCED 


DOSE:  Initial  — 400  to  600  mg.  (2  or  3 tablets)  Plaquenil  sulfate  daily. 
Maintenance  — 200  to  400  mg.  (1  or  2 tablets)  daily. 

SUPPUED:  Tablets  of  200  mg.,  bottles  of  100. 


Write  for  Booklet 


lAtORATOftlCS 

NfVr  tO*K  It.  N T 


LNCB; 
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For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 

PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


?MB-200 


'Tremarin'^  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 

"Premarin®”  conjugated  estrogens  (equine)  Meprobamate  licensed  under  U.S.  Pot.  No.  2,724,720 


PROTECTION  AGAINST  LOSS  OF  IN- 
COME FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 
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diagnosis:  hypertension,  moderate  to  severe 
prescribed:  * 

(Rauwolfia  Serpentina  and  Proloveiatiines  A & B Combined) 


!• 


;e^ 


X 


because^imm^iffate  lowering  of-blood  pressure  is  imperative 


ftauwolfia  $erpentina's  gradual  tronquilizing  and  pra- 
longed  hypotensive  effect  combines  with  faster-acting, 
more  potent  Protoveratrine  for  effective  therapy  with  a 
minimum  of  risk.  Each  of  the  agents  appears  to  pofen- 
fiote  the  other’s  hypotensive  activity  and  produce  ben- 
eficial vasodilitotion,  without  ganglionic  or  adrenergic 
blockade  . . . without  direct  smooth  muscle  depression 
and  without  deranging  those  mechanisms  which  control 
blood  distribution  and  which  normally  prevent  postural 
hypotension. 

Relief  of  symptoms  is  produced  rapidly,  blood  pressure 
is  lowered  and  tranquility  ensues  . . . with  a minimum 
of  side  effects. 


supplied;  in  bottles  o(  100  and  lOOO  tablets,  each  containing  50  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratnnes  A and  B (the  chemically 
standardized  alkaloid  ot  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 

THE  VALE  CHEMICAL  COMPANY,  INC.  allentown,  pa. 

Pharmaceuticals 
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•Trade  Mark 


Usual  Dosag^e: 

One  or  two 

400  mg.  tablets  t.i.d 


‘Even  in  double  the  usual  dosage, 

[Miltown]  produces  no  behavioral  toxicity 
in  our  subjects  as  measured  by  our 
tests  of  driving,  steadiness,  and  vision.’ 

Relieves  anxiety,  tension  and  muscle  spasm 
in  everyday  practice 

■ with  unexcelled  safety 

■ without  impairing 


Miltown 


meprobamate  (Wallace) 


Supplied: 

400  mg. 
scored  tablets, 

200  mg. 
sugar-coated 
tablets, 
bottles  of  50. 

*Marqui3,  D.  G.,  Kelly,  E.  L., 
Miller,  J.  G.,  Gerard,  R. 
and  Rapoport,  A. : 

Ann.  New  York  Acad, 

Se.  67  • 701,  May  ».  1957. 


autonomic  function  \'^®wallace  laboratories,  at.  j. 


TAKE  A NEW  LOOK  AT  FOOD 
ALLERGENS*-TAKE  A LOOK 

A nn^  TV  T T TT  T "W  X T~^  r~l"^  A 'TV  T **'*  >»'"'•  ®*  p®'*"'  •»«'«en5.  typical  arc: 

f\  I ^ \ /»  / I ■ I \ /I  Lj  I /\  l_J  lobster:  luna;  sturgeon  roc;  llsh  oil  used  to  prepare  leather, 

/■X  I I X I’jVV  I VI  1 W I 1’  i I / \ 1 X 1’  i «''*"'0l».  soaps:  culllelish  bone  for  polishing  material 

^ ^ ▼ T ^L.  ^ T M ^ ^ ^ ^ J and  tooth  powdor;  glues  made  Irom  lish  products. 


n a recent  140-patient  study’  dimetane  gave  "more  relief  or  was  superior  to  other  anti- 
listamines,”  in  63,  or  45%  of  a group  manifesting  a variety  of  allergic  conditions.  Gave 
rood  to  excellent  results  in  87%.  'Was  well  tolerated  in  92%.  Only  1 1 patients  (8%) 
:xperienced  any  side  reactions  and  5 of  these  could  not  tolerate  any  antihistamines. 


HMETANE  Extentabs  (12  nig.  each,  coated)  provide  antihista- 
nine  effects  daylong  or  nightlong  for  10-12  hours.  Tablets 
4 ing.  each,  scored)  or  pleasant-tasting  Elixir  (2  nig./5  cc.) 
lay  be  prescribed  t.i.d.  or  q.i.d.,  or  as  supple- 
nentary  dosage  to  Extentabs  in  acute  allergic 
ituations.  A.  H.  ROBINS  CO.,  INC.,  Richmond  mSBi. 
0,  Virginia.  Ethical  Pharmaceuticals  of  Merit  Since  1878. 


EXTENTABS®  • TABLETS  • ELIXIR 
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Triaminic  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then—^  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

*TniddmBrl( 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  Va  Triaminic 
Tablet  or  Vi  Triaminic  Juvelet. 


Triaminic 


SMITH-DORSEY  »a  division  of  The  Wander  Company*  Lincoln,  Nebraska  •Peterborough,  Canada 
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SENSITIZE 


USE 

POLYSPORIN 


5 


POLYMYXIN  B-BACITRACIN  OINTMENT 


brand 


to  ofoim  hmid.‘/gjoeSvm 

cA 


For  topical  use:  in  Vi  oz.  and  1 oz.  tuoes» 
For  ophthalmic  use:  in  ’/s  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V* 


FORD,  R.  V.,  Rochelle,  J.B.III,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L: 
J.A.M.A.  166:129,  Jan.  11, 1958. 

". . . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DlURlL'  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  'DIURIL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective— even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DIURIL'  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 

DiuriL  is  a trade-mark  ol  Merck  & Co.,  Incr 

MERCK  SHARP  & DOHME  Division  of  MERCK&CO..Inc„ Philadelphia  l,Pa. 


[ 

lensiOD 

(EDEMA) 


luickly  relieves 
listress 


FOR  'DIURIU 


iNY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION 


xl 


Delaware  State  Medical  Journal 


July,  1958 


Baynard  Optical 
Company 

ECKERD’S 

DRUG  STORES 

COMPLETE 

Prescription  Opticians 

DRUG  SERVICE 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 

HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STGCKINGS 
TRUSSES 

BAYNARD  BUILDING  MEDICAL  CENTER 

5th  & Market  Sts.  1003  Delaware  Avenue 

Wilmington,  Delaware 

900  Orange  Street 

513  Market  Street  723  Market  Street 

Fairfax  3002  Concord  Pike 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 

and  inflammation 

withBUFFERir 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.’) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium- free  Hufferin  tablet  contain-s  acetyl- 
salicylic  acid,  6 Rrain-s,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (June4)  19.55. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 
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why  PETN? 


For  cardiac  effect:  PETN  is  . the  most  effective  drug 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”*  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two? 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


^Trademark 


For  greater  therapeutic  success:  In  clinical  trials,  CARTR.ax 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  19:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  cartrax 
"20”  tablets  (20  mg.  petn  plus  10  mg.  atarax.)  For  convenience, 
write  “cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 
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A physiologically  balanced  formulation  of  i 
three  well  known  and  widely  used  compounds: 


(^N^^Synephrine®  HCI,  0.5% 

dependable  decongestant 

(^enfadil®  HCI,  0.1% 

powerful  antihistaminic 

(^phiran®  Cl,  1 :5000 

^ ^ wetting  agent  and 
antibacterial 


DELIVERS  FINE  EVEN  SPRAY 
LEAKPROOF 


Rapidly  Effective 


No  Antibiotic 
Sensitization 


lABORATORIES  . NEW  YORK  18.  N Y. 


Supplied  in 
sproy  bottle 
contoining  20  cc. 


NTZ,  NoO'Synpphrin©  (brand  of  phonyl©phr}n«‘),  Th<»n#odil 
(brand  of  thenyldiominc)  and  Zephiran  (brand  of  b«nzalkonium, 
a*  chloride,  rofinedf,  trademorkj  reg,  U.S.  Pol,  OH. 


HAY  FEVER, 

COLDS, 

SINUSITIS 
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AN  AMES  CLINIQUICK 

clinical  briefs  for  modern  practice 


)vhat  are  the  7‘'donts' 

of  offiee  psyehotherapy? 

(1)  Don't  argue  — let  patient  “talk  out”  his  troubles.  (2)  Don’t  counsel— help 
him  solve  his  own  problems.  (3)  Don’t  be  hostile  — allow  patient  to  express 
hostility  without  reciprocating.  (4)  Don’t  be  unsure  — stress  significance  of 
normal  or  abnormal  physical  findings  in  relation  to  symptoms.  (5)  Don’t  be 
too  reassuring— overoptimism  may  suggest  you  take  the  symptoms  too 
lightly.  (6)  Don’t  approve  or  censure.  (7)  Don’t  be  too  credulous— patients’ 
w ords  may  conceal  hidden  meanings. 

— Hyman,  M.;  Some  Aspects  of  Psychiatry  in  General  Practice,  GP  16:83 
(Oct.)  1957. 

calmative  NOSTYN* 

Ectylurea,  Ames 
(2-ethyl-cii-croionylurea) 

for  tranquil— not  “tranqiiiUzed”  patients 

“Anxiety  and  nervous  tension  states  appeared  to  be  most  benefited The  patients 

experienced  and  expressed  a feeling  of  greater  inward  security,  serenity Mental 

depression,  one  of  the  undesirable  side  actions  in  many  other  sedatives,  did  not 
develop  in  any  of  the  patients ”* 

*Bauer,  H.  G.;  Seegers,  W.;  Krawzoff,  M.,  and  McGavack,  T.  H.:  A Clinical  Evaluation 
of  Ectylurea  (Nostyn-s),  in  press. 

dosage:  Children  — 150  mg.  (Vi  tablet)  three  or  four  times  daily.  Adults— 150-300 
mg.  (Vi  to  1 tablet)  three  or  four  times  daily. 

supplied:  300  mg.  scored  tablets;  bottles  of  48  and  500. 

AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  44250 


A desk  is  not  for  sleeping 

That’s  why  so  many  physicians  prescribe 
COMPAZINE^  for  working  patients  and 
others  who  require  a tranquilizing  agent 
which  won’t  impair  their  capacity  to  think 
clearly  and  function  normally. 

For  all-day  (or  all-night)  therapeutic  effect  with  a single  oral  dose:  ‘Compazine’ 
Spansulet  capsules.  Also  available:  Tablets,  Ampuls,  Multiple  dose  vials.  Syrup 
and  Suppositories. 

Smith  Kline  & French  Laboratories,  Philadelphia 

pioneers  in  psychopharmacology 

*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine.  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F* 
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j a way  of  escape  ^ 

from  allergy 

QUAIITY  . RISEAtCH/lNTCfiltlTr 

;!«  CO-PYRONIL 

(Pyrrobuiamine  Compound.  Lilly) 

acts  fast  to  provide 
unusually  long-lasting  relief 

EACH  PULVULE  PROVIDES: 

‘Pyronir  (Pyrrobutamine,  Lilly) 15  mg. 

1 ‘Histadyl’  (Thenylpyramine,  Lilly)  25  mg. 

\ 'Clopane  Hydrochloride'  (Cyclopentamine 

\ Hydrochloride,  Lilly) 12.5  mg. 

^ USUAL  DOSAGE:  2 or  3 pulvules  daily 

ELI  LILLY  AND  COMPANY.  INDIANAPOLIS  6.  INDIANA,  U.S.A.  «ssois 


Lord  Cohen  of  Birkenhead:  British  M.J.  1:672,  1958 


Wmm 

mEe 

[Kmlr!] 

for  appropriate  medical  management  of  epilepsy 

Parke-Davis  family  of  anticonvulsants 

...  an  anti-epileptic  for  every  clinical  need 


• complete  control  of  seizures  in  many  patients 
• reduced  incidence  and  severity  of  seizures  in  many  others 


for  grand  mal  and  psychomotor  seizures 


Dilantin 

Phelantin 

Celontin 

Milontin 


Sod’um  (diphenylhydantoin  sodium, 
Parke-Davis)  is  supplied  in  many  forms 
— including  Kapseals®  of  0.03  Gm.  and 
0.1  Gm.  in  bottles  of  100  and  1,000. 

Kapseals  (Dilantin  100  mg.,  phenobar- 
bital  30  mg.,  deso.xyephedrine  hydro- 
chloride 2.5  mg.),  bottles  of  100. 


for  the  petit  mal  triad 

Kapseals  (methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 


Kapseals  (phensuximide,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000. 
Suspension,  250  mg.  per  4-cc.  teaspoon, 
16-ounce  bottles. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32  , MICHIGAN 
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i.  XX  Vale  Chemical  Company  xxviii 
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xxvi  Wintbrop  xii,  xviii,  xxiv,  xxxii 
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‘Nocturia  and  orthopnea  have  disappeared  since  he’s 
on  NEOHYDRIN— and  he’s  edema-free  when  he 
wakes  in  the  morning.” 
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oral 

organomercurial  tablet 

diuretic  N E O H YD  R I 

BRAND  OF  CHLORMERODRIN 


LAKESIDE 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  ATARAX  because  (^) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (♦)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 


Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tap.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mi;,  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 
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In  Biliary  Distress 


ZANCHOL 

Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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Drand 


POLYMYXIN  B-BACITRACIN  OINTMENT 


to  ifcdoAi  h/moi'0)joeScmc 


For  topical  use:  in  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V* 
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when  eating  moves  outdoors . . . 


CREMOSUXIDINE 

SUUFASUXIDINE®  SUSPENSION  WITH  KAOLIN  AND  PECTIN 


CONTROLS  "SUMMER  COMPLAINT” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 

Chocolate-mint  flavored  CREMOSUXIDINE  is  so  pleasant  to  take  too ! 


CREMOSUXIDINE  and  SULFASUXIDINE 
are  trade-marks  of  Merck  & Co.,  Inc. 


ri^MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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Glucose  Tolerance  Test* 


AN 

AMES 

CLINIQUICK 

CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


66-year-old  man  with  early  diabetes 

mellitus 

68-year-old  man  with  pseudodiabetes 

following  gastric  resection 
’Constam,  G.  R.:  Northwest  Med.  56:919, 1957. 


besides  diabetes,  what  diseases  may  cause 
symptoms  of  polyuria,  polydipsia,  increased 
fatigability  and  loss  of  weight? 

Various  renal  diseases  with  isosthenuria,  portal  obstruction,  functional 
dipsomania,  hyperparathyroidism,  acromegaly,  primary  aldostero- 
nism, chronic  mercury  poisoning,  hypervitaminoses  A or  D,  Hand- 
Schuller-Christian  lipoidosis,  fructosuria,  pentosuria  and  sucrosuria.* 


COLOR-CALIBRATED  CLINITESF 

BRAND  ^ . 

Reagent  Tablets 

the  STANDARDIZED  urine-sugar  test  for  reliable  quantitative  estimations 

• full  color  calibration,  clear-cut  color  changes 

• established  “plus”  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum  long  familiar  to  diabetics 

• unvarying,  laboratory-controlled  color  scale 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


Comments  by  investigators  on 


(Methocarbamol  Robins,  U.S.  Pat.  Ho.  2770040) 


r jRobiiis 


— the  remarkably  efficient  skeletal  muscle  relaxant, 
unique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 

PUILISHCD  RBPCRCNCES:  1.  Carpenter.  C.  R.:  Southern  Medical  Journal  31:027,  19.30. 
2.  Fora>th.  H.  F.:  J.A.M  A.  167:163.  1938.  3.  Little.  J-  M.,  and  Truitt.  E.  B..  Jr.:  J.  Ph.trm. 

Exper.  Therap.  110:161.  1957.  4.  .Morcan.  A M..  Truitt.  E.  B.,  Jr.,  and  Little.  J.  M : J. 
Am.  Pharm.  Assn.,  Scl.  Ed.  46:374.  1957.  S.  O'Doherly.  D.  S..  and  Shields,  C.  D.:  J.A.M. A. 
167:190.  1938.  6.  Park.  H.  W.:  J.A.M. A.  107:108.  1958  7.  Truitt.  E.  B.,  Jr.,  and  Patterson. 
R.  B . Proc.  Soc.  Exper.  Bio.  & Med.  03:422.  1037.  8.  Truitt.  E.  B..  Jr..  Patterson.  R.  B.. 
Monran.  A.  M..  and  Little.  J.  M.:  J.  Pharm.  A Exper.  Therap.  110:180.  1937. 

Supply:  Tablets  (white,  scored),  0.5  Gm.,  bottles  of  50  and  500. 


"In  the  author's  clinical  experi- 
ence, methocarbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  relaxants  . . 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

ethical  Pharmaceuticals  of  Merit  since  1878 
Summary  of  four  new  published  clinical  studies: 

Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeletal  Muscle  Spasm’ 


CONDITION 

NO. 

PATIENTS 

JT r e,\ 

\ 

RESPONSE 

— 

STUDY  1’ 

“marked" 

moderate 

slight 

none 

Skeletal  muscle 

spasm  secondary  to 

L acute  trauma 

33 

26 

6 

1 

— j 

r STUDY  2* 

"pronounced" 

1 Herniated  disc 

39 

25 

13 



1 

' Ligamentous  strains 

8 

4 

4 



— 

Torticollis 

3 

3 



■ 



Whiplash  injury 

3 

2 

1 

-- 

— 

Contusions, 

‘ fractures,  and 

muscle  soreness 

due  to  accidents 

5 

3 

2 

— 

STUDY  3® 

"excellent" 

Herniated  disc 

8 

6 

2 



Acute  flbromyositis 

8 

8 



— - 

Tarticollis 

1 

— 

— 

— 

STUDY  4® 

"significant" 

Pyramidal  tract 

and  acute  myalgic 

disorders 

30 

27 

— 

2 

1 

TOTALS 

138 

104 

28 

4 

2 

(75.3%) 

(20.3%) 

\ 


THE  .JOLHWL 


"An  excellent  result,  following 
methocarbamol  administration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm. 


THE  JOURNAL 


"In  no  instance  was  there  any 
significant  reduction  involuntary 
strength  or  intensity  of  simple 
reflexes."* 


I 


Southmi 
Mak'dI  foumi( 


I 


"This  study  has  demonstrated 
that  methocarbamol  (Robaxin)  is 
a superior  skeletal  muscle  relax- 
ant in  acute  orthopedic  condi- 
tions."’ 


Delaware  State  Medical  Journal 


August,  1958 


xii 


A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 

Just  a "poof”  of  fine  N T Z spray 

brings  relief  in  seconds,  for  hours 

nTz  provides  day  and  night  relief 
from  stuffy,  sneezing,  running  noses 
and  watery  eyes. 

nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 

Neo-Synephrine®  HCl,  0.6% 

- dependable  vasoconstrictor 
and  decongestant. 

Thenfadil®  HCl,  0.1% 

- potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


NASAL  SPRAY 


Supplied  in  leakproof  , ^ 

pocket  size 

squeeze  bottles  of  20  cc. 


v|  1 |uitll/U)b  lABORATORIfS 
lA/  I N««  y©»k  18.  N.  y. 


NTZ,  Neo-Synephrine  (brand  of  phenylephrine) , Thenfadil 
(brand  of  thenyidiamine) , and  Zephiran  (brand  of  benzalkonium, 
as  chloride,  refined),  trademarks  rcg.  U.S.  Pat.  Off. 
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"9,  April  19^.  179*  Friednan,  A.  P.;  The  treataent  of  chronic  hsadache  vlth  aeuro- 

Use  of  tranqulllBera  In  the  treatment  of  headache.  A«.  Pract.  & Digest  Treat.  8:9!j, 
.M.A.  March  30,  1957.  182.  Friedman,  F.  T.  and  Karmelxat,  V.  L.t  Adrarse 

ircbamate  [Mlltovn]  - a clinical  study.  !.r.,  J.  Psychiat.  In  press,  1957.  l61t.  Gibbs, 

Rciaxant  effects  of  aeprobamate  in  disabilities  resulting  from  uruaculoskeletal  and 
li53-  July  1956.  l86.  Gillette,  H.  E.  t The  effect  of  meprobamate  on  cerebral  palsy, 
srs  and  purpura  hemorrhagica  (Correspondence).  J.A.M.A.  l6l;96,  V.&y  $,  1956.  188. 

An  evaluation  of  meprobamate  in  the  troatrcont  of  alcoholism.  Ann.  Nov  York  Acad.  Sc, 
’’Kfibit-fcnning"  indivi.duals  (Queries  and  Minor  Notes) . J.A.M.A.  I63:5l5»  Feb.  9, 


c.  Ohio  M.  J.  52fl306,  Dec.  1956.  192.  HoUistar,  L.  E.,  Elkins,  H.,  Hilor,  £.  C, 


ad.  Sc.  67:789,  Kay  9,  1957.  193.  Hollister,  L 
19!;,  Holoubek,  J.  E.,  Thomas,  0,  C,  r.nd  S 
95.  Karl 
robaJT.ato  (J( 

trano.uiliz  , _ ^ „ 

ebsmate  ( spend ence)  ?1  J.A.'M.A.  l6l:6i4h,  June  I6,  1956.  I;"!. 


N.  and  Drake,  C.  ?. « 
Tor^c  "reaction  to  2-jBethyl- 
. Can  ad . 
& Throat. 
T*^reliiain  ary 
Kugeliri3.as,  I.  K.l, 


Clinical  r-^l*3tl 

Ineffectivsneca  of  Dlamcx  in  the  treatment  oJ].^,^^ldho^3— fs^ilsps^, 
in  treatmonK . Southwestern  Med 
toKTi  in  the*treatm3nt  of  chronically  ill  psyi 
ychiatric  c 
blication, 

Osin ski,  V 
spend ence) . J.A 
of  six  atarjvxi 
robamate, 

1957,  pp.  _ 

cn,  Y,  M,:  A two-year  ccnqjarative  -evvay  o.. 

K (neprobamate)  with  psychotic  patients.  Am.  J.  Psychiat.  Illii257,  Sept.  195?»  22(5* 

Pe*  irj  'd.  4.”  i U.'  i C.'n 

in  convu] 

vith  performance  ■'reUeves  both  mental  and  muscular  i 

•iltcT.n:}  fc3-  Lao  trea-.-cnu  c.  esoaicn,-  _ u-- ^ ..  i,  ,i„eat.  ?tl5?3, 

ticn.  Kortensioii.  ^Idoes'^  hdt  '^affect.  autonomic  function  snx- 

956.  233.  Rushia,  E.  i..:  Pre limitary  report  on  tne  r iw  oi  meprobamaxs  for  pre-anes- 

S,  B.t  The  effects  cf  ward  tension  on  the  quality  and  quantity  of  tranquilizer  uti- 


d5  Borders. 
C.  F.i  Un- 
K Ln  — A 
. Ann.  New 
Pediatrics  17: 
'rug  reaction 
rania  M.  J. 
. G. , Boyd, 
s wiy.  r.oprobamata 
./j'H  York  Acad. 
:**obamat3  (Correspond- 
Amerlcsn  Psychosomatic 
ic  cases,  in 
f taraxica  in 


' * not*  impair^menlaf  efficiehcy’'or  physical 


T'ne  disorders  of  Kusule  tone.  Ann-  Hew  York  Aesd.  Sc. 

Rypo-^ensivo^|^^^|j^Klc-®;g jneprebamate  (Corrc?pcnden^),  Lancet  2: 

new  tranqullli^^Kfl.  CjiH  A Hper^rsyc^ko^K  239*  3en- 

ede  Island  A^^M^^RlirsB.  Three 

P.:  .Mepro'«®te  (Miltown)  in  rheumatic  diseases*.  I6,  195?. 

spa sn  due  WALTjrAfi’KdLlftBOBATORIES  ■ New  Brunswick,  New,  Jersey,  1957.  21)^, 

eriatrics  5:152,  Feb.  1957.  21^5.  Smith,  R.  1.:  The  newer  drugaM.ra»  the  treat- 

adelphia,  March,  195?j  FP*  353-358.  216.  Sokoloff,  0.  J. i Heprebamate  (Kiltcnm)  as 

, Get.  1956.  2it7,  Steffen,  C.  G. , Chervin,  H.  and  Van  Vranken,.E.t  Reaction  follow- 
Stewart,  E.  H. : The  use  cf  tranquilizing  drugs  in  gynecology.  Vest.  J.  Surg.  6U1 

land  J.  Med.  256:351:,  Feb.  21,  1957.  250.  Thai,  M.j  Premedication  for  electroshock 

7:52,  Feb.  1956.  25l.  Thiasnn,  J.t  Newer  drags  in  the  treatment  of  acute  alcoholism 
ng,  Atlanta,  Georgia,  Dec.  26,  1955.  252.  Thimann,  J.  and  Gauthier,  J.  : Miltcwa 

17:19,  March  1956  . 253.  Tucker,  ¥.  I.:  The  place  of  Miltowrs  in  general,  practice.' 

1 evaluation  of  meprobamate  therapy  in  a chronic  schizophrenic  population.  Am.  J. 
• Surg*,  Gynec.  & Cbst._  lCli:233,  Feb.  1957*  256.  Turvey,  S.  E»  C,  : Meprobamate  for 
<63,  June  1956.  257»  Tan  de  Erve,  J,  and  Childs,  B.  H.:  Meprobamate  reactions.  J. 

cas  (The  new  ataractic  drugs).  Prensa  aed.  argent.  1:3:266?,  Aug.  31,  1956.  259-  Wein- 


to  relieve 


FINNERTY,  F.  A.,  Buchholz,  J.  H.  and  Tuckman,  J.:  J.A.M.A.  166:141, 

Jan.  11, 1958. 

DIURIL  (Chlorothiazide)  given  alone  to  85  patients,  “. . . caused  an  excellent 

diuresis,  with  reduction  of  edema,  weight,  blood  pressure,  and  albuminuria 

The  average  effective  dose  was  found  to  be  1 Gm.  per  day  by  mouth The  usually 

excellent  response  coupled  with  the  absence  of  significant  toxicity  and  lack  of 
development  of  drug  resistance  makes  chlorothiazide  ideal  for  the  prevention 
and  treatment  of  toxemia.” 

DOSAGE:  one  or  two  500  mg.  tablets  of  DiURiL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


OiURiL  is  a trademark  of  Merck  & Co.,  Inc 


01958  Merck  & Co.,  Inc 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


aused  an  excellent 
iliuresis,  with 
I eduction  of  edema, 
iveight,  blood  pressure, 
ind  albuminuria...” 


m IHDICATION  FOR  DIURESIS  IS  IN  INDICATION  FOR  OIRRIL 
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Triaminic  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 

first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then—$  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains; 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


niAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

*Trademart( 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  'A  Triaminic 
Tablet  or  lA  Triaminic  Juvelet. 


Triaminic 


SMITH-DORSEY  . a division  of  The  Wander  Company*  Lincoln,  Nebraska  •Peterborough,  Canada 
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^ FETlSr  + CD  ATARAX:^ 

(^eNT*c«YTMBiTot  tetrahitbate)  (srano  of  mvoboxyzine) 


why  PETN^  cardiac  effect:  PETN  is  . the  most  effective  drug 

' currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.’”  Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


’Trademark 


1.  Russek,  H.  I.:  Postgrad.  Med.  79:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  cabtrax  “10" 
tablets  (10  mg.  PETN  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  CARTRAX 
"20”  tablets  (20  mg.  petn  plus  10  mg.  atarax.)  For  convenience, 
write  “CARTRAX  10”  or  “cabtrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 
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FORMULA:  Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine 2 Gm. 

Pectin  225  mg. 

Kaolin  3 Gm. 

Opium  tincture 0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vi  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 

EFFECTIVE  ANTIDIARRHEAL 


SUPPLIED:  Bottles  of  16  fl.  oz. 

Kxcmpt  Narcotic.  Avatlabh  on  Prescription  Only. 


you  and  your  patient 

can  see  the  improvement 


with 

* Ophthalmic  Suspension 

prednisolone,  0.5%, 
plus  sulfacetamide  sodium,  10% 

Ointment  with  Neomycin,  0.25% 


METIMYD 


in  blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and  other 
external  eye 
conditions 


prednisolone  effectively  checks 
inflammation  and  allergy 
sulfacetamide  sodium,  with  its  wide-spectrum 
antibacterial  range,  controls  infections 
caused  by  common  eye  pathogens 
addition  of  neomycin  sulfate  to  prednisolone 
and  sulfacetamide  sodium  in  Metimyd  Ointment 
broadens  the  antibacterial  spectrum;  the  ointment 
also  assures  sustained  therapeutic  action  during  the  night 
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QUALITr / ffCSEARCH  / INTCCRITY 


. . . acts  fast  to  provide  unusually  long-lasting  relief 


‘Co-Pyronil’  combines  a long-acting  and 
a short-acting  antihistamine  with  a syn- 
ergistic sympathomimetic.  It  usually 
begins  to  combat  symptoms  within  fif- 
teen to  thirty  minutes  and  eliminates 
them  for  as  long  as  twelve  hours.  Thus 
you  can  give  your  hay-fever  patients  and 
other  allergy  victims  remarkably  com- 
plete relief  on  a dosage  of  only  2 or  3 
pulvules  daily. 

*‘Co-Pyronir  IPyrrobutamine  Compound.  Lilly) 


Prescribe  ‘Co-Pyronil’  in  attractive 
green-and-yellow  pulvules  for  adults;  in 
tiny  red  pediatric  pulvules  or  tasty  sus- 
pension for  children. 

Each  Pulvule  ‘Co-Pyronil’  provides: 
'Pyronir  (Pyrrobutamine,  Lilly)  15  mg. 
'Histadyl’ 

(Thenylpyramine, 

'Clopane  Hydrochloride^ 
(Cyclopentamin^ 
chloride, 
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MENTAL  HEALTH  IN  RELATION 
TO  HOMICIDE  INVESTIGATION 

M.  A.  Tarumianz,  M.D.* 


Introduction.  The  will  to  exist  is  funda- 
mental in  the  life  of  an  organism.  In  the 
most  highly  developed  organism  known  to 
science — the  human  being — the  will  to  live 
is  essential  to  the  preservation  of  the  in- 
dividual. The  destruction  of  an  individual 
is  a threat  to  the  well-being  of  society.  The 
words  of  the  English  poet.  John  Donne, 
are  as  applicable  today  as  they  were  when 
he  wrote  them  in  the  sixteenth  century. 
“No  man  is  an  island,  entire  of  itself; 
every  man  is  a piece  of  the  continent,  a 
part  of  the  main;  . . . any  man’s  death  di- 
minishes me,  because  I am  involved  in  man- 
kind; and  therefore  never  send  to  know  for 
whom  the  bell  tolls;  it  tolls  for  thee.” 

From  the  earliest  period  of  recorded  his- 
tory the  taking  of  human  life  has  been  re- 
garded as  a crime.  “Thou  shalt  not  kill”  is 
the  Sixth  Commandment.  The  ancient  He- 
brews were  nomads  who  suffered  great  loss 
of  life  from  natural  causes.  Death  dimin- 
ished the  tribal  strength  and  if  an  indi- 
vidual was  slain,  his  tribe  must  be  com- 
pensated for  his  loss.  The  slayer  was  the 
logical  source  of  recompense.  Among  prim- 
itive peoples  not  only  must  the  surviving 
kinsmen  receive  compensation,  but  the 
spirit  of  the  dead  member  also  must  have 
atonement  for  being  deprived  of  life.'  If 
payment  was  not  made,  relatives  of  the 
slain  could  kill  the  slayer.  Homicide  in- 
vestigation has  its  roots  in  the  tribal  cus- 
tom of  primitive  peoples.  For  an  excellent 
discussion  of  the  historical  development  of 
laws  and  procedures  regarding  adjudication 

*State  Psychiatrist  for  the  State  of  Delaware 


of  homicide  cases  I commend  to  you  Judge 
John  Biggs’  book,  “The  Guilty  Mind.” 

Societal  groups,  beginning  with  primitive 
tribes  and  advancing  to  modem  states  and 
nations,  have  rationalized  the  taking  of 
human  life  under  the  defense  of  protecting 
the  total  group  from  destruction.  Thus  has 
the  execution  of  felons  been  justified,  and 
from  this  concept  has  come  the  idea  of  col- 
lective protection  symbolized  by  war.  For- 
tunately, people  are  beginning  to  question 
the  effectiveness  of  the  taking  of  one  life 
for  another.  Studies  of  human  behavior 
have  shown  that  the  law  of  retaliation — 
referred  to  in  legal  language  as  “lex 
talionis”,  the  idea  of  “an  eye  for  an  eye 
and  a tooth  for  a tooth,”  has  not  been  ef- 
fective in  deterring  homicide. 

Psychiatry  In  Regard  to  Execution.  In 
March  of  this  year  the  State  of  Delaware 
became  the  seventh  state  in  the  United 
States  to  abandon  capital  punishment.^  In 
the  hearings  before  the  Delaware  General 
Assembly  on  Senate  Bill  ^299,  a review 
of  the  legal  executions  in  the  State  from 
1902  through  1946,  when  the  last  execution 
was  performed,  revealed  that  two  of  the 
persons  executed  may  have  had  less  than 
normal  mentality.  The  death  sentence  of 
a 30  year  old  white  male,  convicted  of  mur- 
der in  1910,  was  commuted  to  life  imprison- 
ment. He  later  was  declared  mentally  ill 
and  in  1914  was  transferred  to  the  Dela- 
ware State  Hospital. 

In  speaking  before  the  Committee  on 
Judiciary  of  the  New  Jersey  Assembly  at 
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a hearing  on  June  5,  1958,  regarding  two 
bills  of  the  New  Jersey  Assembly  to  sub- 
stitute life  imprisonment  for  capital  punish- 
ment, Herbert  L.  Cobin,  the  President  of 
the  Prisoners  Aid  Society  of  Delaware  and 
Former  Chief  Deputy  Attorney  General  of 
Delaware,  commented  that  25  persons  have 
been  executed  in  Delaware  since  1902;  19 
for  murder,  six  for  rape.  Fourteen  of  the 
executed  were  between  the  ages  of  20-29 
years,  nine  were  between  30-39  years,  one 
man  was  44  years  old  and  one  female  52 
years  old. 

All  of  these  persons  were  in  the  unskilled 
laboring  class  and  had  limited  education. 
Some  could  not  read  or  write.  Some  were 
able  to  write  only  their  names.  Seven  were 
Caucasians,  including  one  woman;  twelve 
were  Negroes.  Only  six  were  bom  in  Del- 
aware. Three  maintained  their  innocence 
throughout  the  trials,  two  protesting  the 
accusation  of  guilt  from  the  scaffold.  In 
three  cases  the  Court,  in  passing  sentence, 
ignored  a jury’s  recommendation  for  mercy. 
Of  the  25  persons  executed  during  the 
period  for  which  statistics  were  readily 
available,  the  conviction  for  which  they 
were  executed  was  the  first  conviction  for 
more  than  one  half.^ 

From  1904  to  1954  nine  other  persons 
were  received  at  the  New  Castle  County 
Correctional  Institution  under  death  sen- 
tence. Of  this  group  six  were  males  con- 
victed of  murder.  The  mentally  ill  con- 
victed prisoner  referred  to  above  was  in  this 
latter  group.  The  first  of  this  group,  a 
colored  29  year  old  man,  was  convicted  in 
1904  and  pardoned  in  1905.  In  1911  the 
death  sentences  of  two  15  year  old  Negro 
boys  were  commuted  to  life  imprisonment. 
One  died  in  prison  the  same  year,  the  other 
was  pardoned  in  1924.  One  31  year  old 
Negro  male  was  sentenced  to  death  in  1936. 
His  death  sentence  was  commuted  to  life 
imprisonment  in  1937.  In  1945  his  sen- 
tence was  again  changed  to  20  years.  In 
1946  he  was  paroled.  A 21  year  old  Negro 
male,  sentenced  in  1950,  was  re-tried  and 
sentenced  to  life  imprisonment  in  1952.  The 
sentence  of  a 26  year  old  Negro  male  was 
commuted  to  life  in  1955.“^ 

It  was  Mr.  Cobin’s  opinion,  based  on  his 
talks  with  members  of  the  General  As- 


sembly, both  in  the  Senate  and  the  House 
of  Representatives,  that  “the  foremost  con- 
sideration in  the  passage  of  the  Bill  was 
that  they  were  convinced  by  the  facts 
shown  that  the  death  penalty  does  not  act 
as  a deterrent  to  crime  or  is  of  such  slight 
deterrence  that  its  use  is  outweighed  by 
other  considerations.”  Some  of  the  legisla- 
tors were  convinced  “that  the  public  should 
not  be  a party  to  the  taking  of  a human 
life.”  Other  legislators  considered  important 
“the  obvious  fact  that  capital  punishment 
was  applied  mostly  to  the  poor,  the  ignor- 
ant, the  unfortunate  without  resources  and 
is  applied  unequally.”  Many  of  the  legisla- 
tors “were  more  impressed  with  the  facts 
showing  that  innocent  persons  have  been 
executed.”  Other  considerations  which  were 
involved  in  the  final  decision  of  the  legis- 
lators to  substitute  life  imprisonment  for 
capital  punishment  were:  (1)  the  fact  that 
capital  punishment  “is  recognized  as  be- 
ing solely  a retributive  and  punitive  action 
in  strong  contradiction  to  the  present  day 
concept  of  rehabilitation  and  treatment  of 
the  offender,”  (2)  persons  committing  cap- 
ital offenses  are  usually  “those  suffering 
from  mental  disturbances  or  those  impul- 
sive in  nature,”  (3)  that  these  defendants 
are  not  a “criminal  class,”  (4)  that  per- 
sons who  have  committed  capital  offenses 
often  “make  the  best  prisoners  and  the 
best  parolees,”  (5)  that  an  entire  penal 
policy  should  not  be  based  on  the  relatively 
few  who  can  be  classified  as  “depraved 
killers,”  (6)  that  there  is  no  diminution 
of  “protection  for  the  police  where  capital 
punishment  has  been  abolished,”  (7)  that 
more  convictions  are  obtained  with  fewer 
delays  in  places  where  capital  punishment 
has  been  abolished,  (8)  that  trials  are  less 
sensational  if  the  life  of  the  defendant  is 
not  at  stake,  (9)  that  juries,  lawyers,  and 
the  court  are  not  adversely  affected  if  the 
penalty  of  death  is  eliminated  from  the 
trial,  (10)  that  it  is  a questionable  proce- 
dure to  indict  for  a capital  offense  only  to 
force  a plea  for  a lesser  offense,  (11)  that 
society  is  amply  protected  by  the  custody 
of  the  offender,  (12)  that  retention  of  the 
death  penalty  “delays  a more  effective  at- 
tack upon  crime,  crime  prevention  and  the 
correction  of  the  offender.”’ 
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L The  Mind  of  a Murderer.  From  the  fore- 
I going  material  arise  such  questions  as  why 
f would  15  year  old  hoys  commit  murder? 
1 What  causes  men  to  kill?  Are  murderers 
“hardened  criminals?”  Since  most  people 
in  the  world  do  not  kill  others,  homicide 
must  be  recognized  as  abnormal  behavior. 
Criminals  are  persons  who  are  unable  to 
subjugate  their  personal  desires  for  the 
good  of  society.  They  behave  in  a primitive 
or  childlike  manner,  giving  vent  to  intense 
emotion  without  inhibition  or  seeking  im- 
mediate gains  without  regard  to  the  effect 
of  their  actions  on  others.  Such  uninhibited 
action  may  proceed  to  the  extent  of  killing 
any  one  who  represents  a deterrent  to  the 
accomplishment  of  the  immediate  end. 

Murder  may  symbolize  suicide.  The  urge 
to  destroy  oneself  is  turned  toward  another 
instead  of  inward.  The  suicide  motive  may 
be  channeled  into  an  aggressive  act  against 
another  person.  The  newspapers  frequently 
record  instances  of  homicide  in  which  the 
murderer,  after  killing  his  victim,  attempts 
to  commit  suicide,  and  only  through  a 
stroke  of  fate  such  as  the  jamming  of  the 
gun  is  he  saved  to  “answer”  for  his  crime. 
In  the  Delaware  State  Hospital  one  of  the 
mentally  ill  murder  defendants  is  a woman 
who,  in  attempting  to  commit  suicide,  held 
her  baby  in  her  arms  while  she  inhaled  gas 
from  the  kitchen  range.  The  baby  was 
asphyxiated,  but  she  was  rescued. 

The  depressive  psychotic  person  fre- 
quently does  violence  against  some  one  who 
is  almost  a part  of  himself.  After  the  homi- 
cide, as  in  the  case  of  a mother  killing  her 
child,  the  wish  for  suicide  may  be  lost,  for 
in  a sense  the  psychotic  has  already  killed 
himself  in  destroying  someone  whom  he 
may  have  seen  almost  as  an  alter  ego.^ 

Examination  of  homicide  cases  has  indi- 
cated a large  proportion  involving  family 
members.  In  a study  of  36  consecutive 
cases  of  homicide  involving  family  members, 
including  “common  law'”  partners,  whom 
Guttmacher  examined  in  the  Medical  Of- 
fice of  the  Supreme  Bench  of  Baltimore,^  he 
found  that  five  of  the  36  cases  had  pre- 
viously been  admitted  to  psychiatric  hos- 
pitals. Ten  of  the  cases  made  genuine  but 
unsuccessful  suicide  attempts  immediately 


after  the  slaying  but  did  not  attempt  sui- 
cide later.  Two  who  attempted  suicide 
later,  and  succeeded,  had  not  tried  to  com- 
mit suicide  immediately  after  the  crime. 
Desertion  by  the  spouse  for  another  ap- 
peared to  be  the  most  prominent  motivat- 
ing factor.  Eight  were  adjudged  not  guilty 
by  reason  of  insanity;  two  died  before  trial; 
one  was  held  not  guilty  because  of  self 
defense. “ 

Homicide  may  be  the  result  of  brain 
disease.  Altered  brain  function  due  to  or- 
ganic and  structural  changes  in  the  brain  is 
accompanied  by  altered  psychological  out- 
look, with  observable  deviations  in  outlook 
and  behavior.  A tendency  toward  homicidal 
activity  is  among  the  more  serious  be- 
havior disturbances  seen  in  epileptic  pa- 
tients. Impatience,  anger  or  agression  may 
result  from  erratic  irritability  in  an  epilep- 
tic. This  has  been  observed  by  many  psy- 
chiatrists studying  cases  of  homicide  by 
epileptics. 

In  the  case  of  schizophrenia,  a frank 
mental  illness,  murder  may  serve  as  a defi- 
nite defense  against  the  ego  disintegration 
characteristic  of  the  disease. 

Among  the  24  mentally  ill  homicide  pa- 
tients in  the  present  population  at  the  Del- 
aware State  Hospital  14  (11  males,  3 fe- 
males) have  been  given  the  diagnosis  of 
“Schizophrenia,  Paranoid  Type.”  One  of 
these  is  a white  woman  admitted  in  1909 
at  age  34  years.  Another,  a white  male,  was 
admitted  at  age  37.  The  admission  age 
range  was  22-63  years,  with  only  two  over 
45  years  of  age.  Eleven  of  the  group  were 
between  22  and  37  years  old  when  ad- 
mitted. The  median  admission  age  is  36.4 
years. 

The  other  ten  homicide  patients  currently 
at  our  hospital  have  been  given  the  follow- 
ing diagnoses. 

(1)  Acute  Brain  Syndrome  associated 
with  the  following  types: 

(a)  Alcohol  Intoxication  (a  46-year- 
old  white  male  admitted  in 
1948) 

(2)  Chronic  Brain  Syndrome  associated 
with  the  following  types: 
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a hearing  on  June  5,  1958,  regarding  two 
bills  of  the  New  Jersey  Assembly  to  sub- 
stitute life  imprisonment  for  capital  punish- 
ment, Herbert  L.  Cobin,  the  President  of 
the  Prisoners  Aid  Society  of  Delaware  and 
Former  Chief  Deputy  Attorney  General  of 
Delaware,  commented  that  25  persons  have 
been  executed  in  Delaware  since  1902;  19 
for  murder,  six  for  rape.  Fourteen  of  the 
executed  were  between  the  ages  of  20-29 
years,  nine  were  between  30-39  years,  one 
man  was  44  years  old  and  one  female  52 
years  old. 

All  of  these  persons  were  in  the  unskilled 
laboring  class  and  had  limited  education. 
Some  could  not  read  or  write.  Some  were 
able  to  write  only  their  names.  Seven  were 
Caucasians,  including  one  woman;  twelve 
were  Negroes.  Only  six  were  born  in  Del- 
aware. Three  maintained  their  innocence 
throughout  the  trials,  two  protesting  the 
accusation  of  guilt  from  the  scaffold.  In 
three  cases  the  Court,  in  passing  sentence, 
ignored  a jury’s  recommendation  for  mercy. 
Of  the  25  persons  executed  during  the 
period  for  which  statistics  were  readily 
available,  the  conviction  for  which  they 
were  executed  was  the  first  conviction  for 
more  than  one  half.^ 

From  1904  to  1954  nine  other  persons 
were  received  at  the  New  Castle  County 
Correctional  Institution  under  death  sen- 
tence. Of  this  group  six  were  males  con- 
victed of  murder.  The  mentally  ill  con- 
victed prisoner  referred  to  above  was  in  this 
latter  group.  The  first  of  this  group,  a 
colored  29  year  old  man,  was  convicted  in 
1904  and  pardoned  in  1905.  In  1911  the 
death  sentences  of  two  15  year  old  Negro 
boys  were  commuted  to  life  imprisonment. 
One  died  in  prison  the  same  year,  the  other 
was  pardoned  in  1924.  One  31  year  old 
Negro  male  was  sentenced  to  death  in  1936. 
His  death  sentence  was  commuted  to  life 
imprisonment  in  1937.  In  1945  his  sen- 
tence was  again  changed  to  20  years.  In 
1946  he  was  paroled.  A 21  year  old  Negro 
male,  sentenced  in  1950,  was  re-tried  and 
.sentenced  to  life  impri.sonment  in  1952.  The 
.sentence  of  a 26  year  old  Negro  male  was 
commuted  to  life  in  1955.* 

It  was  Mr.  Cohin’s  opinion,  based  on  his 
talks  with  members  of  the  General  As- 


sembly, both  in  the  Senate  and  the  House 
of  Representatives,  that  “the  foremost  con- 
sideration in  the  passage  of  the  Bill  was 
that  they  were  convinced  by  the  facts 
shown  that  the  death  penalty  does  not  act 
as  a deterrent  to  crime  or  is  of  such  slight 
deterrence  that  its  use  is  outweighed  by 
other  considerations.”  Some  of  the  legisla- 
tors were  convinced  “that  the  public  should 
not  be  a party  to  the  taking  of  a human 
life.”  Other  legislators  considered  important 
“the  obvious  fact  that  capital  punishment 
was  applied  mostly  to  the  poor,  the  ignor- 
ant, the  unfortunate  without  resources  and 
is  applied  unequally.”  Many  of  the  legisla- 
tors “were  more  impressed  with  the  facts 
showing  that  innocent  persons  have  been 
executed.”  Other  considerations  which  were 
involved  in  the  final  decision  of  the  legis- 
lators to  substitute  life  imprisonment  for 
capital  punishment  were:  (1)  the  fact  that 
capital  punishment  “is  recognized  as  be- 
ing solely  a retributive  and  punitive  action 
in  strong  contradiction  to  the  present  day 
concept  of  rehabilitation  and  treatment  of 
the  offender,”  (2)  persons  committing  cap- 
ital offenses  are  usually  “those  suffering 
from  mental  disturbances  or  those  impul- 
sive in  nature,”  (3)  that  these  defendants 
are  not  a “criminal  class,”  (4)  that  per- 
sons who  have  committed  capital  offenses 
often  “make  the  best  prisoners  and  the 
best  parolees,”  (5)  that  an  entire  penal 
policy  should  not  be  based  on  the  relatively 
few  who  can  be  classified  as  “depraved 
killers,”  (6)  that  there  is  no  diminution 
of  “protection  for  the  police  where  capital 
punishment  has  been  abolished,”  (7)  that 
more  convictions  are  obtained  with  fewer 
delays  in  places  where  capital  punishment 
has  been  abolished,  (8)  that  trials  are  less 
sensational  if  the  life  of  the  defendant  is 
not  at  stake,  (9)  that  juries,  lawyers,  and 
the  court  are  not  adversely  affected  if  the 
penalty  of  death  is  eliminated  from  the 
trial,  (10)  that  it  is  a questionable  proce- 
dure to  indict  for  a capital  offense  only  to 
force  a plea  for  a lesser  offense,  (11)  that 
society  is  amply  protected  by  the  custody 
of  the  offender,  (12)  that  retention  of  the 
death  penalty  “delays  a more  effective  at- 
tack upon  crime,  crime  prevention  and  the 
correction  of  the  offender.”’ 
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The  Mind  of  a Murderer.  From  the  fore- 
going material  arise  such  questions  as  why 
would  15  year  old  hoys  commit  murder? 
What  causes  men  to  kill?  Are  murderers 
“hardened  criminals?”  Since  most  people 
in  the  world  do  not  kill  others,  homicide 
must  be  recognized  as  abnormal  behavior. 
Criminals  are  persons  who  are  unable  to 
subjugate  their  personal  desires  for  the 
good  of  society.  They  behave  in  a primitive 
or  childlike  manner,  giving  vent  to  intense 
emotion  without  inhibition  or  seeking  im- 
mediate gains  without  regard  to  the  effect 
of  their  actions  on  others.  Such  uninhibited 
action  may  proceed  to  the  extent  of  killing 
any  one  who  represents  a deterrent  to  the 
accomplishment  of  the  immediate  end. 

Murder  may  symbolize  suicide.  The  urge 
to  destroy  oneself  is  turned  toward  another 
instead  of  inward.  The  suicide  motive  may 
be  channeled  into  an  aggressive  act  against 
another  person.  The  newspapers  frequently 
record  instances  of  homicide  in  which  the 
murderer,  after  killing  his  victim,  attempts 
to  commit  suicide,  and  only  through  a 
stroke  of  fate  such  as  the  jamming  of  the 
gun  is  he  saved  to  “answer”  for  his  crime. 
In  the  Delaware  State  Hospital  one  of  the 
mentally  ill  murder  defendants  is  a woman 
who,  in  attempting  to  commit  suicide,  held 
her  baby  in  her  arms  while  she  inhaled  gas 
from  the  kitchen  range.  The  baby  was 
asphyxiated,  but  she  was  rescued. 

The  depressive  psychotic  person  fre- 
quently does  violence  against  some  one  who 
is  almost  a part  of  himself.  After  the  homi- 
cide, as  in  the  case  of  a mother  killing  her 
child,  the  wish  for  suicide  may  be  lost,  for 
in  a sense  the  psychotic  has  already  killed 
himself  in  destroying  someone  whom  he 
may  have  seen  almost  as  an  alter  ego.^ 

Examination  of  homicide  cases  has  indi- 
cated a large  proportion  involving  family 
members.  In  a study  of  36  consecutive 
cases  of  homicide  involving  family  members, 
including  “common  law”  partners,  whom 
Guttmacher  examined  in  the  Medical  Of- 
fice of  the  Supreme  Bench  of  Baltimore,^  he 
found  that  five  of  the  36  cases  had  pre- 
viously been  admitted  to  psychiatric  hos- 
pitals. Ten  of  the  cases  made  genuine  but 
unsuccessful  suicide  attempts  immediately 


after  the  slaying  but  did  not  attempt  sui- 
cide later.  Two  who  attempted  suicide 
later,  and  succeeded,  had  not  tried  to  com- 
mit suicide  immediately  after  the  crime. 
Desertion  by  the  spouse  for  another  ap- 
peared to  be  the  most  prominent  motivat- 
ing factor.  Eight  were  adjudged  not  guilty 
by  reason  of  insanity;  two  died  before  trial; 
one  was  held  not  guilty  because  of  self 
defense.** 

Homicide  may  be  the  result  of  brain 
disease.  Altered  brain  function  due  to  or- 
ganic and  structural  changes  in  the  brain  is 
accompanied  by  altered  psychological  out- 
look, with  observable  deviations  in  outlook 
and  behavior.  A tendency  toward  homicidal 
activity  is  among  the  more  serious  be- 
havior disturbances  seen  in  epileptic  pa- 
tients. Impatience,  anger  or  agression  may 
result  from  erratic  irritability  in  an  epilep- 
tic. This  has  been  observed  by  many  psy- 
chiatrists studying  cases  of  homicide  by 
epileptics. 

In  the  case  of  schizophrenia,  a frank 
mental  illness,  murder  may  serve  as  a defi- 
nite defense  against  the  ego  disintegration 
characteristic  of  the  disease. 

Among  the  24  mentally  ill  homicide  pa- 
tients in  the  present  population  at  the  Del- 
aware State  Hospital  14  (11  males,  3 fe- 
males) have  been  given  the  diagnosis  of 
“Schizophrenia,  Paranoid  Type.”  One  of 
these  is  a white  woman  admitted  in  1909 
at  age  34  years.  Another,  a white  male,  was 
admitted  at  age  37.  The  admission  age 
range  was  22-63  years,  with  only  two  over 
45  years  of  age.  Eleven  of  the  group  were 
between  22  and  37  years  old  when  ad- 
mitted. The  median  admission  age  is  36.4 
years. 

The  other  ten  homicide  patients  currently 
at  our  hospital  have  been  given  the  follow- 
ing diagnoses. 

(1)  Acute  Brain  Syndrome  associated 
with  the  following  types: 

(a)  Alcohol  Intoxication  (a  46-year- 
old  white  male  admitted  in 
1948) 

(2)  Chronic  Brain  Syndrome  associated 
with  the  following  types: 
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(a)  Alcohol  Intoxication  (a  35-year- 
old  colored  male  admitted  in 
1949) 

(b)  Convulsive  Disorder  with  Psy- 
chosis (a  23-year-old  white  fe- 
male admitted  in  1950) 

(c)  Epidemic  Encephalitis  with 
Psychosis  (a  12-year-old  white 
male  admitted  in  1932) 

(d)  Meningoencephalitic  Syphilis 
(a  37-year-old  colored  male  ad- 
mitted in  1956) 

3.  Mental  Deficiency,  moderate,  with 
Psychotic  Reaction  (a  29-year-old 
colored  male  admitted  in  1950). 

4.  Personality  Pattern  Disturbance, 
Schizoid  Personality  (a  42-year-old 
white  male  admitted  in  1954). 

5.  Psychoneurotic  Reaction,  Depressive 
Reaction  (a  32-year-old  white  male 
admitted  in  1954). 

6.  Transient  Situational  Personality 
Disturbance,  Adult  Situational  Re- 
action (a  48-year-old  white  male 
admitted  in  1942). 

Homicide  may  be  a concomitant  of  other 
crimes  and  may  result  from  extreme  fear; 
for  example,  the  rapist,  who  murders  his 
victim  in  an  effffort  to  escape  detection. 
Other  abnormal  and  chaotic  sexual  activity 
may  eventually  end  in  murder.  In  the 
literature  is  described  the  case  of  a youth 
who  suddenly  stabbed  to  death  a girl  sit- 
ting in  front  of  him  in  a movie.  An  ab- 
normal sex  drive  impelled  him  to  torture 
women  to  death. ^ 

William  Heirens,  the  17-year-old  Uni- 
versity of  Chicago  student  who,  in  1947, 
killed  three  persons,  explained  his  murders 
as  his  efforts  to  escape  detection  on  being 
discovered  burglarizing.  Investigation  re- 
vealed that  he  had  committed  more  than 
500  robberies,  his  motive  being  to  collect 
women’s  undergarments.  This  type  of  sex- 
ual aberration  is  known  as  fetishism.  Ac- 
cording to  the  youth’s  history,  he  began  at 
the  age  of  9 to  steal  women’s  underclothes. 
At  first  he  could  produce  sexual  orgasm  by 
wearing  these  garments.  Later  he  received 
sexual  stimulation  from  stealing  the  gar- 


ments. After  his  arrest  trunks  of  women’s 
sheer  underwear  were  found  in  his  pos- 
session. 

James  Colbert  Smith,  who  wantonly  shot 
and  killed  a taxicab  driver  in  Philadelphia, 
Pennsylvania,  on  January  15,  1948,  pre- 
sented a combination  of  symptoms  of  men- 
tal illness.  He  was  a homosexual,  an  alco- 
holic, and  a habitual  user  of  narcotic 
drugs.”  On  his  discharge  from  the  Naval 
Hospital  in  Philadelphia,  to  which  he  had 
been  taken  at  his  own  request  on  Decem- 
ber 27,  1945,  the  Chief  of  the  Hospital 
Psychiatric  Service  had  suggested  the  pos- 
sibility of  Epilepsy,  Petit  Mai  or  Psycho- 
motor Equivalent.” 

Mental  Illness  as  a Defense  in  Homicide. 
As  has  already  been  indicated,  homicide 
is  aberrant  behavior  which  frequently  oc- 
curs as  impulsive  or  explosive  action.  The 
psychiatrist  recognizes  that  the  more  bru- 
tal and  sadistic  the  murder,  the  greater  may 
be  the  evidence  of  mental  illness.  The  per- 
son who  cannot  control  his  impulses  by  the 
use  of  intellect,  and  therefore  gives  way  to 
elemental  instinctive  reactions  resulting  in 
the  destruction  of  human  life,  certainly  is 
a psychiatric  problem.  He  may  not  be  a 
frank  psychotic,  however,  or  “insane” — to 
use  the  term  still  commonly  used  in  legal 
practice.  According  to  the  legal  definition 
of  mental  illness  in  terms  of  responsibility 
for  one’s  criminal  acts,  a slayer  acting  on 
the  basis  of  the  wildest  hallucinations  may 
be  considered  sane. 

As  early  as  the  reign  of  Edward  I (1272- 
1307)  insanity  was  recognized  as  a cause 
of  crime.  About  the  middle  of  the  Four- 
teenth Century  under  the  monarchy  of 
Edward  HI,  the  theory  of  “absolute  mad- 
ness” was  accepted  as  a complete  defense 
in  criminal  cases.  Proceeding  from  the 
theory  of  “absolute  madness,”  the  mind  of 
the  mentally  ill  person  was  compared  to 
that  of  a wild  beast.  From  this  definition 
came  the  test  of  “raving  madness”.  If  a 
person’s  mind  was  like  that  of  a wild  beast, 
he  could  not  know  what  he  was  doing  nor 
could  he  know  right  from  wrong.”  This 
idea  of  knowing  right  from  wrong  seems 
based  on  the  a.ssumption  that  one  who  is 
not  mentally  ill  automatically  knows  right 


August,  1958 


Delawake  State  Medical  Journal 


201 


from  wrong.  Sociology  has  contributed  the 
knowledge  that  behavior  acceptable  in  one 
culture  is  taboo  in  another.  Also,  the  mo- 
tive behind  a particular  act  may  determine, 
at  least  to  some  extent,  whether  an  act  is 
right  or  wrong. 

One  definition  of  murder  is  “killing  with 
malice  prepense,”  or  as  it  is  more  commonly 
expressed,  “with  malice  aforethought.”''* 
This  implies  “a  deliberate  intention  to  com- 
mit the  act.”  This  concept  underlies  the 
idea  of  mens  rea,  a term  meaning  “guilty 
intent.”  The  expression  mens  rea  is  derived 
from  a Latin  maxim  which  has  been  trans- 
lated as:  “An  act  does  not  make  a man 
guilty  unless  his  intentions  be  bad.”" 

The  test  of  criminal  responsibility  on  the 
basis  of  a knowledge  of  good  or  evil  (later, 
right  or  wrong)  seems  to  have  been  well 
established  by  the  Sixteenth  Century  in 
England.  There  were  several  outstanding 
cases  in  the  Nineteenth  Century  in  the 
British  Courts  in  which  mental  illness  in 
the  defendant  was  presented  as  the  defense 
in  homicide  cases;  for  example,  the  Belling- 
ham Case.  In  1812  John  Bellingham  shot 
and  killed  Spencer  Perceval,  first  lord  of 
the  treasury  and  chancellor  of  the  exche- 
quer. Although  it  was  quite  clear  that  Bel- 
lingham was  mentally  ill,  the  jury  found 
him  guilty,  and  he  was  promptly  executed. 
The  charge  to  the  jury  was  to  decide 
whether,  at  the  time  the  act  was  com- 
mitted, Bellingham  “possessed  a sufficient 
degree  of  understanding  to  distinguish 
good  from  evil,  right  from  wrong,  and 
whether  murder  was  a crime  not  only 
against  the  law  of  God,  but  against  the 
law  of  his  country.”'^ 

The  application  of  mens  rea  or  the 
“guilty  mind”  theory  to  the  accused  be- 
came crystallized  into  a formula  which  has 
continued  to  be  applied  in  homicide  trials. 
For  more  than  100  years  the  McNaghten 
formula  has  operated  in  the  courts  of  every 
state  in  this  nation  and  in  the  courts  of 
foreign  countries.  In  1843  Daniel  McNagh- 
ten, a Scotsman,  shot  Edmund  Drummond, 
the  principal  secretary  of  British  Prime 
Minister  Sir  Robert  Peel.  McNagthen  was 
charged  with  first-degree  murder.  McNagh- 
ten had  been  subject  to  delusions  of  per- 


secution. He  was  hallucinated.  Nine  medi- 
cal witnesses  swore  in  open  court  that  the 
defendant  was  clearly  in.sane.  A verdict  of 
“not  guilty,  on  the  ground  of  insanity”  was 
rendered. 

The  test  of  criminal  responsibility  as 
enunciated  in  the  McNaghten  trial  has 
been  the  basis  for  determining  the  re- 
sponsibility of  the  defendant  in  criminal 
acts.  This  formula  has  remained  the  sole 
test  of  responsibility  in  29  states,  while  14 
or  more  states  have  added  to  it  the  con- 
cept of  irresistible  impul.se  or  “temporary 
in.sanity.”'^ 

The  history  of  the  United  States  Courts 
contains  numerous  cases  in  which  the  ap- 
plication of  the  McNaghten  Rules  has  re- 
.sulted  in  extended  and  expensive  court  pro- 
cedures. The  trials  of  Louis  Wolfe  is  a case 
in  point.  On  December  30,  1943,  in  Brook- 
lyn, New  York,  Wolfe,  believing  his  wife  un- 
faithful to  him,  killed  her  by  beating  her 
on  the  head  with  a shoe  containing  a heavy 
.shoe-tree.  He  telephoned  the  police,  who 
placed  him  under  arrest.  The  attorney  re- 
tained as  his  counsel  had  a long  conference 
with  him  on  the  morning  following  the 
slaying.  The  attorney  deduced  from  the 
defendant’s  behavior,  his  manner  of  speak- 
ing, and  account  of  the  killing  that  Wolfe 
was  mentally  abnormal.  On  the  day  after 
the  conference  the  defendant  handed  to  the 
lawyer  a ninety  page  letter  giving  in  de- 
tail the  circumstances  which  led  to  the 
killing.  It  was  the  attorney’s  opinion,  al- 
though a layman,  that  Wolfe  was  mentally 
ill  according  to  any  definition,  legal  or  medi- 
cal. The  defendant  refused  permission  for 
an  application  to  be  made  for  his  commit- 
ment to  the  Kings  County  Hospital  for  ob- 
servation. In  withdrawing  as  the  defend- 
ant’s counsel,  the  attorney  sent  a written 
notice  to  the  court  of  his  position  regard- 
ing the  defendant.  Eleven  months  later 
Wolfe  was  tried.  He  placed  a defense  that 
on  the  night  of  the  crime  he  was  insane. 
He  made  no  claim  of  mental  illness  at  the 
time  of  the  trial.  Although,  according  to 
reports  of  the  case,  Wolfe  talked  brilliantly 
and  eloquently,  he  proclaimed  himself  the 
Messiah  and  made  other  statements  which 
attested  his  abnormal  mental  condition. 
The  New  York  statutes  do  not  excuse  from 
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criminal  liability  “an  idiot,  imbecile,  luna- 
tic, or  insane  person” — to  use  the  words  of 
the  law — unless  his  “defect  of  reason”  is 
such  that  he  does  not  “know  the  act  was 
wrong.”'®  According  to  the  definition  of 
criminal  responsibility  the  defendant  was 
found  guilty  of  murder  in  the  first  degree. 

Ten  days  after  the  verdict  was  given 
and  before  the  prisoner  was  sentenced,  his 
counsel  applied  to  the  court  for  an  order 
committing  Wolf  to  Bellevue  Hospital  for 
examination  to  determine  his  mental  status 
at  that  time.  The  order  was  granted  and  on 
December  8,  1944,  nearly  a year  after  the 
crime  was  committed,  Wolfe  was  found  to 
be  “suffering  from  a mental  disorder”  which 
was  diagnosed  as  “schizophrenia  or  demen- 
tia praecox  of  the  paranoid  type.”  He  was 
committed  to  the  Matteawan  State  Hos- 
pital after  a court  hearing,  to  be  held  there 
until  such  time  as  he  would  be  able  to 
return  to  the  court  for  judgment  on  the 
conviction."^ 

Five  years  later  the  authorities  at  Mat- 
teawan State  Hospital  certified  that  Wolfe 
was  able  to  appear  in  court  and  assist  his 
defense.  At  the  hearing  on  the  motion  to 
confirm  the  hospital  report  regarding 
Wolfe,  the  Assistant  District  Attorney,  who 
was  in  charge  of  the  proceedings,  concluded 
that  the  prisoner’s  mental  condition  was 
abnormal.  He,  therefore,  had  the  patient 
re-examined.  There  was  sharp  conflict  in 
the  opinion  between  the  hospital  psychia- 
trists and  the  psychiatrists  for  the  court. 
On  the  basis  of  the  opinion  of  the  psychia- 
trists for  the  court,  Wolfe  was  sentenced  to 
die  in  the  electric  chair.  Much  litigation 
followed  after  the  defendant  moved  to  have 
the  conviction  set  aside  on  the  basis  that 
he  was  mentally  ill  at  the  time  of  the  trial 
six  years  previously.  Finally  the  Assist- 
ant District  Attorney,  who  still  believed  the 
prisoner  mentally  ill,  recommended  to  the 
Governor  of  New  York  that  the  death  sent- 
ence of  Louis  Wolfe  be  commuted  to  life 
imprisonment.^"  Of  course  Wolfe  knew 
what  he  was  doing  when  he  killed  his  wife. 
Of  course  he  knew  that  the  act  was  wrong 
or  he  would  not  have  called  the  police.  “The 
defect  of  reason”  under  which  Wolfe  was 
laboring  was  the  delusion  that  he  was  the 
Messiah  and  that  it  was  his  responsibility 
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to  rid  the  world  of  evil.  His  delusion  re- 
garding his  wife’s  unfaithfulness  made  him 
see  her  as  part  of  the  evil  to  be  eliminated. 

Justice  Charles  Doe  in  1868  in  New 
Hampshire,  in  dissenting  from  a decision  of 
the  Supreme  Court  of  that  state,  wrote 
an  opinion  which  in  legal  and  psychiatric 
literature  is  now  known  as  the  New  Hamp- 
shire Rule.2'  Judge  Doe’s  statement  said 
in  part,  “the  will  does  not  join  with  the 
act,  and  there  is  no  guilt,  when  the  act 
is  directed  or  performed  by  a defective  or 
vitiated  understanding  ...  so  far  as  a per- 
son acts  under  the  influence  of  mental  dis- 
ease, he  is  not  accountable  ...  a product 
. . . of  disease  of  the  mind  is  not  ...  a 
crime.  . . 

On  July  1,  1954,  Judge  Bazelon  of  the 
Court  of  Appeals  for  the  District  of  Colum- 
bia, in  concurrence  with  Judges  Edgerton 
and  Washington,  announced  a decision 
which  has  become  the  newest  advance  in 
the  efforts  of  courts  to  deal  justly  with 
the  criminal  who  is  mentally  ill.  Judge 
Bazelon  stated,  “The  rule  we  now  hold 
must  be  applied  on  the  retrial  of  this  case 
and  in  future  cases  is  not  unlike  that  fol- 
lowed by  the  New  Hampshire  Court  since 
1870.  It  is  simply  that  an  accused  is  not 
criminally  responsible  if  his  unlawful  act 
was  the  product  of  mental  disease  or  men- 
tal defect.”^^ 

The  Possible  Contribution  of  the  Psy- 
chiatrist to  Homicide  Investigation. 

Psychiatry  is  a special  branch  of  medi- 
cine which  deals  with  deranged  behavior 
and  mental  illness  generally.  The  psychia- 
trist is  equipped  to  make  an  objective 
scientific  evaluation  of  the  defendant’s  men- 
tal condition.  He  should  be  asked  to  give 
his  findings  on  the  mental  condition  of  the 
patient.  When  he  is  asked  to  examine  a 
defendant  the  court  should  furnish  the  psy- 
chiatrist an  adequate  history  of  the  de- 
fendant. School  records,  probation  reports, 
and  any  other  pertinent  material  regarding 
the  defendant  should  be  made  available  to 
the  examining  physician.  He  should  be 
granted  adequate  time  to  gather  pertinent 
information  regarding  the  defendant’s  social 
environment  and  past  life,  and  to  have  a 
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psychological  evaluation  made.  There 
should  be  time  for  such  procedures  as  the 
electroencephalograph  (EEG)  and,  if  indi- 
cated, the  pneumoencephalograph  to  de- 
termine whether  there  is  evidence  of  brain 
damage  in  the  defendant.  The  psychiatrist 
can  best  be  used  by  the  court  to  give  evi- 
dence concerning  the  defendant’s  mental 
condition,  including  whether  the  prisoner  i' 
able  to  participate  in  his  own  defense, 
whether  he  should  be  treated  in  a mental 
hospital,  or  otherwise. 

Several  states  have  now  made  it  possible 
by  law  for  the  court  to  have  a psychiatric 
examination  of  all  persons  accused  of  mur- 
der. The  New  York  State  law  regarding 
such  cases  directs  that  the  court,  upon  its 
own  motion  or  that  of  the  district  attorney 
or  the  defendant,  may  order  a defendant 
to  be  examined  to  determine  the  question  of 
his  sanity  instead  of  proceeding  with  the 
trial. The  Briggs  Law  of  Mas.sachusetts 
makes  a similar  provision.^' 

The  General  Assembly  of  Delaware  di- 
rected that  “the  Board  (State  Board  of 
Trustees  of  the  Delaware  State  Hospital  at 
Farnhurst,  Delaware)  shall  appoint  a Su- 
perintendent of  the  State  Hospital,”  and 
further  directed,  “The  Superintendent  shall 
be  the  director  of  the  State  Mental  Hy- 
giene Clinic  and  the  State  Psychiatrist  and 
Criminologist.”^^ 

When  the  Delaware  Legislature  created 
the  Mental  Hygiene  Clinic  in  1929  it  in- 
cluded among  the  duties  and  powers  of  the 
Mental  Hygiene  Clinic  the  following  stipu- 
lations: “The  Clinic  may  observe,  examine, 
study  and  treat  the  inmates  of  any  in- 
stitution supported  in  whole  or  in  part  by 
the  State,  or  any  county  thereof,  and  may 
likewise  observe,  examine,  study,  and  treat 
any  person  charged  with  any  offense  in, 
or  subject  to,  any  court  within  the  State, 
when  requested  to  do  so  by  a judge  or 
judges  thereof. ”26 

Under  these  laws  we  have  examined  all 
persons  indicted  for  homicide,  if  the  Court 
or  the  Office  of  the  Attorney  General  has  so 
requested.  Such  defendants  are  examined 
before  they  are  brought  to  trial.  The  State 
Psychiatrist  in  his  report  to  the  Attorney 
General  states  whether,  in  his  opinion,  the 


defendant  is  able  to  stand  trial  and  to  give 
help  to  his  attorney  in  his  own  defense. 
The  New  Hampshire  Rule  is  used  by  the 
Delaware  courts  rather  than  the  McNagh- 
ten  Rule.  It  has  been  the  custom  of  the 
courts  to  accept  the  opinion  of  the  State 
Psychiatrist  regarding  the  mental  condi- 
tion of  a defendant. 

Relatively  few  of  the  homicide  defendants 
tested  in  the  Mental  Hygiene  Clinic  since 
its  inception  in  1929  have  been  mentally 
ill  to  the  extent  of  being  unable  to  stand 
trial.  A majority  of  the  pre-trial  psychiatric 
examinations  of  homicide  defendants  have 
been  of  family  members,  including  spouses 
and  common-law  relationships.  Often  the 
victim  has  been  invvolved  in  a love  affair 
with  a spouse  or  paramour.  Although  most 
of  the  defendants  have  not  been  psychotic, 
with  few  exceptions  they  have  been  found 
to  be  suffering  from  personality  disorganiza- 
tion of  a serious  nature.  Use  of  alcohol 
chronically,  frequently  just  before  tbe  slay- 
ing occurred,  has  been  observed. 

Some  of  the  homicide  defendants  were 
shown  to  have  extremely  immature  and,  or 
inadequate  personalities.  One  23-year-old 
Negro  male  who  killed  a taxicab  driver  by 
stabbing  him  had  shown  personality  dis- 
organization seven  years  before.  He  had 
been  examined  at  our  clinic  when  he  was 
arrested  on  charges  of  breaking  and  enter- 
ing and  on  charges  of  malicious  mischief.  He 
had  broken  windows  at  a school,  using  an 
air  rifle,  and  had  broken  25  windows  of  a 
neighbor’s  house.  Following  these  incidents 
he  was  committed  to  the  State  correctional 
school  for  boys. 

Another  immature  personality,  a 44-year- 
old  Negro  male,  killed  his  common-law  wife 
by  beating  her  on  the  head  with  a baseball 
bat.  Investigation  of  his  past  life  showed 
commitment  in  the  State  correctional  school 
for  boys  in  1919  on  a charge  of  breaking 
and  entering.  His  adult  record  with  the 
police  began  in  1931.  Since  his  first  con- 
viction in  1931  he  had  served  two  two-year 
jail  sentences,  one  one-year  jail  sentence, 
four  thirty-day  sentences,  one  forty-day 
sentence,  and  two  four-month  sentences. 
Most  of  the  charges  against  him  were  as- 
sault and  battery,  usually  involving  worn- 
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en.  There  was  one  instance  of  stabbing. 
In  all  there  had  been  fourteen  convictions 
for  assault  and  battery.  He  was  a man  of 
average  intelligence  but  one  whose  ego- 
strength  and  ego-integration  were  weak. 

Mental  Health  In  Regard  to  Homicide 
Investigation  By  the  Police. 

The  law  enforcement  officers  are  fre- 
quently involved  in  homicide  investigation. 
From  the  standpoint  of  mental  health,  some- 
thing must  be  said  about  the  mental  health 
of  the  policemen  involved  in  the  case.  It  is 
the  duty  of  the  state  and  municipal  police 
to  investigate  the  killing  itself,  collecting 
all  the  facts  about  the  manner  in  which 
the  criminal  act  was  done,  discovering  pos- 
sible witnesses  and  clues,  and  noting  in- 
formation which  may  be  pertinent  to  the 
case.  They  must  apprehend  the  slayer.  They 
should  discover  whether  the  accused  per- 
son has  any  previous  history  of  violent  or 
other  aberrant  behavior,  or  whether  he  has 
been  mentally  ill  in  the  past.  The  manner 
in  which  a homicide  is  perpetrated  is  im- 
portant as  it  may  give  significant  clues 
concerning  the  killer.  Frequently  the  homi- 
cide victim  has  been  the  aggressor  or  has 
participated  in  a series  of  incidents  which 
finally  culminated  in  death.  A study  of 
588  consecutive  homicide  cases  which  oc- 
curred between  January  1,  1948  and  De- 
cember 31,  1952  and  were  investigated  by 
the  Homicide  Squad  of  the  Philadelphia 
Police  Department,  revealed  that  150,  or 
26%  of  the  deaths,  were  victim-precipitated. 
Martin  Wolfgang,  a member  of  the  faculty 
of  the  University  of  Pennsylvania  and  a par- 
ticipant in  the  Homicide  Squad  which  in- 
vestigated the  cases,  suggested,  “It  seems 
highly  desirable,  in  view  of  these  findings, 
that  the  police  thoroughly  investigate 
every  possibility  of  strong  provocation  by 
the  male  victim  when  he  is  slain  by  a fe- 
male— particularly,  as  noted  below,  if  the 
female  is  his  wife,  which  is  also  a strong 
pos.sibility.”^^ 

In  making  the  preliminary  interrogation 
of  a person  suspected  or  accused  of  homi- 
cide, the  police  officers  must  be  very  care- 
ful not  to  suggest  probable  behavior  or  his 
own  idea  of  how  the  homicide  was  com- 
mitted. The  accused  or  suspected  person 


should  be  permitted  to  state  spontaneously 
whatever  he  knows  of  the  killing.  In  record- 
ing the  defendant’s  statements  the  officer 
should  put  down  the  exact  words  of  the 
defendant,  not  the  police  officer’s  interpre- 
tation or  edited  version  of  the  defendant’s 
words.  This  is  particularly  important  in  the 
preparation  of  a statement  for  the  defendant 
to  sign  in  which  he  asserts  or  denies  guilt 
regarding  the  homicide  charge.  The  neces- 
sity for  objectivity  on  the  part  of  the  police 
officer  and  the  desirability  of  his  report- 
ing factual  data  can  not  be  too  strongly 
stressed.  One  writer  commented  that  the 
more  confidence  the  investigator  can  instil 
in  the  recipient  during  an  investigation,  and 
the  more  he  can  put  the  defendant  at  ease, 
the  more  likely  will  the  defendant  tell  the 
truth. 

The  investigator’s  own  biases  and  mis- 
conceptions should  not  be  involved  in  the 
investigation  nor  should  they  color  the 
homicide  account.  If  the  officer  feels  that 
“cracking  the  case”  may  lead  to  promotion 
for  him,  or  that  failure  to  do  so  may  dis- 
credit him,  it  may  be  difficult  for  him  to  be 
objective.  The  police  officers  should  have 
well-integrated  personalities  themselves.  An 
emotionally  immature  police  officer  may 
give  vent  to  sadistic  behavior  in  regard  to 
the  defendant  or  inhibit  the  defendant 
through  thoughtless,  threatening  actions. 
To  insure  the  employment  of  persons  as 
policemen  who  are  free  from  serious  per- 
sonality problems  the  State  Psychiatrist  of 
Delaware  is  requested  by  the  State  and 
City  of  Wilmington  authorities  to  examine 
all  police  applicants  as  well  as  applicants 
of  Fire  Companies,  since  the  latter  at  times 
assist  the  police  officers. 

Usually  the  investigating  police  officer  is 
anxious  to  establish  a motive  for  the  killing. 
It  may  be  difficult  for  a murderer  to  state 
his  motive  for  the  criminal  act.  Any  sig- 
nificant act  has  many  determinants,  and 
only  those  reasons  which  are  acceptable  to 
one’s  conscience  are  admitted  to  awareness. 
An  act  may  be  motivated  by  reasons  quite 
different  from  those  an  invidual  believes  to 
be  true.  Commenting  on  the  usual  practice 
in  legal  proceedings  of  seeking  the  intent 
of  the  criminal  in  committing  the  act,  Karp- 
man  reminded  his  readers,  “Psychiatrists 
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look  upon  intent  merely  as  the  surface  ex- 
pression of  underlying  motives.”-'' 

The  Attitude  of  the  Public  In  Homicide 
Investigation. 

In  discussing  mental  health  in  relation 
to  homicide  investigation,  we  must  con- 
sider the  effect  of  the  public  on  homicide 
investigation.  A murder,  particularly  if  the 
killer  has  not  been  aprehended,  is  a threat 
to  the  community  in  which  the  incident  oc- 
curred and  to  more  distant  communities  to 
which  the  killer  may  flee  in  this  day  of 
rapid  transportation.  The  public  may  be- 
come so  inflamed,  however,  that  proper  in- 
vestigation of  the  case  is  severely  ham- 
pered. A murder  which  is  committed  in  a 
bizarre  or  brutal  manner,  or  one  in  which 
a child  is  the  victim,  seems  to  bring  from 
the  public  a demand  for  atonement  by 
blood.  The  old  concept  of  lex  talionis  runs 
rampant.  Law  enforcement  officers,  court 
officials,  juries,  and  psychiatrists  as  well, 
must  proceed  unemotionally  and  justly  to 
evaluate  the  deed  and  the  doer.  All  the 
facts  must  be  set  forth  and  used  for  protec- 
tion of  the  defendant  as  well  as  of  society. 
The  idea  of  retribution  must  not  be  the  mo- 
tivating force  in  the  proceeding.  Lawrence 
Freedman,  Associate  Clinical  Professor  in 
the  Yale  Medical  School  Department  of  P 
chiatry  and  Chairman  of  the  Yale  Study 
Unit  in  Psychiatry  and  Law,  made  the  com- 
ment, “It  takes  no  expert  to  know  that 
a reservoir  of  homicidal  aggression  resides 
in  the  mass  of  men  which  can  be  trapped 
whenever  it  is  attached  to  a suitable  pub- 
lic symbol.”^"  George  W.  Wickersham,  who 
was  Chairman  of  the  Wickersham  Commit- 
tee to  Investigate  Crime  and  also  at  one 
time  Attorney  General  of  the  United  States, 
stated  in  one  of  his  reports  “that  the  at- 
titude of  society  in  respect  to  the  criminal 
was  on  occasion  as  lawless  as  that  mani- 
fested by  the  criminal  toward  society.”^' 
The  public  “desire  for  extreme  criminal 
sanctions”  is  based  somewhat  on  subcon- 
scious feelings  of  guilt  in  themselves. 

Society  makes  no  real  gains  through 
capital  punishment.  In  a sense,  the  de- 
mand for  the  extreme  penalty  is  merely 
public  self-gratification.  The  members  of 
a society  express  their  need  for  a re-enforce- 


ment of  their  own  restrictive  mechanisms 
when  they  seek  to  make  examples  of  others. 
The  death  sentence  for  any  act  of  crime  is 
a primitive  reaction  on  the  part  of  the 
people  who  establish  such  a law.  The  com- 
mandment “Thou  shalt  not  kill”  is  not 
abrogated  through  statutes  pas.sed  by  law- 
makers and  written  into  their  codes. 

Conclusion 

The  sanctity  of  human  life  makes  homi- 
cide a serious  problem  in  society.  As  ten- 
sions mount  on  the  national  and  interna- 
tional scenes,  individuals  are  affected.  Deep- 
seated  personality  problems  may  be  trig- 
gered into  aggressive  action  in  personal  re- 
lationships. All  forces  must  be  mobilized 
to  help  individuals  become  better  inte- 
grated, and  to  find  ways  of  controlling  theii 
aggressive  impulses  and  directing  them  into 
socially  acceptable  channels. 

In  spite  of  the  best  efforts  of  individuals 
and  groups,  however,  there  probably  will 
continue  to  be  cases  of  homicide.  When 
these  occur,  the  defendants  should  be  psy- 
chiatrically  examined  before  they  are  tried. 
The  psychiatrist  should  be  asked  to  present 
his  report  as  an  expert  witness  competent 
to  give  testimony  concerning  the  mental 
condition  of  the  defendant.  He  should 
neither  be  expected  to  fit  his  opinion  into 
the  legal  definition  of  mental  illness  nor  be 
required  to  participate  in  determining  the 
verdict  regarding  the  homicide  defendant. 
In  the  investigation  of  homicide  we  must 
control  our  emotions  and  adhere  to  the  prin- 
ciples of  humanity.  Our  job  in  this  world 
is  to  create,  construct,  revamp,  and  reha- 
bilitate; it  is  not  our  job  to  destroy. 
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THE  IRRESISTIBLE  IMPULSE  IN  CRIMINAL  RESPONSIBILITY 

A PSYCHIATRIC-LEGAL  PROBLEM 
Harry  S.  Howard,  M.D.* 


The  use  of  “irresistible  impulse”  as  a de- 
fense in  determining  criminal  responsibility 
is  not  generally  accepted.  However  in  Del- 
aware, as  in  a number  of  other  states,  the 
Superior  Court  has  spoken  of  “Deprivation 
of  will  power  to  choose  whether  to  do  the 
act  or  to  refrain  from  doing  it.”  In  Ala- 
bama the  Court  has  spoken  of  the  defendent 
being  irresponsible  if  “by  reason  of  mental 
disease  he  has  lost  his — free  agency.” 
Davidson  quotes  three  kinds  of  irresistible 
impulse  pleas  thus:  (1)  as  generated  in  in- 
sane persons — sudden  explosive  reactions, 
powered  by  some  urge;  (2)  impulses  of  the 
compulsive  neurotic — compulsive  stealing, 
pyromania  etc.,  and  (3)  characterological 
defects  evidenced  by  sexual  perversions 
(which  are  essentially  compulsions). 
Davidson  suggests  that  these  do  not  include 
crimes  committed  in  a fit  of  rage,  pique  or 
frustration. 

These  concepts  are  clear  cut.  They  are 
intended  to  determine  legal  and  full  re- 
sponsibility for  crimes  which  might  in- 
fluence a jury  in  arriving  at  a verdict  of 
“not  guilty  because  of  insanity.” 

This  writer  reports  three  cases  which 
would  not  be  included  in  the  above  con- 
cepts, which  would  not  satisfy  the  McNagh- 
ten  formula,  yet  which  might  create  the  im- 
pression of  only  “partial  responsibility” 
and  so  assist  the  prosecuting  attorney  to  ar- 
rive at  a lesser  charge,  or  the  Court  to  ar- 
rive at  a more  realistic  disposition. 

Case  No.  1 

This  patient  is  a Negro  male,  51  years 
old  and  married,  charged  with  having  mur- 
dered a boarder  in  his  home  during  an  ar- 
gument in  which  he  felt  he  was  about  to 
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be  attacked  by  his  adversary  (and  later 
victim)  with  a weapon.  He  was  quite  cer- 
tain that  the  man  was  reaching  for  a wea- 
pon, though  no  such  weapon  was  found  and 
no  one  could  be  produced  to  suggest  that 
the  victim  ever  had  such  a weapon. 

The  defendant  had  a good  work  record. 
He  was  a regular  church  attendant.  He 
had  had  a few  minor  associations  with  legal 
authorities  about  alcoholic  indulgence, 
though  little  came  of  them.  He  had  been 
married  about  fourteen  years.  He  had  one 
child.  There  had  been  some  drinking  on 
the  day  of  the  crime,  but  neither  participant 
was  seriously  intoxicated. 

During  the  argument  the  victim  had 
used  a considerable  amount  of  profanity  of 
a threatening  nature  and  had  allegedly 
threatened  to  kill  the  defendant.  He  came 
down  the  stairway  as  if  to  carry  out  his 
threat  and  was  shot  by  the  defendant  with 
a shotgun  which  the  latter  had  borrowed 
and  which  had,  apparently,  been  handy  at 
that  particular  moment. 

The  examination  revealed  that  he  was 
mentally  retarded  at  the  mild  level,  with 
an  I.Q.  of  77.  Projective  tests  revealed  in- 
adequacy and  insecurity,  though  with  fair 
ego-integration.  There  were  suggestions  of 
caution,  lack  of  spontaneity  and  a tendency 
to  avoid  new  or  anxiety-arousing  situations. 

He  was  completely  cooperative,  quiet  but 
loquacious,  anxious  and  passive.  There  was 
nothing  to  suggest  psychosis,  neurosis  or  sig- 
nificant characterologic  disturbance. 

The  examining  psychiatrist  concluded 
that  though  there  could  be  no  question  of 
the  fact  that  he  could  be  held  responsible 
for  his  acts,  the  mitigating  concept  of  “ir- 
restible  impulse”  could  be  taken  into  con- 
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sideration  and  that  he  would  not  ordi- 
narily, without  unusual  stress,  commit  an 
act  of  violence. 

Case  No.  2 

This  patient  was  an  18-year-old  male 
charged  with  the  murder  of  his  father  un- 
der rather  unusual  circumstances.  He 
stopped  to  visit  his  father  and  the  latter’s 
common-law  wife  and  children  while  pass- 
ing through  the  community  in  which  they 
lived.  Testimony  revealed  that  the  visit 
proceeded  in  a friendly  fashion.  There  was 
no  overt  evidence  of  hostility.  They  talked 
of  fishing,  hunting,  etc.  until  the  moment 
of  the  shooting.  The  gun  had  not  been 
brought  to  the  scene  of  the  crime,  but  was 
there  “by  accident.”  History  showed  that 
the  father  had  deserted  his  wife  (the  de- 
fendant’s mother)  and  left  her  to  care  for 
herself  and  several  children.  Deprivation, 
both  physical  and  mental,  resulted,  but, 
until  the  moment  of  the  crime  the  defend- 
ant apparently  had  repressed  his  hostility 
successfully. 

The  psychologic  examination  showed  him 
to  be  in  the  dull  normal  range  with  an  I.Q. 
of  80. 

The  psychologist  concluded  that  there 
was  evidence  of  chronic  immaturity  and  so- 
cial inadequacy;  that  he  tended  to  restrict 
his  social  behavior  to  situations  in  which  he 
felt  secure  and  un threatened;  that  there 
was  an  attempt  at  mastering  feelings  but 
that  explosive  and  impulsive  tendencies 
could  be  anticipated.  Reality  testing  was 
well  maintained. 

The  examining  psychiatrist  found  him  to 
be  completely  cooperative,  but  passive  and 
timid.  He  gave  the  impression  of  being 
shy  and  uneducated.  He  discussed  his  own 
feelings  regarding  the  situation  in  which 
he  found  himself,  expressed  regret  and  then 
discussed  his  relationship  to  his  father  and 
and  latter’s  paramour.  Indications  were  that 
he  had  a great  deal  of  hostility  which,  up 
until  the  time  of  the  shooting,  he  had 
repressed  successfully.  There  was  doubt  re- 
garding his  masculinity,  with  a suggestion  of 
identification  with  his  mother. 

The  examining  psychiatrist  concluded 
that  the  act  was  the  result  of  an  irrestible 


impulse  probably  motivated  by  the  break- 
ing through  into  consciousness  of  previously 
repressed  material  and  serving,  in  addition, 
as  a denial  of  the  feelings  of  inadequacy 
while  commiting  an  act  of  aggression. 

While  he  could  legally  be  held  respon- 
sible for  his  act,  the  mitigating  circum- 
stance of  “irresistible  impulse”  needed  con- 
sideration. He  was  not  to  be  regarded  as 
an  individual  who  would  ordinarily  commit 
an  act  of  violence. 

Case  No.  3 

The  patient  a white  male,  age  25  and 
married,  was  charged  with  the  attempted 
murder  of  his  wife  and  the  murder  of  her 
paramour.  The  background  history  re- 
vealed a series  of  separations  and  tenuous 
reconciliations,  the  latter  usually  taking 
place  during  periods  of  his  wife’s  difficulties 
with  her  paramour.  This  pattern  had  be- 
gun when  the  defendant  and  his  wife  were 
in  high  school  before  their  marriage.  The 
defendant  was  always  ready  to  take  her 
back,  and  she  used  this  weakness  to  taunt 
him.  He  was  from  a broken  family  and 
identified  himself  with  his  children  whose 
home,  too,  was  periodically  broken. 

Psychologic  examination  showed  him  to 
be  of  average  intelligence.  Social  aware- 
ness and  judgment  were  adequate.  He 
revealed  difficulty  in  goal-dircting  his  emo- 
tional energy  within  the  frame  of  reality. 
Objectivity  and  reality  demands  were  at 
times  bypassed.  He  attempted  to  compen- 
sate for  tremendous  feelings  of  inferiority 
by  aggressive  outbursts.  Otherwise  he 
showed  regression,  avoidance  and  immobili- 
zation. He  tended  to  disparage  his  concept 
of  himself. 

In  the  psychiatric  examination  he  gave 
repeatedly  the  history  of  his  own  trauma- 
tic childhood  and  the  rejecting  attitudes 
of  his  wife.  One  noted  particularly  the  de- 
fendant’s passivism  and  dependence.  Ag- 
gressiveness had  been  repressed  and  broke 
through  into  consciousness  only  in  impul- 
sive explosions. 

The  examining  psychiatrist  concluded 
that,  though  he  could  legally  be  held  re- 
sponsible for  his  acts  and  could  stand  trial, 
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his  act  should  be  considered  an  irresistible 
impulse  or  the  breaking  through  of  re- 
pressed unconscious  material,  and  there- 
fore a mitigating  circumstance. 

Three  cases  of  murder  are  cited  to  illus- 
trate the  breaking  through  of  repressed, 
unconscious  material  into  consciousness 
with  resulting  failure  of  ordinary  controlling 
ability  and  resultant  acts  of  great  destruc- 
tion. This  author  concludes  that  these  peo- 
ple are  legally  sane  (unless  one  considers 


the  vague  and  unsatisfactory  concept  of 
“temporary  insanity”),  and  that  they  legal- 
ly must  stand  trial.  However,  the  role  of 
the  psychiatrist  in  describing  the  person- 
ality structure  of  the  defendant  and  the 
dynamic  factors  which  went  into  produc- 
ing this  personality  leads  to  the  considera- 
tion of  the  concept  of  irresistible  impulse 
as  a mitigating  factor,  and  can  aid  the 
prosecuting  attomey  in  arriving  at  a proper 
charge  and  the  Court  in  reaching  a humane 
and  useful  disposition  of  the  case. 
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BROMIDE  INTOXICATION:  SIMULATING 
OTHER  ORGANIC  BRAIN  SYNDROMES 

H.  George  De  Cherney,  M.D.* 


A simple  test  such  as  a quantitative 
serum  bromide  determination  in  a patient 
showing  symptoms  of  delirium  or  an  organ- 
ic brain  syndrome,  may  enable  the  psysi- 
cian  to  arrive  at  a diagnosis  promptly  with- 
out employing  unnecessary  diagnostic  pro- 
cedures. 

With  increasing  use  of  tranquilizing 
drugs  prescribed  for  psychogenic  disorders 
one  is  surprised  to  find  that  mental  dis- 
turbances due  to  bromides  are  more  fre- 
quent than  is  realized.  In  some  psychiatric 
clinics  2%  of  all  admissions  have  been 
found  to  be  suffering  from  a bromide  psy- 
chosis. Although  psychoses  resulting  from 
bromides  were  frequent  in  the  past,  before 
the  medical  profession  was  adequately 
alerted  to  the  changes  which  accrued  to 
its  prolonged  administration,  Noyes’ 
pointed  out  that  “50%  of  cases  arise 
through  the  prescribing  of  bromides  by 
physicians,  the  prescriptions,  frequently  be- 
ing repeatedly  refilled.” 

Many  toxic  states  are  brought  about  by 
self-medication  through  proprietary  drugs 
containing  bromide  such  as  “Nervine.” 
This  disorder  may  simulate  other  organic 
brain  syndromes.  Since  the  psychosis  may 
be  short-lived,  recognition  of  this  toxic  state 
can  avoid  transfer  to  a psychiatric  hospi- 
tal and  the  patient  may  be  treated  in  a 
general  hospital.  For  this  reason,  a case 
of  bromide  intoxication  will  be  described  in 
detail. 

A 52-year-old  weak,  dehydrated  white 
male  was  committed  to  the  Delaware  State 
Hospital  on  February  3,  1958  from  a local 
hospital  with  the  following  statement  on 
the  commitment  papers:  “The  patient  has 

•Senior  Physician  l^sychiatrist,  Delaware  State  Hospital 


been  mentally  confused,  noisy  and  violent 
at  times,  has  disorders  of  memory,  delusions, 
partially  destructive  to  clothing  and  furni- 
ture. He  had  to  be  restrained  much  of  the 
time.  All  tests,  including  the  cerebral  spinal 
fluid  examination,  were  negative.  Com- 
plained of  cold,  cough  and  weakness.  Ques- 
tion of  an  old  encephalitis.” 

Both  parents  were  living  and  well.  The 
father  was  described  as  a kind,  sympathic 
man  and  it  was  said  that  the  mother  was 
devoted  to  her  two  sons,  of  which  the  pa- 
tient was  the  older. 

No  information  was  available  concern- 
ing pre-school  and  school  age  growth  and 
development  except  that  there  were  no 
serious  illnesses  suffered  during  childhood. 
He  was  reared  in  a rural  community  and 
the  economic  status  of  the  family  was  al- 
ways precarious.  Therefore,  the  entire 
family  had  to  work  on  the  farm.  Schooling 
was  started  at  the  average  age  but  he  left 
after  the  eighth  grade  to  help  with  work 
on  the  farm.  He  married  at  age  21  and 
three  children  were  bom  of  this  union.  He 
was  considered  to  be  a hard,  stable  and 
dependable  worker  whose  main  concern  was 
his  work.  He  was  an  abstainer  from  alcohol. 

From  birth  the  patient  had  a bronchial 
cyst  which  was  removed  in  1950  at  the  Me- 
morial Hospital,  Wilmington,  Delaware.  He 
made  an  uneventful  recovery.  In  1954  he 
fell  while  at  work,  suffered  a comminuted 
fracture,  dislocation  of  the  distal  end  of  the 
left  radius  and  intertrochanteric  fracture 
of  the  left  hip.  Soon  after  he  was  taken  to 
the  Kent  General  Hospital,  where  a close 
reduction  of  the  wrist  fracture  and  an  open 
reduction  with  pinning  of  the  fractured  left 
hip  were  performed.  After  the  accident  the 
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patient  became  at  times  restless  and  tense 
and  had  multiple  somatic  complaints  which 
consisted  of  vague  pains  and  aches,  occa- 
sional dizzy  spells,  “giddy  feelings”  and  at 
times  insomnia  and  anorexia.  It  was  noted 
at  the  plant  where  he  was  employed  that 
he  was  dropping  in  efficiency.  Nevertheless, 
he  continued  to  work  steadily.  He  was 
diligent  about  his  employment  to  the  point 
that  he  never  missed  a day  and  it  was  the 
main  interest  of  his  life. 

In  January  1957  he  was  admitted  to  a 
local  hospital  with  a history  of  upper  re- 
spiratory infection,  “high  blood  pressure,” 
weakness  and  fainting  spells  which  were 
described  as  “black-outs,”  with  subsequent 
loss  of  recollection  of  the  event.  After  study 
and  examination,  the  physician  made  a 
diagnosis  of  Postural  Hypotension.  Doriden, 
one  tablet  PRN  and  Ephedrine,  3/8  grains 
daily,  was  prescribed.  The  patient  was  .soon 
discharged  from  the  hospital. 

Immediately  after  returning  home  he 
went  to  work.  He  became  more  quiet  than 
usual;  withdrawn,  restless,  insomnic,  anor- 
exic and  highly  preoccupied  with  all  kinds 
of  aches,  pains  and  bizarre  symptoms.  The 
family  doctor  was  consulted  often  but  none 
of  the  prescribed  medicine  seemed  to  satisfy 
the  patient  or  alleviate  any  of  his  discom- 
fort. During  May  the  patient  was  out  of 
work.  He  complained  continuously,  was 
apathetic,  uninterested  in  any  activity  and 
preoccupied  with  his  job.  The  local  prac- 
titioner prescribed  Phenobarbital  and  Bella- 
donna. 

In  June  the  patient  returned  to  work  and 
began  to  take  Nervine,  1 teaspoonful,  t.i.d. 
He  stated  that  he  began  to  feel  better,  more 
energetic,  and  that  his  preoccupation  de- 
creased. He  worked  until  the  beginning  of 
January  1958  but  continued  to  have  pre- 
viously described  symptomatology  to  a 
lesser  degree. 

Four  weeks  prior  to  his  admission  to  the 
Delaware  State  Hospital,  the  patient  de- 
veloped fever,  cough,  restlessness,  irritability 
and  pain  in  the  neck  region.  After  the 
family  physician  was  consulted  he  was  re- 
ferred to  a local  hospital.  Laboratory  tests 
were  within  normal  limits.  During  hospital- 
ization the  patient  continued  to  be  preoc- 


cupied with  his  work,  talked  continually 
about  it,  and  became  restle.ss.  He  soon  be 
came  incoherent,  was  afraid  of  harm  being 
done  to  him  and  was  noisy  and  violent.  He 
was  placed  in  restraints  and  was  given  three 
different  types  of  tranquilizers,  which  did 
not  alleviate  any  of  his  symptoms.  Because 
he  was  so  disorganized,  agitated  and  con- 
fused, he  was  transferred  to  the  Delaware 
State  Hospital  on  February  3,  1958. 

On  admission  the  patient  was  overtly 
confused,  incoherent  and  disoriented  in  all 
three  spheres.  Intellectual  functions  were 
grossly  impaired.  He  was  restless,  unco- 
operative, could  not  follow  commands  and 
was  slow  in  his  movements  and  responses. 
He  talked  in  a monotonous  tone  of  voice  or 
mumbled.  He  was  unaware  of  his  surround- 
ings and  continued  to  show  aggressive  be- 
havior as  in  the  general  hospital.  He  was 
restless  and  wandered  about  the  ward. 

Physical  examination  on  admission  re- 
vealed the  patient  to  be  pale,  poorly  nour- 
ished, dehydrated  and  older  than  the  stated 
age.  Blood  pressure  was  115/75,  pulse  84, 
temperature  98.6  . Heart  sounds  were  of 
good  quality,  with  no  arrhythmia.  Respira- 
tory organs  were  normal  to  auscultation 
and  percussion.  The  abdomen  was  soft. 
Liver  and  spleen  were  not  palpable.  There 
were  no  masses  and  no  tenderness.  Genito- 
urinary organs  were  negative  for  pathology. 
Neurological  examination  revealed  the  fol- 
lowing:. cranial  neiwes  were  intact,  includ- 
ing the  fundoscopic  examination.  Cutan- 
eous and  deep  sensibility  could  not  be  ade- 
quately tested  because  of  the  confusion  of 
the  patient.  All  deep  tendon  reflexes  were 
present  and  active.  No  pathological  reflexes 
could  be  elicited. 

Laboratory  findings  revealed  the  follow- 
ing: 

February  3,  1958 

Urinalysis:  Albumin  1+ 

Blood  Wasserman  non-reactive 

Spinal  fluid  cells  2,  protein  30,  Gold 
curve  flat 

Wassermann  non-reactive 

Fasting  blood  sugar  103,  Urea  Nitrogen 
34.5 

Creatinine  1.50,  RBC  4,600,000  Hgb.  15 

WBC  6200, 
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EEG:  Routine  16  lead  EEG  was  slightly 
slow  in  all  leads.  Sleep  was  normal. 

EKG:  Tracing  was  within  normal  limits. 
X-ray  chest  and  skull:  normal. 

February  10,  1058 
Urea  Nitrogen  23.7 
Creatinine  1.45 
February  11,  1958 
Bromide  Level:  154  mg/% 

February  17,  1958 

Bromide  Level:  4 mg /TOO  cc  serum 

March  3,  1958 

Bromide  Level:  less  than  100  mg/% 
(Delaware  Hospital). 

Bromide  Level:  41  mg%100,  control 
0 mg /1 00  (Delaware  State  Hospital) 
March  6,  1958 

Spinal  fluid:  protein  29,  Bromides  5 
mg/%  cells  0,  RBC  4,100,000,  HBG 
12.8  WBC  1800 

Bromide  Level:  20  mg  100  cc..  Uri- 
nalysis negative 
March  27,  1958 
G.I.  Series,  Lumbar  Vertebrae: 

Routine  Aims  showed  normal  filling  of 
the  stomach  and  duodenum,  at  five  hours 
the  stomach  was  empty  and  the  head  of 
the  meal  had  reached  the  descending 
colon.  Impression:  Normal  upper- gastro- 
intestinal tract.  Examination  of  the  lum- 
bar vertebrae  showed  no  evidence  of 
pathology. 

April  2,  1958 

Barium  enema  showed  normal  colon 
April  14,  1958 

RBC  4,290,000,  Hgb.  13.1,  WBC  9,500 

For  the  first  48  hours  the  clinical  pic- 
ture remained  unchanged.  However,  on  the 
third  day  following  admission  he  began  to 
show  remarkable  changes.  He  became  alert, 
partially  oriented  and  was  able  to  recall 
events  of  the  past  24  hours. 

On  the  fifth  day  there  was  evidence  of 
greater  modification.  He  was  fully  aware 
of  his  surroundings,  relaxed,  well  oriented 


and  could  give  a complete  account  of  his  ac- 
tivities for  the  last  four  days.  He  began  to 
gain  weight,  was  communicative  and  be- 
gan to  help  on  the  ward. 

By  the  end  of  February  the  patient  be- 
gan complaining  on  several  occasions  of 
“dizzy  spells.”  He  was  seen  in  consultation 
by  our  neurologist  on  February  19,  1958. 
The  neurological  examination  revealed  that 
responses  were  slow  to  questioning  and  con- 
centration impaired.  There  was  no  evi- 
dence of  increased  intra-cranial  pressure  of 
a localizing  cerebral  lesion.  It  was  the  neu- 
rologist’s feeling  that  this  man’s  clinical 
picture  could  be  explained  on  a basis  of  an 
organic  mental  syndrome  associated  with 
chronic  bromide  intoxication.  However,  the 
consultant  felt  that  several  other  studies 
should  be  done  for  complete  investigation 
of  the  “black-out”  spells.  All  subsequent 
studies,  including  G.I. Series,  barium  enema, 
etc.,  failed  to  reveal  any  pathology.  A re- 
peat EEG  on  March  11,  1958  was  within 
normal  limits. 

By  March  8,  1958,  the  bromide  level  had 
dropped  to  20  mg  TOO  cc.  The  patient  con- 
tined  to  improve.  On  April  17,  1958  he 
was  discharged. 

Discussion 

A case  of  bromide  intoxication  was  pre- 
sented in  detail:  Three  days  after  his  ad- 
mission to  this  hospital,  he  began  to  show 
evidence  of  improvement.  A subsequent 
quantitative  serum  bromide  determination 
was  154  mgm/%,  confirming  the  clinical 
diagnosis.  Once  the  diagnosis  was  estab- 
lished, the  reason  for  the  intake  of  the 
bromides  was  thoroughly  investigated. 

This  case  was  reported  in  order  to  re- 
mind physicians  that  in  all  organic  brain 
.syndromes  a diagnosis  of  Bromide  Intoxi- 
cation should  be  considered  and  that  toxic 
states,  as  a result  of  bromidism,  are  not 
uncommon. 
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OUTLINE  OF  PSYCHIATRIC  EDUCATION  AT 
DELAWARE  STATE  HOSPITAL 

Kurt  Anstreicher,  M.D.* 


The  following  is  an  attempt  to  consider 
the  training  facilities  available  at  the  Del- 
aware State  Hospital  at  Farnhurst  for  resi- 
dents. 

While  it  can  be  stated  that  psychiatrists 
never  have  agreed  on  a set  of  basic  princi- 
ples to  be  applied  to  the  training  of  future 
specialists  in  their  own  field,  certain  princi- 
ples have  been  recognized  as  generally 
valid.  The  following  article  is  an  attempt 
to  evaluate  existing  facilities  for  training  at 
the  Delaware  State  Hospital  in  the  light 
of  accepted  requirements. 

The  core  of  resident  training  in  psychia- 
try is  and  probably  always  will  be  super- 
vised contact  between  resident  and  patient. 
It  should  be  extensive  at  times  and  inten- 
sive at  others,  and  should  be  evaluated  care- 
fully and  repeatedly  by  the  resident  and 
his  counselors. 

Patients  have  been  our  best  teachers. 
The  Delaware  State  Hospital  (the  only 
mental  hospital  in  the  state)  admits  psy- 
chotic and  non-psychotic  patients  with  the 
application  of  a minimum  of  selection,  a 
fact  which  greatly  facilitates  the  recogni- 
tion of  epidemiological,  prognostic  and 
diagnostic  factors  of  mental  illness. 

Supervised  day-by-day  contact  of  the 
resident  with  a representative  number  of 
patients  on  admission  services,  and  addi- 
tional information  regarding  other  groups 
of  patients  obtained  in  conferences,  provide 
the  resident  with  a sound  knowledge  of  phe- 
nomenology, diagnostic  acumen  and  a valu- 
able sense  of  proportion  in  matters  pertain- 
ing to  his  science.  This  knowledge  often  is 
less  developed  in  residents  trained  in  hos- 
pitals where  patients  are  studied  more  in- 
tensively but  in  small  numbers. 

•Acting  Senior  Physician-Psychiatrist,  Delaware  State  Hospital 


On  the  other  hand,  in  another  area  and 
phase  of  training  contact  between  patient 
and  resident  should  be  more  prolonged, 
both  in  duration  of  individual  sessions  and 
total  length  of  therapy.  Such  intensive 
contact  makes  the  resident  aware  of  the 
crucial  importance  of  the  patient — thera- 
pist relationship  and,  in  conjunction  with 
careful  supervision,  teaches  him  the  prin- 
ciples and  techniques  of  relationship  man- 
agement. 

At  this  hospital  intensive  study  of  desig- 
nated ward  patients  is  limited  by  time  and 
case  loads  of  residents.  Recently,  psycho- 
therapeutic night  clinics  have  been  insti- 
tuted. Here  the  resident  sees  selected,  pre- 
viously hospitalized'  patients  in  weekly 
therapy  sessions,  and  in  weekly  seminars, 
attended  by  residents  and  senior  physicians, 
discusses  therapy  problems  of  transference, 
counter-transference  and  progress. 

Partly  because  of  the  inability  of  psychi- 
atrists to  agree  on  basic  principles  of  train- 
ing, psychiatric  centers  for  training  tend  to 
carry  their  stamp  of  individuality  and  to 
have  their  own  hospital  philosophy. 

Teaching  in  this  hospital  attempts  to 
be  eclectic  in  the  sense  of  non-adherence 
to  any  one  doctrine.  It  attempts  to  im- 
press residents  with  the  fact  that  our  knowl- 
edge in  psychiatry  is  incomplete  and  incon- 
clusive, and  that  we  need  to  remain  open- 
minded. 

Most  state  hospitals,  including  our  hos- 
pital, emphasize  various  somatic  and  social 
therapies.  All  common  types  of  somatic 
therapy  (except  deep  coma  insulin)  are 
used  extensively,  and  the  use  of  drugs  is 
studied  with  great  care. 

It  frequently  is  stated  that  the  resident, 
as  training  progresses,  should  shift  the  em- 
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phasis  of  study  from  purely  descriptive  as- 
pects of  cases  to  investigation  of  the  dy- 
namics involved.  Psychodynamics,  however, 
present  psychiatry  and  psychiatric  teaching 
with  great  and  unsolved  problems.  Not  only 
IS  the  state  of  motivation  theory  uncertain 
and  divided,  and  therefore  doctrinaire,  but 
also  dynamic  formulations  attempted  in  all 
forms  of  mental  illness  frequently  are  spec- 
ulative, oversimplified  as  to  cause-effect 
relationship  and  lacking  in  efforts  at  inte- 
gration of  intraspsychic  development  with 
interpersonal  contemporary  factors. 

Psychodynamic  considerations  and  form- 
ulations are  nevertheless  important  aspects 
of  suitable  case  studies  and  should  be 
encouraged  in  spite  of  their  speculative  na- 
ture. 

Furthermore,  emphasis  on  motivation  will 
make  the  resident  aware  of  the  significance 
of  teamwork  in  psychiatry — such  as  contri- 
butions made  by  social  workers,  psycholo- 
gists, etc. 

As  in  the  case  of  most  state  hospitals 
not  situated  near  universities,  this  hospital 
cannot  readily  assemble  a large  staff  to 
teach  psychiatry  in  formal  lectures,  nor 
would  an  extensive  didactic  program  neces- 
.sarily  be  advisable.  However,  most  senior 
staff  members  hold  faculty  appointments  at 
the  University  of  Pennsylvania  in  Phila- 
delphia. Lectures  are  given  at  regular  in- 
tervals by  the  Clinical  Director  and  Precep- 
tor teaching  is  done  by  senior  members 
of  staff.  Residents  attend  weekly  psycho- 
therapy seminars.  In  our  “Academic  Lec- 
ture Series  nationally  known  outstanding 
scientists,  working  in  psychiatry  and  re- 
lated fields,  have  talked  on  topics  of  special 
interest.  Neurology,  neuropathology,  neu- 
roanatomy and  physiology  and  electro- 
encephalography are  taught  in  seminars  by 
lecturers  from  medical  schools  in  Philadel- 
phia, Pennsylvania. 

The  psychiatrist  now  assumes  responsi- 
bilities far  beyond  his  original  province  of 
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the  mental  hospital  and,  for  this  reason, 
resident  training  should  include  out-patient  f 
work  with  adults  and  children,  some  in-  { 
patient  work  with  children  and  work  with  i 
community  agencies,  courts,  etc.  Residents 
at  Delaware  State  Hospital  get  their  ex- 
perience in  these  lines  at  the  Governor 
Bacon  Health  Center  and  at  the  Mental 
Hygiene  Clinic. 

Training  also  should  be  provided  in  pub- 
lic speaking,  work  in  the  psychiatric  unit 
of  a general  hospital,  consultation  work 
with  other  hospitals  and  work  with  psycho- 
somatic patients.  It  is  agreed  that  research 
interests  should  be  stimulated  and  that  resi- 
dents should  be  given  opportunity  to  do 
research,  a definite  research  altitude  being 
the  goal.  Teamwork  is  desirable.  Method- 
ology, documentation  and  principles  of  re- 
search statistics  should  be  taught.  The 
Delaware  State  Hospital  has  a research 
department  which  is  at  present  engaged  in 
the  following  studies:  (1)  clinical  effective- 
ness of  psychopharmacological  therapies, 

(2)  implications  of  social  and  clinical  as- 
pects on  course  and  outcome  of  schizophre- 
nia, (3)  cerebral  bloodflow  and  Metabolism 
in  psychiatric  disorders.  Some  residents 
have  received  special  training  and  partici- 
pate in  these  projects. 

In  conclusion,  something  should  be  said 
about  the  way  in  which  teaching  should 
encourage  the  resident  to  develop  his  own 
individual  life-style  as  a psychiatrist.  Iden- 
tifications with  one  or  two  teachers  out  of 
keeping  with  the  resident’s  personality 
tendencies  should  be  avoided.  Therefore  a 
large  number  of  teachers  is  an  advantage, 
and  additional  training  during  the  resi- 
dency period,  such  as  personal  analysis, 
etc.,  may  be  desirable.  Opportunities  for 
additional  training  should  be  offered.* 

The  Delaware  State  Hospital,  being  close 
to  Philadelphia,  offers  definite  possibilities 
along  these  lines. 
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“NO  ROOM  AT  THE  INN” 

Frieda  R.  Hendeles,  M.D.* 


The  history  of  mental  illness  has  been 
one  of  alternately  changing  accent,  from 
the  physical  methods  of  treatment  to  the 
humane  aspects  of  social  reform  and  com- 
munity responsibility.  The  earliest  known 
references  to  mental  disturbance  were  con- 
tained in  the  early  Egyptian  papyri  but 
views  as  to  family  responsibility  already 
were  being  expressed  by  the  Greeks,  not- 
ably in  Plato’s  “Republic:”  “If  anyone  is 
insane,  let  him  not  be  seen  openly  in  the 
city,  but  let  the  relatives  of  such  a person 
watch  over  him  at  home  in  the  best  man- 
ner they  know  of,  and  if  they  are  negligent, 
let  them  pay  a fine.” 

In  more  recent  times,  family  and  com- 
munity responsibility  have  become  increas- 
ingly recognized  among  progressive  and  en- 
lightened peoples.  In  this  country  the  Vet- 
erans Administration  and  a number  of 
State  Hospitals  are  active  in  the  develop- 
ment of  family  and  community  participa- 
tion in  the  treatment  and  rehabilitation  of 
the  mentally  sick  person.  What,  then,  is 
happening  within  our  own  state,  and  what 
repercussions  are  being  felt  within  our  own 
psychiatric  hospital? 

Once  an  emotionally  sick  person  has  left 
the  family  circle  for  more  than  six  months, 
the  gap  gradually  closes  to  exclude  his  re- 
turn at  a rate  in  direct  proportion  to  the 
length  of  absence.  By  this  time,  relatives 
have  reorganized  their  lives  in  such  a way 
that  the  patient  can  no  longer  be  accomo- 
dated, or  the  members  of  the  family  have 
lost  interest  and  do  not  want  to  have  him 
return.  Or  perhaps  they  have  moved,  or  the 
remaining  relatives  have  died.  Thus  the 
door  of  return  has  virtually  been  slammed 
in  the  face  of  the  sufferer. 

Often  relatives,  as  well  as  the  community 
at  large,  behave  as  though  they  were  being 
imposed  upon  when  attempts  are  made  to 

* Acting  Senior  Physician-Psychiatrist,  Delaware  State  Hospital. 


replace  individuals  who  have  been  sick  but 
are  ready  for  rehabilitation  to  the  status 
of  useful  and  worthy  citizens.  They  do  not 
seem  to  understand  that  the  returning  pa- 
tient is  a calculated  risk  and,  therefore,  in- 
finitely safer  than  the  undiagnosed  mentally 
disturbed  persons  who  constitute  a sizeable 
portion  of  our  community. 

Many  patients,  often  middle-aged  or  eld- 
erly, who  in  their  effectively  functioning 
periods  have  been  good  citizens,  are  forced 
to  live  constricted  and  purpo.seless  lives  be- 
cause the  community  which  they  have 
served  so  well  is  no  longer  tolerant  of,  or 
interested  in,  their  welfare,  their  only  fault 
having  been  that  of  emotional  sickness — 
the  unjustly  condemned.  This  response  dif- 
fers little  in  essence  from  that  of  Biblical 
times  when  the  leper  and  the  pariah  were 
cast  out. 

Repercussions  of  such  treatment  by  the 
community  are  of  a dual  nature.  Since  the 
patient  has  nowhere  to  go  and  often  is  re- 
fused the  opportunity  to  work,  he  comes  to 
feel  useless  and  rejected,  with  consequent 
feelings  of  utter  futility  which  sometimes 
lead  to  relapse  and  chronic  institutionaliza- 
tion with  a state  of  apathy  and  automat- 
ism. This  causes  a steady  increase  in  the 
resident  hospital  population,  with  conse- 
quent overcrowding.  It  results  in  reduction 
of  beds  available  for  treatment  of  acute 
conditions.  Such  delays  prolong  the  course 
of  the  illness,  depriving  the  family  of  its 
breadwinner  or  young  children  of  their 
mother’s  care  for  a longer  time  than  neces- 
sary. Modern  drug  therapies  have  not  di- 
rectly increased  the  number  of  “cures”  but 
they  have  made  it  possible  to  reach  patients 
more  readily  with  rehabilitation  methods, 
thus  mobilizing  and  socializing  a large  num- 
ber of  people  who  otherwise  might  have 
slid  down  the  path  to  eventual  chronicity 
and  prolonged  hospitalization. 
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It  must  be  remembered,  however,  that 
institutional  residence  for  even  a few  months 
requires  gradual  adjustment  to  the  condi- 
tions of  existence  in  this  pressured,  com- 
petitive world  of  the  jet  age.  Rehabilitation 
within  the  hospital,  although  an  essential 
factor,  is  not  enough.  Several  transition 
stages  outside  the  hospital  have  to  be  tra- 
versed in  the  successful  crossing  of  the 
bridge  to  mental  health  and  a full  life.  The 
ground  for  such  transition  stages  is  now  in 
the  process  of  preparation  but  for  the  suc- 
cess of  such  a program,  each  individual 
member  of  the  community  must  contribute 
to  the  shared  responsibility  between  the 
mental  health  services  and  the  community. 
What,  then,  are  the  mental  health  services 
doing  to  further  the  cause  of  the  mentally 
sick  in  this  state  and  how  can  members  of 
the  community  help  in  this  vital  task? 

For  the  past  two  years  the  state  hospital 
has  maintained  a program  relating  drug 
therapy  to  rehabilitation  outside  the  hos- 
pital. It  is  under  the  regular  supervision  of 
a visiting  nurse  to  the  home  or  place  of  resi- 
dence of  the  patient,  thus  enabling  patients 
to  step  onto  the  bridge  earlier  than  would 
otherwise  have  been  possible.  More  recently, 
evening  clinics  have  been  opened  at  the 
hospital  for  continued  treatment  of  patients 
who  otherwise  might  have  had  to  prolong 
their  stay  in  the  hospital. 

Activities  of  the  Mental  Health  Associa- 
tion include  education  of  the  community  in 
mental  health  through  films,  lectures  and 
the  press;  provision  of  seminars  for  the 
clergy  of  all  denominations  and  provision 
of  vocational  training  for  patients  with  the 
trojan  task  of  job  placement  and  sometimes 
provision  of  living  accommodation.  The 
two  latter  are,  perhaps,  the  most  difficult 
tasks,  requiring  energetic,  enthusiastic  and 
consistent  support  from  the  community  as 
a whole.  Valuable  and  devoted  work  is  be- 
ing done  by  Volunteer  Workers,  and  a plan 
is  under  construction  for  the  most  efficient 
utilization  of  their  generous  assistance. 

The  role  of  the  family  physician  is  an 
important  one  within  the  community  and 
perhaps  has  not  been  appreciated  to  its 
fullest  extent.  One  of  the  laudable  features 
of  the  doctor-patient  relationship  is  the  in- 


terest and  counsel  which  the  personal 
physician  extends  to  the  family  of  the 
mentally  sick  patient  during  the  first  few 
months  of  his  hospitalization.  However,  in 
the  later  stages  of  the  patient’s  illness  when, 
perhaps,  a year  or  more  has  passed,  the 
strength  of  the  relationship  is  no  longer 
directed  toward  “keeping  the  chair  warm” 
for  the  return  of  the  sufferer — apathy  has 
set  in.  A change  of  emphasis  is  urgently  re- 
quired on  the  part  of  both  hospital  authori- 
ties and  family  physicians.  If  this  valuable 
solicitude  could  be  transposed  from  the  on- 
set to  the  later  stages  of  the  patient’s  ill- 
ness, much  more  could  be  accomplished 
toward  the  solution  of  one  of  the  most 
urgent  problems  of  mental  health — that  of 
keeping  the  door  open  for  the  patient’s  re- 
turn to  the  community. 

The  responsibility  of  the  community 
lies  in  accepting  the  patient  and  providing 
employment,  a place  of  residence  and  social 
activities.  Volunteer  workers  could  give  help 
in  many  ways.  They  could  approach  indus- 
trialists, whom  they  often  know  personally, 
for  employment  of  patients.  Such  action 
helps  create  a sense  of  usefulness  and  re- 
sponsibility not  only  in  the  patient  but  also 
in  the  community. 

Through  the  medium  of  volunteers  and 
civic  organizations,  the  community  can  pro- 
vide for  a pressing  need:  a temporary  haven 
for  groups  of  patients  who  are  ready  to  face 
everyday  life  again  but  who  have  nowhere 
to  go  because  there  is  “no  room  at  the  inn.” 
In  California,  volunteer  workers  have  set  up 
such  havens  and  are  running  them  with  suc- 
cess. The  required  type  of  residence  could  be 
run  simply  and  inexpensively  for  groups  of 
eight  or  ten  patients  in  a house  assisted  by  a 
house-mother  with  visits  from  a commun- 
ity physician  once  weekly,  the  latter  keep- 
ing contact  with  the  psychiatric  hospital 
for  information  and  advice.  Patients  receiv- 
ing special  medication  could  be  visited  by 
the  Home  Care  nurse  from  the  hospital. 
Such  groups  could  develop  methods  of  self- 
management, some  doing  the  cooking,  some 
the  housekeeping,  while  others  go  out  to 
work  to  help  maintain  the  home.  Experi- 
ments such  as  this  have  been  carried  out 
successfully  in  Australia.  A further  develop- 
ment of  this  theme  would  be  the  formation 
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of  a social  club  for  these  and  other  ex- 
patients within  the  area,  thus  unifying  the 
provision  of  their  needs. 

A more  ambitious  program  is  that  of 
the  foster  home  placement  of  patients,  an- 
other of  the  necessary  arms  of  rehabilita- 
tion. This,  however,  requires  an  advanced 
stage  of  mental  health  education  of  the 
community  as  well  as  a large  number  of 
social  workers  with  provision  of  generous 
finances  by  the  community.  Such  programs 
already  are  in  successful  operation  in  many 
states. 


Let  us,  the  members  of  the  community, 
therefore  allow  light  into  the  places  of 
darkness  give  understanding  and  help  to 
those  who,  but  for  the  grace  of  God,  might 
be  one  of  us. 

SuccrsTii)  Rfadinc 
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OBSERVATIONS  OF  CARDIAC  PATIENTS 
SUBJECTED  TO  ELECTROCONVULSIVE  THERAPY 


David  J.  Reinhardt  III,  M.D.* 


The  improvement  which  frequently  oc- 
curs in  mental  states  when  treated  by  elec- 
troconvulsive therapy  is  well  known.  Those 
most  familiar  with  this  type  of  treatment 
also  are  aware  that  it  is  not  without  a 
certain  mortality  rate,  especially  in  patients 
afflicted  with  cardiovascular  disease.  Be- 
cause of  the  physician’s  respect  for  the 
results  of  electroconvulsive  therapy,  cardiac 
patients  often  are  denied  the  benefits  of 
this  type  of  treatment.  It  is  the  purpose  of 
the  author,  in  conjunction  with  the  psychi- 
atric staff  at  the  Delaware  State  Hospital, 
to  follow  closely  a series  of  patients  with 
cardiac  disease  through  a course  of  electro- 
convulsive therapy  (ECT)  in  an  effort  to 
derive  a safer  procedure  whereby  more 
elderly  cardiac  patients  with  mental  illness 
can  be  helped. 

Data  is  relatively  sparse  concerning  mor- 
tality from  ECT.  Maclay,’  with  the  help  of 
statistics  from  the  British  Ministry  of 
Health,  reported  62  deaths  in  four  and  one 
half  years  in  the  British  Isles.  The  number 
of  patients  treated  during  this  period  was 
not  known.  Alexander  et  ap  reported  five 
deaths  in  5,325  patients  who  received  70,- 
000  treatments  at  one  mental  hospital.  This 
would  indicate  approximately  one  death  per 
1000  patients  receiving  a course  of  ECT. 
Kalinowski  et  aP  quote  a fatality  figure  of 
0.06%  from  a survey  by  Kolb  and  Vogeh 
of  305  mental  hospitals.  This  probably  is 
closer  to  the  accurate  figure  because  of  the 
scope  of  the  study.  However,  if  one  were 
to  limit  the  observations  to  those  in  the 
poor  risk  category  becau.se  of  cardiovascular 
disease,  the  incidence  might  well  be  in  the 
realm  of  one  death  in  100  to  300  patients. 

• Cardiolocist.  Dcl.iwarc  State  Hospital.  Director,  Hypertension 
Clinic,  Delaware  Hospital 


Should  one  reject  for  therapy  the  whole 
poor  risk  group  for  the  sake  of  possibly  pre- 
venting one  catastrophe?  The  usual  answer, 
without  considering  details  would  unequi- 
vocally be  “Yes!”  However,  if  we  recognize 
the  fact  that  the  majority  of  patients  in  the 
age  bracket  susceptible  to  cardiovascular 
disease  are  suffering  from  involutional  mel- 
ancholia or  reactive  depression,  and  most 
cases  have  been  productive  members  of  the 
community,  and  that  a return  to  this  status 
frequently  can  be  achieved  by  a course  of 
ECT,  then  the  answer  must  be  that  of  tak- 
ing a calculated  risk  and  proceeding  with 
therapy.  In  addition  to  this  esoteric  reason- 
ing one  must  realize  that  such  patients  often 
are  suicidal  either  by  overt  act  or  more 
passively  by  a refusal  to  eat,  which  leads 
to  weight  loss,  malnutrition,  starvation  and 
eventual  death.  When  these  factors  are  con- 
sidered in  the  individual  case,  the  decision 
must  be  made  as  to  whether  the  calculated 
risk  or  the  ultimate  outcome  is  the  desired 
course. 

Physiologic  Background 

Any  patient  undergoing  ECT  goes 
through  certain  stages  with  respect  to  body 
physiology.’  Often  there  is  a marked  degree 
of  anxiety  and  fear  in  anticipation  of  treat- 
ment. This  is  followed  by  a release  of  adren- 
al hormones,  the  most  evident  of  which  are 
epinephrine  and  norepinephrine,  which 
cause  a tachycardia  of  variable  degree  and 
arterial  blood  pressure  elevation. 

The  tachycardia  is  further  propagated  by 
the  increased  tone  of  the  autonomic  nerv- 
ous system.  With  treatment  the  electrical 
discharge  is  conducted  through  the  cerebral 
hemispheres  and  the  tonic  convulsive  phast' 
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appears  with  the  immediate  onset  of  apnea. 
The  clonic  phase  follows,  and  only  after  this 
has  terminated  does  respiration  begin  again. 
In  the  normal  heart  this  period  of  anoxia 
may  last  for  as  long  as  90  seconds  and  is 
rarely  dangerous.  As  respiration  begins,  a 
strong  vagal  “storm”  usually  follows,  with 
multiple  cardiac  effects.  Especially  affected 
are  the  rate,  the  site  of  impulse  formation 
and  atrioventricular  conduction.  At  this 
stage  the  systolic  blood  pressure  is  consider- 
ably elevated  and  remains  so  for  a period 
of  30  minutes  to  one  hour.  These  effects 
slowly  subside  as  the  patient  is  reoxygen- 
ated and  returns  to  the  conscious  state. 

In  the  patient  with  severe  cardiac  disease 
this  course  of  events  is  dangerous.  At  the 
termination  of  the  convulsion,  myocardial 
anoxia  is  intense,  and  the  difference  in  tissue 
oxygen  tension  between  healthy  heart  mus- 
cle and  fibrotic,  ischemic  myocardium  is 
acute.  It  is  this  difference,  according  to 
Beck*^,  which  increases  myocardial  irritabil- 
ity at  the  junction  zones  and  initiates  ven- 
tricular extrasystoles.  The  added  factor  of 
acute  cardiac  dilatation  during  the  convul- 
sion adds  to  the  irritability.  The  physiologic 
accentuated  vagal  influence  at  this  point 
adds  further  arrhythic  potential  to  the  al- 
ready over-stressed  heart.  In  addition  to 
this,  extensive  coronary  atherosclerosis  in- 
jects myocardial  ischemia  which,  if  pro- 
longed, may  lead  to  subendocardial  necrosis 
or  infarction.  Therefore,  it  is  obvious  that 
cardiac  patients  undergoing  ETC  are  ex- 
posed to  a form  of  excessive  stress  unimagi- 
nable to  cardiologists  of  30  years  ago. 

The  following  group  of  patients  with 
heart  disease  were  closely  observed  at  the 
Delaware  State  Hospital  while  undergoing 
ECT.  These  cases  illustrate  many  dangerous 
developments  for  which  one  must  be  alert, 
and  also  suggest  therepeutic  methods  for 
increasing  the  safety  of  such  patients. 

Methods  and  Materials 

The  patients  chosen  for  this  study  were 
in  extremis  from  the  depression  of  their 
mental  illness  and  all  were  suicidal  or  so 
negativistic  as  to  necessitate  in  many  in- 
stances feeding  by  nasogastric  tube.  They 
had  not  responded  to  chemotherapy  which 


had  been  tried.  The  diagnosis  of  cardiovas- 
cular disease  to  a degree  of  severity  to  war- 
rant a “poor  risk”  classification  was  made 
by  either  a sub.stantiated  history  of  myo- 
cardial infarction,  evidence  of  congestive 
heart  failure,  hypertension  with  advanced 
cardiac  hypertrophy  or  a valvular  lesion 
with  chamber  enlargement.  In  every  in- 
stance an  electrocardiogram  was  abnormal. 

Eighteen  patients  were  studied,  nine  male 
and  nine  female.  The  female  age  range  was 
48  to  84  years,  with  an  average  of  72.7 
years.  The  male  age  range  was  43  to  73 
years  and  averaged  65.7  years.  The  total 
number  of  separate  ECT  given  was  130. 
Eight  patients  were  refused  consideration 
because  of  advanced  disea.se  such  as  recent 
myocardial  infarction,  acute  congestive  fail- 
ure or  extreme  irritability  of  the  myocard- 
ium not  responsive  to  quinindine.  Three 
patients  in  the  series  were  being  maintained 
on  digitalis. 

The  diagnostic  categories  are  listed  in 
Table  I.  Total  diagnoses  .show  more  than 
18  because  several  patients  had  more  than 
one  condition.  Patients  with  pulmonary 
disease  also  had  coronary  artery  disease. 
One  female  patient,  classified  as  having 
coronary  disease  on  the  basis  of  history  and 
an  abnormal  electrocardiogram  was  proven, 
following  the  course  of  ECT,  to  be  an  ex- 
ample of  the  unstable  “T”  wave  syndrome 
and  was  reported  elsewhere.^  It  is  likely 
that  she  had  a normal  cardiovascular  sys- 
tem. 

Each  treatment  was  monitored  by  a 
continuously  running  electrocardiogram, 
stopped  only  while  the  convulsive  stages 
were  in  progress.  At  most  treatments  a 
cardiologist  was  present.  Following  each 
patient’s  course,  a standard  12  lead  electro- 
cardiogram for  comparison  with  the  pre- 
treatment tracing  was  done.  In  most  cases 
pre-ECT  medication  was  not  given  until 
after  it  was  evident  what  type  of  abnormali- 
ty was  likely  to  develop.  This  seemed  to  be 
a more  sensible  course  than  giving  a number 
of  drugs  and  medications  to  each  patient 
and  risking  an  unnecessary  drug  reaction. 

The  average  number  of  ECTs  was  8.3  per 
patient.  The  range  was  from  1 to  16  treat- 
ments. Three  patients  received  one  or  two 
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treatments  only,  due  either  to  request  for 
cessation  of  the  program  by  the  family  or 
evidence  of  a marked  myocardial  irritability 
which  was  of  a magnitude  uncontrolled  by 
drug  therapy. 

The  blood  pressure  in  this  series  was  not 
continuously  measured  during  treatment. 

Results 

There  were  no  deaths  in  this  group. 
There  were  no  cerebrovascular  or  coronary 
incidents.  The  only  complications  were 
transient  in  nature  and  left  no  permanent 
damage.  The  complications  can  be  divided 
into  the  “pre-ECT”  and  “post-ECT”  cate- 
gories with  further  subdivision  as  indicated: 

1.  Pre-ECT:  In  this  division  the  main  fac- 
tors are  (a)  the  anxiety  of  the  patient, 
with  subsequent  effect  on  heart  rate  and 
myocardial  irritability  and  (b)  the  pres- 
ence of  a relative  bradycardia. 

Anxiety  or  anticipatory  fear  played 
a significant  part  in  the  courses  of  four 
patients.  In  this  group  the  pre-ECT 
heart  rate  was  noted  to  increase  steadily 
with  each  successive  treatment.  When 
the  rate  reached  and  exceeded  130  per 
minute  there  appeared  to  be  a marked 
increase  in  ventricular  irritability,  as  evi- 
denced by  frequent  ventricular  extra- 
systoles, ventricular  bigeminy  and  a 
tendency  towards  transient  ventricular 
tachycardia.  Quinidine  was  of  no  value 
as  a prophylactic  measure  in  this  group. 
A significant  improvement  was  noted, 
however,  when  the  patient  was  given  225 
mgm  (gr.  3%)  of  amobarbital  sodium 
intramuscularly  one  hour  prior  to  treat- 
ment. In  this  type  of  patient  the  prog- 
ressive increase  in  agitation  or  appre- 
hension makes  fairly  heavy  sedation  a 
necessary  preventative  measure.  Ventric- 
ular tachycardia  is  the  forerunner  of 
ventricular  fibrillation,  which  usually  re- 
sults in  sudden  death. 

The  term  “bradycardia,”  when  used 
in  relation  to  the  pre-ECT  pulse  rate, 
may  be  defined  as  a heart  rate  which 
does  not  accelerate  more  than  75  per 
minute  when  the  individual  progresses 
beyond  the  first  treatment.  The  average 


patient,  after  the  initial  treatment,  usu- 
ally has  an  increase  in  heart  rate  to 
between  80  and  110  per  minute.  Three 
patients  in  this  series  showed  this 
abnormality.  Each  developed  severe 
post-ECT  vagal  effects.  The  danger,  in 
this  instance,  comes  during  the  vagal 
“storm”  and  may  result  in  cardiac  asys- 
tole, which  again  may  cause  death.  None 
of  these  patients  developed  asystole  but 
each  showed  marked  vagal  effect  by 
manifesting  either  nodal  rhythm,  sinus 
arrhythmia,  various  degrees  of  atrioven- 
tricular block,  sinus  arrest,  atrioventric- 
ular dissociation  or  shifting  pacemaker. 
These  changes  occurred  either  alone  or 
in  combination.  By  using  atrophine  in 
doses  of  1 mgm  (gr.  1 60)  these  abnor- 
malities could  be  completely  prevented. 

2.  Post-ECT:  In  this  division  the  vagal  and 
extravagal  arrhythmias  and  ischemic 
changes  are  the  primary  dangers.  The 
method  of  Mann  and  BurchelE  is  used 
for  classifying  the  frequency  of  ventric- 
ular extrasystoles.  Table  II  lists  the 
number  of  patients  developing  each  type 
of  abnormality  in  this  series. 

The  only  patient  who  failed  to  demon- 
strate any  electrocardiographic  abnor- 
mality was  the  one  already  mentioned 
who  had  the  unstable  “T”  wave  syn- 
drome. Each  treatment  in  this  case  re- 
sulted in  return  to  a normal  tracing 
immediately  following  the  convulsion, 
despite  a definitely  abnormal  “T”  wave 
pattern  in  each  pre-ECT  tracing.  This 
patient  also  showed  the  progressive 
“anxiety”  type  of  pre-ECT  tachycardia 
pattern,  but  failed  to  show  significant 
evidence  of  increased  ventricular  irrita- 
bility with  a rate  as  high  as  130  per 
minute  before  treatment.  From  these 
findings  it  was  postulated  that  the  pa- 
tient would  give  positive  responses  in  all 
tests  for  neurogenic  “T”  wave  instability 
and  also  have  a normal  ballistocardio- 
gram. These  postulations  were  later 
proven  to  be  so. 

Two  patients  with  chronic  pulmonary 
disease  and  coronary  disease  caused 
anxiety  on  the  part  of  the  observers. 
Without  prior  medication  on  the  first 
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ECT  each  patient  developed  and  main- 
tained a profound,  livid  cyanosis,  propa- 
gated by  diffuse  bronchospasm  and  res- 
piratory obstruction  from  tenacious  se- 
cretions. The  anoxia  produced  an  intense 
increase  of  ventricular  irritability.  The 
labored  respiratory  efforts  lead  to  a 
pronounced  accentuation  in  the  vagal 
“storm”  phase,  with  subsequent  exten- 
sive vagal  arrhythmias. 

It  was  found  that  intramuscular 
Aminophyllin,  450  mgm.  (gr. 
given  one  hour  before  treatment  im- 
proved the  bronchospasm.  Atropine, 
1 mgm.  (gr.  1 60),  effectively  abolished 
the  vagal  complications.  Saturation  of 
the  patient  with  100%  oxygen  for  two 
minutes  immediately  prior  to  treatment 
reduced  the  post-ECT  cyanosis  to  an 
almost  undetectable  level. 

These  patients  finished  their  courses 
of  treatment  with  rare  ventricular  pre- 
mature contractions  as  the  only  manifes- 
tations of  what  at  first  appeared  to  be  a 
grave  situation,  with  either  a patient 
mortality  or  deprivation  of  further  treat- 
ment as  the  alternative  choice. 

The  routine  of  saturation  with  100% 
oxygen  was  found  to  be  useful  in  pa- 
tients showing  pre-ECT  ventricular  ir- 
ritability or  extensive  myocardial  scar- 
ring. This  compared  favorably  with  the 
use  of  quinidine  as  a suppressant  of 
abnormal  myocardial  irritability.  How- 
ever, the  combined  use  of  oxygen  satura- 
tion and  quinidine  was  most  effective 
in  reducing  the  extra-vagal  complica- 
tions to  a minimum.  The  ensuing  treat- 
ments were  tolerated  without  danger  by 
most  individuals. 

The  patients  observed  in  this  series  were 
consecutively  treated  over  a 12-month  peri- 
od, so  that  the  early  cases  did  not  benefit 
from  the  prophylactic  therapeutic  measures 
clarified  later  by  experience. 

In  this  series  myoneural  blockade  was  not 
used,  contrary  to  advice  from  others, ^ be- 
cause anesthesiologist  support  was  not  al- 
ways available.  While  this  type  of  modifica- 


tion to  ECT  would  appear  to  offer  certain 
advantages,  it  is  the  author’s  opinion  that 
its  u.se  should  be  restricted  except  in  those 
instances  where  members  of  the  anesthesia 
department  are  in  the  treatment  room.  Also, 
occasional  severe  untoward  reactions  occur 
with  these  agents  which  are  unpredictable 
and  could  easily  cause  death  in  patients 
with  damaged  hearts. 

Summary 

Electroconvulsive  therapy  can  be  effec- 
tively carried  out  on  most  patients  with 
severe  cardiovascular  di.sea.se.  Observations 
of  18  consecutive  patients  undergoing  a 
total  of  130  treatments  successfully  are 
herein  reported.  Continuous  electrocardio- 
grams taken  during  the  convulsive  episodes 
.seemed  necessary  to  indicate  which  type  of 
specific  supportive  therapy  was  to  be  given 
the  patient  during  the  subsequent  course 
of  treatment.  The  use  of  “shot  gun”  pro- 
phylactic medication  is  to  be  discouraged, 
as  is  the  use  of  myoneural  blockade  without 
extensive  precautions. 


Coronary  artery  disease 16 

Hypertensive  cardiova.scular  disease 3 

Chronic  pulmonary  disease 2 

Rheumatic  heart  disease 1 


Table  I:  The  diagnostic  categories  of  pa- 

tients in  this  series: 


Vagal  Arrhythmias 

Sinus  Arrhythmia 1 

Sinus  Arrest 6 

Incomplete  A-V  Block 4 

A-V  Nodal  Rhythm 4 

Shifting  Pacemaker 2 

A-V  Dissociation 2 

Extra-Vagal  Arrhythmias 

Premature  Ventricular  Contractions 

Rare  5 

Occasional 5 

Frequent  8 

Bi  or  Trigeminy  (Ventricular) 1 

Ventricular  Tachycardia 3 

Auricular  Premature  Contractions.  ..  3 
Auricular  Fibrillation 1 
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Ischemic  Changes  ^ 

Total  Number 9 2. 

Abolished  with  Oxygen 3 3. 

Improved  with  Oxygen 1 

Not  Improved  with  Oxygen 2 ^ 

Not  Tested  with  Oxygen 3 ' 

6. 

7. 

Table  II:  Post-ECT  changes  noted  in  the 

g 

electrocardiograms  of  18  pa- 
tients undergoing  courses  of  9. 

electroconvulsive  therapy. 
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CASE  STUDY  OF  TRAUMATIC  EPILEPSY 

C.  Lawrence  R.  Souder,  M.D.* 


A male  patient,  age  19,  was  admitted  to 
the  Delaware  State  Hospital  on  regular 
commitment  papers  in  November  1928.  He 
had  been  a patient  in  a general  hospital 
before  coming  here,  and  except  for  interim 
trial  visit  periods,  he  has  been  here  con- 
tinuously since  the  above  date. 

History  showed  that  the  father  drank 
alcohol  excessively.  The  mother  neglected 
the  children  and  left  her  husband  about  8 
years  before  the  patient  was  admitted  here. 
The  family  had  not  seen  her  since  that 
time. 

In  November  1923  the  patient  was  in- 
jured by  a fall  or  jump  from  a trolley  car. 
He  was  unconscious  and  was  taken  to  a gen- 
eral hospital.  Examination  revealed  a de- 
pressed fracture  of  parietal  and  occipital 
bones,  with  epidermal  hemorrhage. 

Shortly  after  this  accident  the  family 
noticed  a change  in  the  patient’s  personal- 
ity. Prior  to  the  accident  he  had  been 
friendly,  witty  and  well  liked.  He  was  easy 
to  discipline.  Following  the  accident  he  be- 
came disobedient,  resistive  and  disorderly. 
He  also  began  to  drink  alcohol  excessively. 

In  November  1923  he  was  operated  on 
at  a general  hospital  for  removal  of  the  de- 
pressed fragments.  In  1924  he  had  another 
operation  at  the  same  hospital  prior  to  his 
admission  here.  Epileptic  seizures  com- 
menced after  the  second  operation  and  re- 
curred about  every  three  months.  They 
were  grand  mal  attacks,  with  loss  of  con- 
sciousness for  about  five  minutes,  then  a 
dazed  condition  of  10  or  more  minutes 
frequently  was  followed  by  another  seizure. 
He  worked  in  a woolen  mill  for  about  six 
months  but  had  to  leave  because  of  the 
attacks. 

At  the  time  of  admission  to  the  Dela- 
ware State  Hospital  the  commitment 

* First  Assistant  Physician,  Delaware  State  Hospital 


papers  indicated  that  the  patient  was  suf- 
fering from  depression,  irritability,  dis- 
orders of  memory  and  incoherence.  Prog- 
ress has  been  marked  by  conflicts  with 
other  patients  and  excessive  irritability  at 
times.  He  was  boastful  and,  on  occasions, 
inclined  to  be  jealou.s.  He  liked  attention 
and  was  always  eager  to  talk  about  his  con- 
dition. There  has  been  a more  or  less  con- 
stant hypochondriacal  trend.  He  became 
loud  at  times  and  showed  mood  fluctuations 
and  temperament  changes  characteristic  of 
epileptic  patients.  He  was  pleasant  and 
likeable  when  things  pleased  him  but  might 
change  suddenly  on  slight  provocation  to 
antagonistic,  aggressive  and  belligerent  be- 
havior. He  became  arrogant,  demanding 
and  sarcastic,  and  was  argumentative  if  he 
could  not  have  his  own  way.  He  usually  be- 
came more  friendly  in  a few  days,  however. 
When  well  enough  to  do  so  he  took  part  in 
activities  and  work  assignments. 

In  neurosurgical  consultation  it  was  ad- 
vised that  the  patient  have  a cranioplasty 
to  close  the  defects  in  the  head  and,  fol- 
lowing that,  an  occipital  bone  flap  and  re- 
section of  scar  tissue.  The  findings  were 
described  as  severe  and  generalized  under- 
lying brain  damage. 

He  had  an  operation  in  March  1954,  at 
which  time  excision  of  the  occipital  pole 
was  carried  down  to  the  ventricle.  Since 
the  operative  procedure  was  lengthy,  no 
attempt  was  made  to  cover  the  boney  de- 
fect at  that  time.  He  had  several  con- 
tinual seizures  prior  to  and  immediately 
following  the  operation.  During  the  en- 
suing weeks  the  seizures  were  more  easily 
brought  under  control  and  the  weakness  of 
the  right  side  and  the  aphasia,  which  was 
present  prior  to  the  operation,  decreased. 
He  continued  to  have  petit  mal  seizures 
involving  the  right  side  of  the  face,  which 
drew  the  mouth  to  the  right.  He  also  had 
numbness  in  the  right  foot,  ascending  to 
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the  level  of  the  eye  but  not  always  followed 
by  a convulsive  seizure. 

In  February  1958  he  developed  status 
epilepticus,  consisting  of  focal  and  gen- 
eralized seizures  which  were  believed  to  be 
related  to  left  cortical  scarring  due  to 
trauma.  The  status  epilepticus  was  con- 
trolled by  Sodium  Luminal  intravenously. 
Subsequent  doses  of  Sodium  Luminal  were 
given  intramuscularly.  He  was  given  Di- 
lantin Sodium  intramuscularly  three  times 
a day.  When  in  the  continual  seizure  state, 
and  after  the  seizures  were  controlled,  he 
was  given  Mysoline  orally.  A spinal  punc- 
ture was  performed  for  control  of  the  status 
epilepticus. 

In  March  1958  he  complained  about  once 
weekly  of  weakness  and  numbness  of  his 
right  arm  and  the  right  side  of  the  face. 
This  lasted  only  a few  seconds.  These  ap- 
peared to  be  mild  seizures  which  had  not 
as  yet  been  controlled  but  which  have 
been  much  less  frequent  since  that  time. 
At  times  he  complained  of  a tingling  sen- 
sation in  the  right  leg,  with  sudden  weak- 
ness, at  which  time  the  knee  would  buckle 
under  him.  This  sensation  would  begin  in 
the  right  foot,  go  up  the  leg  to  the  hip, 
and  through  the  body.  The  calf  muscles  of 


the  right  leg  became  hard  in  contraction 
and  caused  some  pain.  He  needed  to  hold 
on  to  something  to  remain  erect,  standing 
on  the  left  leg.  This  has  resulted  in  some 
uncertainty  in  walking.  As  personality  dis- 
turbances, irritability,  threatening  and 
abusive  behavior,  temper  tantrums,  etc. 
are  recognized  as  epileptic  equivalents,  the 
attacks  would  seem  to  be  of  this  nature. 

He  is  receiving  Dilantin  Sodium  1 ^ 
grains  three  times  a day;  Mysoline,  250 
mg.  at  8 a.m.,  250  mg.  at  12  and  500  mg. 
at  8 p.m.  daily;  and  Mebaral,  100  mg. 
three  times  a day. 

Up  to  this  time  there  has  been  no  es- 
sential change  in  his  mental  condition 
from  that  described  above.  His  orientation 
in  all  spheres  and  memory  are  fair.  He 
has  ground  privileges.  His  range  of  general 
knowledge  is  fairly  well  preserved. 

In  the  above  case  patient  had  sustained, 
due  to  trauma,  extensive  and  diffuse  brain 
damage.  The  original  cortical  scar  was  ex- 
cised and  he  was  continued  on  medication. 
An  amelioration  of  some  of  the  symptoms 
was  accomplished. 
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+ C^^ilorial  + 

ONE  MORE  PLUS  FOR  THE  STATE  OF  DELAWARE 


Statistics  regarding  the  rates  of  homicide 
and  rape  indicate  that  execution  of  persons 
convicted  of  these  crimes  has  not  been  ef- 
fective in  preventing  such  crimes.  Nor  have 
states  and  foreign  countries  which  have 
abolished  capital  punishment  experienced 
an  increase  in  the  rate  of  homicides,  rape 
or  other  crimes  punishable  by  death. 
Rather,  there  has  been  a decrease  in  the 
rate  of  such  crimes. 

Most  of  the  cases  of  homicide  and  rape 
in  Delaware  which  were  examined  by  the 
State  Psychiatrist  were  not  “insane”  from 
the  legal  viewpoint.  However,  though  not 
mentally  ill,  the  defendants  possibly  were 
suffering  from  some  deep-seated  psychiatric 
problem.  Most  of  them  were  rational  and 
were  able  to  distinguish  right  from  wrong. 
They  knew  the  crime  they  had  committed 
was  wrong  according  to  the  laws  of  man 
and  God.  The  number  of  frankly  psychotic 
persons  among  the  perpetrators  of  homicide 
and  rape  is  usually  small.  Those  who  suffer 
capital  punishment  are  generally  the  poorly 
educated  who  act  from  primitive  emotion, 
and  whom  we,  as  the  surrogates  of  society, 
have  not  yet  been  able  to  reach. 

Society  makes  no  real  gain  through  capi- 
tal punishment,  and  since  executions  have 
not  been  a deterrent  to  crime,  capital 
punishment  seems  merely  to  be  public  self- 


gratification. The  demand  for  extreme 
punishment  is  our  wish  to  satisfy  our  own 
emotional  reactions  by  vengeance.  Ap- 
parently it  has  not  occured  to  us  that  death 
may  not  be  punishment  to  murderers  but 
instead  may  bring  instant  relief  from  the 
pangs  of  conscience  which  should  be  ex- 
perienced by  the  individual  who  deprives 
another  of  his  life  or  who  ravages  or  defiles 
another. 

The  death  sentence  for  an  act  of  crime 
is  a primitive  reaction  on  the  part  of  peo- 
ple who  establish  such  a law.  The  command- 
ment, “Thou  shall  not  kill,”  is  not  abrogated 
through  statutes  pa.ssed  by  lawmakers  and 
written  into  their  codes.  No  one  has  the 
right  to  destroy  a human  life  regardless 
of  what  that  human  being  has  done. 

No  one  is  more  aware  of  this  philosophy 
of  the  preservation  of  human  beings  than 
members  of  the  medical  profession  whose 
principle  as  far  back  as  Hippocrates  has 
been  to  create,  construct,  revamp  and  re- 
habilitate, and  not  to  destroy. 

The  General  Assembly  of  the  State  of 
Delaware  and  the  Governor  are  to  be  com- 
mended for  passing  the  bill  abolishing  capi- 
tal punishment,  thus  making  the  State  of 
Delaware  one  of  the  first  seven  states  in 
the  United  States  to  have  passed  such 
legislation. 
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MARSILID*  ACTION  AND  SIDE-EFFECTS 

C.  P.  Turner,  M.D.** 


This  paper  presents  a preliminary  report 
on  treatment  with  Marsilid  of  40  mentally 
ill  patients.  They  were  selected  on  the  basis 
of  certain  symptoms  with  no  regard  to  sex 
and  were  from  22  to  75  years  of  age.  There 
were  8 men  and  32  women  in  the  group.  The 
diagnoses  varied,  but  the  patients  had  in 
common  apathy,  withdrawal  and  psycho- 
motor retardation.  The  diagnostic  break- 
down is  given  in  table  1. 


Table  1 

Schizophrenia 25 

Affective  Disorders  11 

Psychoneuroses  1 

' Chronic  Brain  Syndromes  2 

Mental  Deficiency  1 

Total  40 


The  length  of  treatment  was  from  10 
to  98  days,  with  an  average  of  33.4  days. 
The  largest  daily  dose  was  450  milligrams, 
given  in  three  divided  doses  of  150  milli- 
grams each.  The  average  dose  was  176.5 
grams. 

Patients  were  observed  for  physical  as 
well  as  phychic  changes.  Some  patients 
showed  an  increase  in  activity,  but  it  could 
not  always  be  considered  therapeutically  de- 
sirable. Therefore,  results  were  judged  on 
the  basis  of  therapeutic  result  as  well  as  an 
increase  in  psychomotor  activity.  Result 
were  graded  as  follows: 

Maximum  response ^ 

Moderate  response  

No  response  0 

Results  are  given  in  Table  2. 

From  table  2 it  can  be  seen  that  while  in 
10(25%)  of  the  patients  there  was  an  in- 
crease of  activity,  in  only  6(15%)  were  th 

* Marsilid  was  contributed  by  HoHman-LaRoche  Inc..  Nullcy, 
New  Jersey 

**  Visitm#:  Psychiatrist.  Delaware  State  Hospital 


results  therapeutically  desirable.  Also,  in  a 
large  percentage  of  the  patients  there  was 
no  response. 


Table  2 


Activation 

Therapeutic 

Result 

+ + 

-f 

0 

-r  ~r 

+ 

0 

Schizophrenia 

Affective 

6 

19 

2 

23 

Disorders  1 

2 

8 

2 

1 

8 

Psychoneuroses 
Chronic  Brain 

1 

1 

Syndromes 

2 

2 

Mental  Deficiency 

1 

1 

Total  1 

9 

30 

2 

4 

34 

Side  effects  were  noted  in  30(75%)  of  the 
patients.  In  only  one  instance  did  the  oc- 
currence of  side  effects  cause  discontinu- 
ance of  the  drug.  This  was  a case  of  dizzi- 
ness and  vertigo  in  which  the  patient  was 
unable  to  stand  or  walk  without  falling. 
Side  effects  were  varied  and  are  tabulated 
below: 

Effect  No.  of  Cases 

Tremors  2 

Blurred  Vision  2 

Dizziness  8 

Drowsiness  1 

Allergy  1 

Constipation 4 

Voiding  Difficulty  1 

Dry  Mouth  1 

Edema  of  Feet  10 

30  (75%) 

There  was  no  consistent  response  in  terms 
of  appetite  and  weight.  Fifteen  patients 
gained  weight,  11  lost  weight  and  14  showed 
no  change.  There  was  no  correlation  be- 
tween change  in  weight  and  therapeutic  re- 
sponse. 
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Conclusion 

This  is  a report  of  a series  of  40  patients 
treated  with  Marsilid.  This  drug  was  used 
in  order  to  bring  about  a reversal  of  retar- 
dation in  some  inactive  and  depressed 
patients.  The  results  were  not  encouraging 
on  two  accounts:  (1)  The  majority  of 

patients  failed  to  show  the  anticipated  acti- 
vation (2)  Activation  often  failed  to  be 


therapeutically  useful.  There  also  were  many 
undesirable  somatic  reactions.  Therefore, 
Marsilid  appears  to  be  of  limited  value  in 
patients  with  psychotic  syndromes  char- 
acterized by  lethargy,  social  withdrawal 
and  psychomotor  retardation. 

Investigation  of  the  effects  of  Marsilid 
in  the  treatment  of  accute  affective  dis- 
orders is  now  in  progress. 
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CLINICAL  TRIAL  OF  RITALIN*  IN  THE  TREATMENT  OF 
CHRONICALLY  UNDERACTIVE  AND 
DEPRESSED  PATIENTS 

H.  A.  Denzel,  M.D.** 


Since  the  advent  of  “tranquillizers,”  the 
use  of  drug  therapy  has  received  an  impetus 
in  psychiatry.  Progress  has  been  made  in 
the  treatment  of  disturbed  patients  who 
show  hypermotility,  increased  affective  ten- 
sion and  hypemormal  initiative.^  Patients 
in  states  of  depression,  apathy  and  under- 
activity, however,  do  not  respond  to  these 
drugs.  Although  electroshock  has  given 
good  results  in  the  treatment  of  depression 
and  allied  syndromes  over  the  last  20 
years,  it  has  remained  a drastic  treatment 
and  many  patients  have  objected  to  its  use. 
On  the  other  hand,  drug  therapy  still  leaves 
much  to  be  desired.  While  the  pressor 
amines  of  amphetamine  and  ephedrine  are 
capable  of  stimulating  mental  activity,  the 
cardiovascular  and  anorexic  side  effects 
limit  their  therapeutic  value. 

Ritalin  was  introduced  by  R.  Meier  F. 
Gross  and  J.  Tripod  as  a central  nervous 
system  stimulant  in  1954.^  It  produces 
small  peripheral  sympathomimetic  qualities 
and  exerts  little  or  no  effect  on  normal  or 
moderately  hypertensive  blood  pressure  in 
fact,  it  produces  a prompt  reduction  in 
blood  pressure  elevated  by  amphetamine 
or  ephedrine.5  In  average  doses  it  rarely 
interferes  with  appetite.  In  animal  experi- 
ments a dose  of  0.5  to  1.5  mg.  per  Kg.  in- 
duces motor  restlessness  which  lasts  for 
.several  hours,  leaving  the  animal  in  a state 
of  fatigue.  Larger  do.ses  produce  atactic  gait 
and  tonic-clonic  convulsions.^  Laboratory 
studies  have  shown  antagonism  of  paren- 
teral Ritalin  to  effects  of  re.serpine,  chlor- 
promazine,  promazine  and  certain  barbi- 

*  Ritalin  was  tontributcd  by  Ciba  Hliarmatcutical  Products  Inc.. 
.Summit,  New  Jersey. 

*•  Second  Assistant  Physician,  Delaware  State  Hospital 


turates.  Clinical  confirmation  has  been  ob- 
tained through  the  successful  treatment  of 
barbiturate  poisoning  and  such  side  effects 
of  neuroleptic  therapy  as  sleepiness,  le- 
thargy, nasal  congestion,  tremors  and  park- 
insonism.^ Schneider  and  Holden’  adminis- 
tered this  drug  to  monkeys  with  surgically 
induced  parkinsonlike  tremors  and  although 
the  animals  demonstrated  typical  psycho 
motor  stimulation,  the  frequency  and  dura- 
tion of  pre-existing  tremors  were  reduced 
for  several  hours.  Ritalin  apparently  has  a 
central  stimulating  effect  on  respiration, 
especially  after  the  administration  of  mor- 
phine, which  depresses  the  respiratory 
center. 

Sample 

Ten  patients,  9 female  and  one  male  were 
.selected  for  this  pilot  study.  They  were 
from  22  to  74  years  of  age.  Eight  patients 
were  diagnosed  as  schizonphrenic  (4  cata- 
tonic, 2 paranoid,  1 simple,  1 hebephrenic) 
one  as  general  paresis  and  one  as  p.sycho- 
neurotic,  depressive  reaction.  Duration  of 
illness  varied  from  5 month  to  27  years, 
with  an  average  of  15  years.  Clinically,  th 
patients  were  characterized  by  underactiv- 
ity, lack  of  energy  and  seclusiveness  associ- 
ated with  depression  or  indifference.  These 
were  the  target  symptoms  to  be  modified  by 
the  action  of  Ritalin. 

Method 

The  patients  were  treated  on  the  ward 
in  which  they  lived.  Specially  designed  ob- 
.servational  records  were  kept  by  the  ward 
physician  and  nurse.  Special  emphasis  was 
given  to  recording  evidences  of  activating 
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effects  on  the  basis  of  motor  activities  and 
1 social  behavior. 

All  patients  were  examined  daily  by  the 
ward  physician.  Somatic  reactions  were 
carefully  recorded.  To  assure  regular  in- 
take, Ritalin  was  given  intramuscularly.  No 
irritation  at  the  site  of  injection  was  noted. 
Starting  with  10  mg.  morning  and  noon,  the 
dosage  was  increased  by  10  mg.  according 
to  individual  response.  The  maximal  dose 
employed  in  this  study  was  60  mg.  twice 
daily.  The  original  schedule  was  maintained, 
although  it  was  observed  that  in  some  pa- 
tients activating  effect  lasted  only  for  ap- 
proximately one  hour. 

The  author  also  has  administered  Ritalin 
intravenously  to  a limited  number  of  pa- 
tients in  order  to  familiarize  himself  with 
the  effect  of  this  drug.  As  reported  by 
others'^-  ^ Ritalin  can  be  given  safely  this 
way,  and  no  adverse  effects  on  circulation 
or  at  the  site  of  injection  were  found.  This 
method  is  especially  useful  if  an  immediate 
effect  is  desired,  since  response  to  the  in- 
jection usually  can  be  observed  within  min- 
utes. If  the  response  is  not  satisfactory,  in- 
jection may  be  repeated  to  determine  dos- 
age requirements.  Although  this  screen- 
ing test  was  not  routinely  employed,  it  is 
believed  that  the  described  procedure  has 
merit  in  eliminating  patients  in  whom  a 
poor  response  to  this  drug  can  be  antici- 
pated. 

Results 

Of  the  10  patients  treated  over  a period 
of  21  to  41  days  (average  26  days)  five 
i showed  definite  signs  of  central  stimulation, 

* but  only  one  patient  showed  concurrent  im- 

; provement.  This  patient  was  diagnosed 
? psychoneurosis  with  depression.  He  started 
^ to  improve  three  days  after  the  initiation  of 
*■  therapy,  and  at  the  end  of  one  month  he 
t had  gained  seven  pounds  and  the  depres- 
i sion  had  disappeared.  The  other  four  pa- 

1 tients,  who  presented  signs  of  activation 

♦ without  improvement  in  their  behavior,  were 
I all  chronic  schizophrenics.  They  manifested 
I aggravation  of  their  psychopathology  and 

began  to  show  hostility  and  aggression.  One 
patient,  in  whom  the  depressive  mood  and 
ideation  was  pronounced,  showed  marked 


facilitation  of  thought.  Formerly  she  was 
retarded,  reticent  and  monosyllabic  but  un- 
der treatment  she  poured  out  her  feelings, 
thoughts  and  beliefs.  The  depressive  mood 
and  ideation,  however,  remained  unaffected. 
This  increa.se  in  association  and  verbaliza- 
tion can  be  seen  especially  after  intravenous 
injection  and  is  similiar  to  what  may  be 
olxserved  after  intravenous  Methedrine. 

A euphorizing  effect,  as  often  seen  with 
Amphetamines  or  Iproniazid,  was  not  evi- 
dent in  our  limited  experience.  Ritalin  in 
parenteral  solution  seems  to  be  a rapid 
acting  drug  with  an  effect  lasting  for  ap- 
proximately one  to  four  hours.  Nine  out 
of  10  patients  lost  from  1 to  21  pounds  (an 
average  of  8 pounds)  during  the  course  of 
therapy.  There  appears  to  be  some  ano- 
rexic effect  similar  to  the  action  of  Amphe- 
tamines with  higher  do.ses  of  Ritalin.  A.side 
from  this,  side  effects  were  mild  and  con- 
sisted mostly  of  tremors  and  dizziness. 

The  action  of  Ritalin  on  blood  pressure 
is  variable.  In  five  patients  of  our  series 
the  blood  pressure  remained  unchanged. 
Three  patients  experienced  a rise  of  10  and 
20  mm.  and  in  two  patients  the  systolic 
blood  pressure  was  increased  20  to  30  mm. 
When  Ritalin  was  administered  intraven- 
ously to  normotensive  patients,  no  signifi- 
cant blood  pressure  change  was  noted,  but 
in  one  patient  whose  blood  pressure  was 
200/90  before  intravenous  injection  of 
60  mg.  Ritalin,  the  blood  pressure  dropped 
to  130  70  within  15  minutes  while  the  pa- 
tient showed  signs  of  central  stimulation. 

Comments 

Ritalin  is  a rapid  and  short  acting  central 
nervous  system  stimulant  which  can  safely 
be  administered  by  intramuscular  and  in- 
travenous route.  Dosage  must  be  individu- 
alized. In  our  experience  it  ranged  from 
10  to  60  mg.  Ritalin  was  administered  in- 
tramuscularly to  10  chronically  underactive 
and  depressed  patients  ranging  in  age  from 
22  to  74  years.  Five  patients  responded  to 
the  drug  with  signs  of  central  stimulation 
but  only  one  showed  clinical  improvement. 
Nine  out  of  ten  patients  lost  weight  during 
the  course  of  therapy.  Other  side  effects 
were  mild  and  consisted  of  dizziness  and 
tremors.  A screening  with  intravenous  Rita- 
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lin  is  suggested  before  initiation  of  therapy 
in  order  to  eliminate  those  patients  in  whom 
a poor  response  to  the  drug  can  be  antici- 
pated. 
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ABNORMAL  EEC  FINDINGS  IN 
FUNCTIONAL  PHYCHOSES 

J.  M.  Gruener,  M.D.*  and  J.  Coriat,  M.D.** 


The  purpose  of  this  paper  is  to  report 
abnormal  electroencephalograms  found  in 
a group  of  31  patients  with  diagnoses  of 
functional  psychoses  (schizophrenic,  manic 
depressive  and  involutional  psychotic  re- 
actions). From  the  total  number  of  pa- 
tients with  functional  psychoses  showing 
abnormal  EEGs,  the  following  categories 
were  excluded  because  of  probable  influence 
on  recorded  patterns:  (1)  Concomitant 

brain  disorders.  (2)  Patients  undergoing 
somatic  therapies.  (3)  Patients  with  his- 
tories of  psycho-surgical  treatment. 

It  is  the  opinion  of  many  authors  that 
abnormal  electroencephalograms  are  found 
more  frequently  in  patients  with  functional 
psychoses  than  in  a non-psychotic  popula- 
tion. Kennard  and  Levy'  - report  60%  ab- 
normal findings  in  a group  of  100  schizo- 
phrenic patients  and  30%  to  50%  of  ab- 
normal findings  in  another  study.  Hurst 
and  others^  found  in  EEGs  of  depressed 
patients  a tendency  towards  slow  rhythm 
and  frequent  occurrrence  of  fast  alpha 
rhythm  in  manic  patients.  From  117  manic 
depressive  psychoses  24%  showed  abnormal 
EEGs  and  21%  were  found  to  have  border- 
line EEGs. 

Chamberlein  and  Gordon-RusselP  studied 
a group  of  45  schizophenic  patients  and 

* Third  Year  Resident.  Delaware  State  Hospital 

**  First  Year  Resident,  Delaware  State  Hospital 


found  45%  abnormal  tracings.  Others'  re- 
ported the  frequent  occurrence  of  insta- 
bility, dysrhythmia  and  beta  activity  as 
well  as  slowing  of  the  EEGs  of  patients 
with  functional  psycho.ses. 

All  EEGs  of  this  study  were  interpreted 
by  the  same  electroencephalographer.  Trac- 
ings were  performed  with  an  8 channel 
GRASS  EEG  machine.  The  technique  used 
was  a combination  of  monopolar,  bipolar 
and  phasereversal  electrode  placement 
methods.  Records  were  done  when  patients 
were  awake  and  asleep.  Hyperventilation 
for  three  minutes  was  invariably  used. 
Tracings  were  divided  to  the  following  sub- 
types:  (1)  Normal  tracing.  (2)  Slow  ac- 
tivity. (3)  Fast  activity.  (4)  Generalized 
paroxysmal  cerebral  dysrhythmia.  (5) 
Poorly  developed  pattern. 

Sample: 

The  31  patients  were  admitted  to  the 
Delaware  State  Hospital  from  1954  to 
1957.  Table  I gives  diagnostic  classifica- 
tion, range  of  age,  average  and  sex.  There 
were  twice  as  many  females  as  males.  The 
ages  ranged  from  16  to  76  years,  with  an 
average  of  42.3  years.  Only  3 patients  were 
older  than  60  years.  They  showed  clinically 
no  signs  of  cerebral  arteriosclerosis  or 
senility. 


Table  I 

Type  of  Disorder,  Sex  and  Age 


Psychiatric  Disorder 

No  of  Cases 

Sex 

F 

M 

Average  Age 

Age  Range 

Schizophrenic  Psychosis 

18 

12 

6 

33.5 

16-50 

Affective  Psychosis 

9 

7 

2 

55 

25-76 

Involutional  Psychosis 

4 

1 

3 

55.5 

53  - 58 

TOTAL 

31 

20 

11 

42.3 

16-76 

232 


Delaware  State  Medical  Journal 


August,  1958 


Table  II 
EEG  Data 


Psychiatric  Disorder 


Multi-  Concor-  Discor- 
No.  of  No.  of  Simple  pie  dant  dant 
Cases  EEGs  EEGs  EEGs  EEGs  EEGs  Slow 


Findings 

EEG  Poorly  de-  GP 
Fast  veloped  CD*  Nor 


Schizophrenic  Psychosis 

18 

35 

7 

28 

26 

9 

15 

3 

1 

13 

2 

Affective  Psychosis 

9 

14 

6 

8 

6 

8 

7 

- 

1 

3 

3 

Involutional  Psychosis 

4 

5 

3 

2 

5 

- 

3 

- 

- 

2 

- 

TOTAL 

31 

54 

16 

38 

37 

17 

25 

3 

2 

18 

5 

generalized  paroxysmal  cerebral  dysrhj'thmia 


Table  II  correlates  the  abnormal  EEG 
patterns  with  type  of  psychosis.  It  tells 
how  many  patients  had  single  and  multiple 
EEGs  performed,  lists  how  many  of  the 
multiple  tracings  were  concordant  (the  mul- 
tiple EEGs  of  the  same  patient  showing 
conformity  of  their  pattern)  or  discordant 
(if  there  was  no  uniformity  of  findings). 
From  the  54  EEGs  of  these  31  patients  49 
were  found  abnormal.  More  than  50%  of 
those  abnormals  showed  slow  activity  and 
nearly  40%  generalized  paroxysmal  cerebral 
dysrhythmia.  None  of  the  10  patients  with 
the  latter  findings  gave  clinically  evidence 
of  epilepsy  or  organic  brain  disease. 

Conclusion 

The  fact  that  patients  with  so-called 
functional  psychoses  have  abnormal  EEGs 


brings  up  the  question  whether  their  men- 
tal disorders  are  symptoms  of  an  actual 
brain  disorder  or  whether  the  abnormal 
EEGs  are  only  secondary  and  concomitant 
findings.  These  findings  are  not  only  of 
theoretical  but  also  of  clinical  interest,  since 
they  have  a direct  bearing  on  therapy. 


References 

1.  Kennard,  Margaret  A.  and  Levy,  Sol;  The  meaning  of  the 
abnormal  electroencephalogram  in  schizophrenia,  J.  Nerv.  & 
Ment.  Dis.  110:413,  1952. 

2.  Kennard,  Margaret  A.  and  Levy,  Sol;  The  EEG  pattern  of 
patients  with  psychologic  disorders  of  various  age,  J.  Nerv. 
& Ment.  Dis.  118:416,  1953. 

3.  Hurst,  L.  A.,  Mundy-Castle,  A.  C.  and  Beerstecher,  B.  M.: 
The  electroencephalogram  in  manic  depressive  psychosis, 
J.  Ment.  Sc.  100:200,  1954. 

4.  Chamberlain,  G.  H.  A.  and  Gordon-Russel,  J.:  The  EEG's 
of  the  relatives  of  schizophrenics,  J.  Ment.  Sc.  98:122,  1952. 

5.  Gibbs,  E.  L.,  Lorimer,  F.  M.  and  Gibbs,  F.  A.;  Clinical 
correlates  of  exceedingly  fast  activity  in  the  electroencephalo- 
gram, Dis.  Nerv.  System,  11:323.  1950. 

6.  Boukalo,  A.  J.,  Doust,  W.  L.  and  Stokes,  A.  B.:  Physio- 
logical concomitants  of  the  phasic  disturbances  seen  in 
periodic  catatonia.  Am.  J.  of  Psychiat. 


August,  1958 


Delawakk  State  Medical  Journal 


233 


THE  UNMASKING  OF  A FUNCTIONAL  PSYCHOSIS 
AS  AN  ORGANIC  BRAIN  SYNDROME 

H.  B.  Corral,  M.D.* 


It  is  important  to  bring  up  those  cases 
in  neuropsychiatry  which  challenge  diagnos- 
tic accuracy.  The  “borderline”  between  or- 
ganic illness  of  the  brain  (in  the  medical 
sense  of  “morbid”)  and  those  called  “func- 
tional” will  give  inspiration  and  advice  to 
anyone  engaged,  without  preconception,  in 
the  treatment  and  diagnosis  of  mental  pa- 
tients. 

An  “organic”  change  in  the  brain  brings 
sooner  or  later  a clear  picture  of  mental 
signs,  easy  to  diagnose  in  most  cases.  Never- 
theless, we  find  again  and  again  that  long, 
insidious  onsets  of  many  years  in  some  of 
the  cortial  atrophies  or  arterio-arteri 
olosclerosis  are  not  rare. 

Perhaps  sometimes  diagnosis  is  impossible 
because  the  lack  of  clear-cut  signs  or  symp- 
toms complicates  it.  At  other  times,  because 
we  do  not  think  of  the  possibility  of  such 
a marked  process,  we  find  that  we  are  fac- 
ing vague,  fluctuating,  diffuse  psychopath- 
ology. Nevertheless,  these  cases  are  im- 
portant from  the  scientific  point  of  view  as 
well  as  from  the  standpoint  of  treatment, 
care,  assistance  and  outlook. 

A Case  Report 

A male  patient  was  born  in  1904.  He 
was  the  first  child  in  a family  of  three 
of  which  the  last  child  died  at  the  age  of 
21.  The  other  one  is  in  good  health.  Both 
parents  were  described  as  “nervous”  and 
incompatible  and  childhood  was  marked 
by  continuous  arguments  and  feuding. 

Social  and  financial  status  was  high.  The 
patient  obtained  a university  degree  and 
later  took  charge  of  his  father’s  business. 
He  was  married  at  24  years  of  age.  He 
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was  never  sociable  or  friendly  and  at  the 
age  of  28  or  29  he  developed  an  irritable 
attitude  and  explosive  behavior.  He  was 
always  meticulous,  perfectionistic  and  al- 
most obsessive. 

About  1942  he  was  referred  to  a psychia- 
trist because  of  overt  anxiety.  Four  years 
later  he  began  psychoanalytic  treatment, 
which  lasted  for  more  than  two  years. 
Nevertheless  his  mental  status  became 
steadily  worse  and  mood  reactions  appeared 
often.  He  was  admitted  to  a private  clinic, 
where  a course  of  electroshock  treatment 
was  given.  Following  discharge,  he  seemed 
improved  but  soon  regressed  gradually,  pre- 
senting depressive  moods  often. 

In  1952,  he  was  admitted  to  the  Penn- 
sylvania Hospital.  He  was  described  as 
being  constantly  preoccupied,  excited,  in- 
coherent at  times,  perseverating,  profant, 
boisterous,  explosive,  tense,  making  noises 
and  crawling  on  the  floor.  He  was  forget- 
ful, confused,  untidy,  aggressive,  etc.  Neu- 
rological examination  showed  hyperactive 
reflexes,  left  Hoffman’s  sign  and  expressive 
aphasia  for  some  words.  EEG  was  normal 
but  some  subcortical  changes  were  sus- 
pected. Later,  he  was  described  as  having 
some  memory  loss,  poor  general  grasp, 
poor  attention  and  concentration,  and  sym- 
bolization, judgment  and  reasoning  were 
impaired.  Psychological  tests  were  inter- 
preted in  the  form  of  a schizophrenic  proc- 
ess, although  an  organic  involvement  was 
not  ruled  out.  X-rays  and  other  examina- 
tions showed  findings  within  normal  limits. 

He  was  discharged  and  diagnosed  as 
“Schizophrenic  Reaction,  Undifferentiated 
Type,”  and  as  a second  possibility,  a 
“Chronic  Brain  Syndrome  of  unknown 
etiology.” 
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On  admission  to  this  hospital  on  De- 
cember 10,  1952,  he  was  diagnosed  as  “In- 
volutional Psychosis.”  He  received  seven 
electro  convulsive  treatments,  with  some 
improvement,  and  was  discharged  after  four 
months  of  hospitalization.  Seven  months 
later  he  was  readmitted  and  the  former 
diagnosis  of  involutional  psychosis  was 
maintained  although  schizophrenic  reac- 
tion was  suspected.  There  were  psychomo- 
tor agitation,  mild  paranoid  ideation,  inco- 
herence in  speech,  untidiness,  insomia,  in- 
comprehensible speech,  lack  of  judgment, 
disorganized  thought,  rumination,  persever- 
ation, lack  of  concentration  and  attention, 
etc. 

In  March  1954,  a course  of  Chlorpro- 
mazine  was  started.  He  received  800  mgs. 
daily.  No  noticeable  change  was  abserved. 
One  month  later,  a transorbital  leucotomy 
was  performed.  He  recovered  and  improved. 
He  went  home  on  weekends.  In  August  the 
Chlorpromazine  was  discontinued  without 
any  improvement.  Reserpine  also  was  used 
without  success.  He  regressed  more  and 
more,  and  the  weekends  were  discontinued. 

In  March  1955  evident  perservation  and 
odd,  unexpected,  jerky  movements  were 
noticed.  Later,  he  began  to  walk  with  very 
short  steps.  A neurological  consultation  in 
June  established  that:  “The  patient  ap- 
pears to  have  a frontal  lobe  syndrone.”  The 
neurologist  thought  that  no  basal  ganglion 
was  involved.  Throughout  1955  he  re- 
mained agitated  and  restless,  receiving 
either  Re.serpine  or  Chlorpromazine. 

In  February  1956  another  neurological 
consultation  was  requested.  The  neurolo- 
gist’s impression  was  that  no  organic  brain 
damage  was  present.  His  behavior  and 
mental  status  were  still  the  same.  In  May 
another  neurological  consultation  showed 
slight  evidence  of  a focal  right  cerebral 
lesion  involving  both  the  cortex  and  sub- 
cortical structures.  The  pneumonencephalo- 
gram  showed  considerable  cortical  atrophy 
involving  both  frontal  lobes  and  sylvian 
fissures,  with  bilateral  dilatation  of  the 
lateral  ventricles.  In  September  he  had 
several  seizures  and  was  given  Dilantin. 
The  jerky  and  purposeless  movements  were 
increasing  constantly.  They  were  chorei- 
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form  in  character,  incapacitating  the  pa- 
tient to  walk  without  help. 

On  July  26,  1954,  April  10,  1955  and 
February  14,  1956,  repeated  EEGs  were 
normal.  Laboratory  findings  were  within 
normal  limits.  Spinal  fluid  taps,  which  were 
repeated,  always  showed  normal  findings. 

In  June  1958  the  neuropsychiatric  status 
of  the  patient  was  characterized  by  a gross 
impairment  of  intellectual  capacities,  loss 
of  memory  and  judgment,  disorientation  in 
time  and  place,  lack  of  concentration  and 
untidiness. 

Neurologically,  we  found  gross  choreic- 
athetotic  movements,  forced  grasping,  War- 
tenberg’s  reflex.  Hooking  (Kleist’s  sign), 
ataxia  with  body  movements,  adiadocho- 
kinesia  and  hypoactive  tendon  reflexes. 
These  findings  confirmed  the  existence  of  a 
cortical  atrophy  of  the  frontal  lobe,  with 
involvement  of  basal  nuclei  and  frontoponto 
cereballum  pathways. 

Comments 

The  patient  received  various  kinds  of 
treatment  including  psychoanalysis,  elec- 
tro convvulsive  therapy,  drug  therapy  and 
T.O.L.,  to  which  he  responded  with  only 
temporary  improvement.  It  is  worthwhile 
to  remark  that  the  onset  of  organic  mental 
illness  can  be  characterized  by  psychic 
symptoms  only.  Quoting  Feuchtwanger: 
“The  first  symptoms  noticeable  in  a syn- 
drome of  the  frontal  lobe  are  impairment 
of  judgment  (impulsivity),  moria,  and  in  a 
less  degree,  disturbance  of  equilibrium.  In 
the  second  place  and  later  (generally)  ap- 
pears the  somatic  components  as  disturb- 
ance of  the  movements,  sensibility,  sen- 
sorium,  speech,  memory  and  ideation.” 

Other  authors  define  the  following  symp- 
toms for  consideration  of  frontal  lobe  syn- 
dromes: (1)  disturbance  of  mood  and  tem- 
perament, (2)  disturbance  of  psychomotor 
activity  and  (3)  intellectual  disturbances. 

The  reported  case  demonstrates  the  dif- 
ficulties of  division  between  functional  and 
organic  diseases.  This  stresses  the  neces- 
sity of  caution  in  diagnosis  and  therapy 
without  exhaustive  and  repeated  physical 
examinations. 
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UNDERSTANDING  A CHILD'S  NEEDS 

Sheldon  W.  Weiss,  Ph.D.* 


Approximately  fifty  per  cent  of  all  refer- 
rals made  to  the  State  of  Delaware  Mental 
Hygiene  Clinic  pertain  to  children  and  their 
problems.  The  desire  for  better  guidance 
and  help  with  the  problem  of  understand- 
ing the  needs  of  children  is  expressed  con- 
stantly. If  we  can  comprehend  what  is  re- 
quired to  provide  a proper  atmosphere  con- 
ducive to  good  mental  hygiene  practices  in 
child  care,  management  and  development, 
perhaps  we  will  be  able  to  solve  more  of 
the  problems  that  come  to  the  attention  of 
mental  hygiene  clinics. 

The  day  of  the  “seen  but  not  heard” 
philosophy  of  child  rearing  has  almost  dis- 
appeared. What  has  taken  its  place?  Has 
the  change  resulted  in  better  understand- 
ing and  managing  of  our  children?  The  child 
becomes  our  chief  concern.  It  is  about  him 
that  we  ask:  Why  does  he  act  the  way  he 
does?  Why  is  he  different  from  the  boy 
next  door?  How  can  we  help  him  to  be- 
have differently  from  what  he  does  now? 

Before  we  can  begin  to  answer  these  and 
many  more  questions  we  should  first  try  to 
investigate  what  goes  into  making  the 
child  who  and  what  he  is.  A child  lives, 
behaves  and  grows — but  so  does  an  onion. 
Unlike  an  onion  or  any  subhuman  organ- 
ism, a child  “senses,”  i.e.,  he  feels,  hears, 
sees,  has  emotions  and  thinks.  To  describe 
a child  is  to  describe  almost  all  of  human 
nature.  A child  also  is  a social  being  and 
is  subject  to  all  of  the  factors  in  his  social 
and  physical  environment  for  development. 
A child  has  needs,  and  these  needs  must  be 
met  in  order  to  insure  his  proper  develop- 
ment and  maturation. 

One  has  only  to  look  casually  at  the 
practices  of  child  rearing  in  countries  other 
than  our  own  to  contrast  the  various  con- 
cepts of  and  attitudes  towards  a child’s 
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nature.  We  can  begin  to  see  how  the  prac- 
tices of  child  rearing  are  related  intimately 
to  religious,  ethical  and  cultural  ideas, 
economic  circumstances,  social  strata,  po- 
litical doctrines,  and  in  fact,  an  almost 
unending  series  of  ideas,  goals  and  pur- 
poses, for  the  most  part  far  removed  from 
the  child  himself.  One  might  speculate  that 
most  of  the  traditional  methods  of  child 
rearing  stem  from  sources  that  have  little 
relevance  to  the  immediate  needs  of  the 
child.  It  has  been  stated  that  civilized  man 
has  survived  despite,  not  because  of,  the 
methods  of  child  care! 

Before  one  attempts  an  investigation  of 
the  problem  of  child  needs  he  first  should 
look  into  his  own  personal  biases,  beliefs 
and  prejudices  to  appreciate  how  these 
color  his  feelings  and-  values.  How  many 
parents  have  conceptualized  the  role  of 
their  child  before  he  has  made  his  entrance 
into  the  world?  At  birth  a child  may  enter 
a family  which  is  benign  or  hostile  simply 
because  of  the  accidental  choice  of  it  sex. 
Parents  who  readily  tend  to  the  physical 
requirements  of  the  child  may  be  hostile 
to  it  because  of  the  sex  and  may  seriously 
hamper  the  child’s  need  for  love,  security 
and  affection  which  are  as  vital  as  the  need 
for  physical  care,  Concommitant  with  this 
need  is  the  requirement  that  the  child  be 
accepted  as  a unique  individual  who  should 
be  protected  from  the  untoward  feelings 
and  biases  of  adverse  parental  influences. 

A child  has  needs  for  nutrition,  sleep 
and  activity.  However,  he  has  to  develop 
at  his  own  rate  of  growth  and  cannot  be 
held  to  a rigid  schedule  based  on  what  the 
child  next  door  is  accomplishing.  This  ap- 
plies to  the  child’s  eating  habits,  need  for 
rest,  weaning  or  bowel-training. 

A child  frequently  is  disturbed  by  emo- 
tional promptings  such  as  anger,  rage  and 
grief,  v/hich  search  for  some  outlet  or  re- 
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lease  in  overt  behavior.  Frustration  of  this 
release  can  impel  the  child  to  react  blindly, 
cruelly  and  destructively  toward  objects  or 
individuals  and  even  himself.  It  is  hard 
for  adults  to  comprehend  the  inner  feel- 
ings thus  aroused  in  a child  and  they  in 
turn  may  react  toward  him  with  force  and 
restraint.  This  may  hamper  the  emotional 
maturation  of  the  child.  Although  the 
adult  may  temporarily  gain  control  of  the 
child,  the  child  loses  the  opportunity  to 
learn  how  to  control  his  own  emotions. 
Failure  of  the  child  to  regulate  and  pattern 
his  emotional  feelings  and  expressions  in 
order  to  be  freed  of  their  urgency  will  only 
increase  the  child’s  resentment  and  serve 
to  keep  him  at  an  infantile  emotional  level. 

There  is  also  a vital  need  for  socializa- 
tion. The  long  period  of  care  and  protec- 
tion required  to  make  a child  self-sufficient 
and  mature  demands  that  he  become  a so- 
cial being.  It  is  interesting  to  note  how 
isolation  from  the  group,  be  it  family  or 
society,  is  often  used  as  a severe  form  of 
punishment.  This  is  accomplished  by  exile 
from  one’s  country  or  witnessed  in  the 
words  of  the  irate  parent  to  a child: 
“March  straight  to  your  room  and  stay 
there  until  we  call  you.”  Because  of  man’s 
unique  nature — his  intelligence,  flexibility 
and  socialization — he  has  produced  complex 
cultures  and  civilizations.  Any  given  so- 
ciety with  its  accompanying  cultural  stand- 
ards can  require  a minimum  or  maximum 
productivity  from  its  members.  If  the  so- 
ciety fosters  more  development  of  the 
potentials  of  its  members,  the  individual 
can  make  further  contributions  to  a better 
social  world. 

As  a member  of  a social  group,  a child 
has  the  task  of  learning  how  to  get  along 
with  its  members.  He  must  respect  those 
in  authority  and  learn  how  to  control  his 


conduct  in  keeping  with  the  group’s  cus- 
toms. This  means  that  he  must  suppress 
many  of  his  desires  and  accept  temporary 
frustration  for  anticipated  rewards.  The 
child  must  familiarize  himself  with  the 
mores  of  his  group.  However,  if  authority 
is  experienced  first  by  the  child  in  the  form 
of  severe,  coercive  paternal  figures,  success- 
ful socialization  will  be  thwarted.  Resent- 
ment towards  authority  will  be  directed 
towards  all  authority  figures.  Here,  then, 
is  another  great  need  for  the  child;  that  of 
accepting  those  in  authority  without  de- 
veloping fear  and  conflict  with  them. 

From  experiences  with  parents,  siblings, 
teachers,  ministers  and  others  in  his  social 
world,  the  child  develops  a vital  need  to 
create  an  ideal  of  himself  and  the  kind  of 
person  he  would  like  to  be.  This  image 
will  include  his  experiences,  emotions  and 
feelings.  They  may  be  constructive  prompt- 
ings toward  positive  achievement,  or  may 
take  the  form  of  negative  or  destructive 
urges  which  are  seen  in  delinquent  be- 
havior and  in  cases  of  mental  disorder. 

To  the  child  the  world  around  him  is 
large  and  perplexing.  He  meets  daily  situa- 
tions about  which  he  feels  inadequate. 
Faced  constantly  with  the  problem  of 
adaptation  to  his  environment,  the  child  has 
a pressing  need  for  the  security  of  stable 
relationships  both  with  his  physical  sur- 
roundings and  human  relationships.  The 
maintenance  of  this  security  demands  un- 
ending patience,  understanding  and  toler- 
ance on  the  part  of  those  responsible  for 
the  child’s  development. 

These  are  only  a few  of  the  needs  of 
a good  mental  hygiene  approach  to  child 
rearing.  It  is  to  be  hoped  that  with  intel- 
ligent, responsible  planning  by  parents, 
many  of  the  problems  of  children  seen  in 
mental  hygiene  clinics  may  be  eliminated. 
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SOME  OBSERVATIONS  ON  THE  USE  OF  VISUAL-MOTOR 
GESTALT  TECHNIQUE  IN  GROUP  TESTING  OF  PERSONNEL 

John  T.  Drury,  M.A.* 


One  of  the  basic  problems  in  the  opera- 
tion of  mental  health  facilities  is  the  selec- 
tion and  evaluation  of  personnel.  Even  in 
the  employment  of  attendants  from  a very 
limited  labor  pool,  it  is  important  to  elimi- 
nate the  unfit  and  to  obtain  the  best  pos- 
sible service  from  those  who  are  to  serve 
in  this  important  capacity.  For  the  at- 
tendant spends  more  time  with  the  patient 
than  anyone  else  on  the  hospital  staff  and 
he  can  be  the  most  important  factor  in  the 
patient’s  quick  return  to  a useful  and  satis- 
fying role  in  society.  Through  the  years 
the  Delaware  State  Hospital  has  made  an 
effort  to  test  every  attendant  employed  in 
its  facilities. 

However,  testing  large  numbers  of  peo- 
ple who  are  likely  to  be  familiar  with  psy- 
chological testing  presents  special  problems. 
Large  numbers  necessitate  group  testing, 
and  group  tests  are  seldom  as  good  as  in- 
dividual tests.  In  this  setting,  too,  the  in- 
ventory type  of  test,  with  many  obvious 
questions,  does  not  give  the  kind  of  in- 
formation desired.  Hence  there  is  a clear 
need  for  brief  tests,  easily  scored  and  in- 
terpreted, that  are  well- disguised  and  prac- 
tically impossible  for  the  subject  to  distort 
or  structure.  But  the  instuments  used  must 
yield  sufficient  information  to  make  the 
procedure  worthwhile.  It  therefore  becomes 
necessary  to  use  tests  that  are  well-estab- 
lished and  have  a sufficient  body  of  litera- 
ture and  research  results  to  give  the  tester 
confidence  in  results  and  interpretations. 
One  way  of  attacking  this  problem  is  to 
adapt  widely-accepted  and  well-validated 
individual  tests  to  the  group-testing  situa- 
tion. 

* Clinical  Psychologist,  Mental  Hygiene  Clinic,  Delaware  State 
Hospital 


.An  in.strument  that  takes  only  a few 
minutes  to  administer  and  frequently 
yields  important  findings  as  to  organic 
functioning,  intelligence,  and  personality 
problems  is  the  Bender-Gestalt  Visual- 
Motor  Test.  This  test  has  a long  history, 
going  back  to  experimental  work  done  by 
Max  Wertheimer  and  others.  The  a.ssump- 
tion  of  the  Gestalt  psychologists  was  that 
we  tend  to  perceive  whole  images  rather 
than  a conglomeration  of  parts,  and  that 
we  tend  to  organize  these  “wholes”  accord- 
ing to  principles  of  proximity,  similarity, 
direction  and  inclusiveness.  But  Lauretta 
Bender  pointed  out  that  this  was  a static 
concept  and  that  it  failed  to  take  into  ac- 
count the  drives  and  tendencies  of  human 
conduct,  growth,  retardation  and  develop- 
ment. Paul  Schilder  emphasized  the  idea 
that  the  organism  reacts  by  a total  process, 
with  its  total  potential,  to  a total  situation 
and  adds  something  thereby  to  the  experi- 
enced perception.  Further  experimentation 
has  verified  these  concepts  and  tended  to 
show  that  the  perceiver  completes  Gestalts 
in  a manner  that  is  meaningful  to  him,  to 
organize  the  perceptions  according  to  sen- 
sory-motor patterns  that  are  consistent  with 
the  developmental  level,  and  to  distort  the 
configurations  in  a manner  expected  with 
certain  pathological  states  organically  or 
functionally  determined. 

This  experiment  was  designed  to  evaluate 
the  results  of  an  adaptation  of  the  visual- 
motor  Gestalt  technique  to  the  group  pro- 
cedures. It  was  necessary  to  find  out 
whether  or  not  the  stimuli  were  handled  in 
the  same  way,  if  the  same  kind  of  distor- 
tions were  obtained,  if  the  test  could  dis- 
criminate between  good  attendants  and 
poor  ones,  and  if  the  results  of  this  test 
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were  consistent  with,  yet  added  to,  the  in- 
formation obtained  from  other  tests  in  our 
battery  (The  Revised  Beta  Intelligence 
Tests,  the  Delaware  Sentence  Completion 
Test,  the  House-Tree-Person  Test  and  the 
Projective  Questions). 

The  designs  used  by  Bender  and  others 
were  enlarged  and  placed  on  cards  14"  x 22" 
(approximately  12  times  the  original  size) 
and  were  then  shown  to  the  subjects  (each 
of  the  nine  cards  for  about  30  seconds)  at 
a distance  that  roughly  varied  from  five  to 
twenty  feet.  The  applicants  were  asked  to 
reproduce  the  nine  drawings  on  a regula- 
tion 8^"  X 11"  sheet  of  paper  as  accurately 
as  they  could  without  using  any  aids  other 
than  the  pencil.  Full  and  free  cooperation 
was  always  obtained,  since  this  test  is  very 
easy  to  perform  and  is  non-threatening 
even  to  anxious  individuals.  Other  members 
of  the  staff  used  the  test  and  varied  the 
technique  in  the  manner  of  Hutt  by  giving 
the  subjects  several  sheets  of  paper,  etc. 
Only  those  tests  that  were  done  in  accord- 
ance with  the  foregoing  instructions  were 
used  in  this  study. 

Qualitatively  the  results  were  in  accord 
with  those  obtained  from  general  popula- 
tions tested  in  the  hospital  and  in  the  out- 
patient clinics.  A greater  variation  in  size 
of  the  figures  was  observed,  as  might  be 
expected,  since  the  patterns  were  unfamiliar 
to  the  subjects  and  the  distance  between 
the  subject  and  the  stimuli  varied  greatly. 
However,  the  same  kind  of  primitivization 
(substituting  responses  of  an  earlier  de- 
velopmental level),  rotation  (turning  the 
designs  upside  down,  or  sideways),  frag- 
mentation (reproducing  only  part  of  the 
design),  etc.,  was  demonstrated  by  dis- 
turbed persons  on  this  test  as  is  obtained 
on  the  individual  testing.  The  same  evi- 
dences of  organicity  were  elicited  by  this 
method  and  the  same  degree  of  correlation 
was  observed  with  intelligence  tests.  The 
latter  is  not  too  good,  since  there  are  ob- 
viously other  factors  than  intelligence  at 
work  in  this  test,  but  it  is  in  the  expected 
direction. 

An  attempt  was  made  to  quantify  the 
results,  using  Pascal  and  Suttell’s  method 
of  scoring  the  visual-motor  Gestalt  test  for 


various  deviations.  The  obtained  scores 
showed  a range  from  21  to  171,  with  a 
mean  of  63.5,  the  higher  scores  reflecting 
greater  deviation  from  the  stimuli  and  hence 
greater  disturbance  or  dysfunctioning. 
These  scores  were  compared  with  the  intel- 
ligence quotients  and  the  ratings  of  the 
Nursing  Division  as  to  the  person’s  stability 
and  work  record. 

The  sample  is  small  and  a statistical  ap- 
proach would  be  meaningless,  so  the  results 
will  be  reported  factually  and  numerically. 

The  mean  was  used  as  a dividing  or  cut- 
off point  and  two  groups  were  obtained: 
those  with  scores  on  the  “Bender”  above 
64  and  those  with  scores  below  63.  The 
former  group  contained  16  persons,  of  whom 
9 were  rated  unstable  and  7 were  rated 
stable.  The  low  score  group  contained  17 
persons,  of  whom  11  were  rated  stable  and 
6 unstable.  These  results  are  in  the  ex- 
pected direction  and  tend  to  verify  the  im- 
pression that  unstable  or  disturbed  people 
do  poorly  on  this  test  and  obtain  a score 
showing  more  deviation  from  the  stimuli. 

A check  was  made  against  the  obtained 
intelligence  quotients  on  the  Beta,  and  the 
normal  (average  group — from  I.Q.  90  to 
109)  was  eliminated  as  fairly  balanced.  Of 
those  who  obtained  an  I.Q.  below  90,  3 
showed  scores  on  the  Bender  lower  than  63 
and  5 showed  scores  higher  than  64.  Of  the 
8 persons  in  the  study  who  showed  an  I.Q. 
higher  than  110,  6 scored  below  63  on  the 
Bender  and  2 scored  above  64.  Again,  these 
results  are  in  the  expected  direction  and 
show  that  intelligence  is  a large  factor  in 
this  test.  It  also  shows  that  these  tests  pro- 
vide some  measure  of  checking  against  one 
another  and  further  verifies  our  impression 
that  there  is  some  pathology  present  when 
there  is  a large  discrepancy  between  the 
person’s  performance  on  the  Beta  and  on 
the  Bender. 

Further  study  tends  to  show  that  bright 
people  (I.Q.  above  110)  do  not  usually  con- 
tinue employment  in  this  capacity.  This 
probably  is  so  because  they  return  to  school 
or  obtain  better  positions.  Whereas  the 
study  shows  that  those  of  dull-normal  in- 
telligence do  continue  in  this  employment 
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(a  ratio  of  6 to  2)  and  4 of  these  are  rated 
as  good  workers  and  stable. 

It  is  possible  that  thus  study  was  some- 
what defeated  by  its  own  efficiency  since 
reports  which  were  sent  to  the  Nursing 
Division  at  the  time  of  this  initial  group 
examinations  may  have  facilitated  better 
placement  and  adjustment  of  the  worker 
to  the  job.  However,  this  is  the  purpose  of 
testing  and  no  one  would  have  it  otherwise. 

It  is  the  conclusion  of  this  experimenter 
that  this  adaptation  of  the  visual-motor 
Gestalt  technique  is  a fruitful  addition  to 
our  test  battery  and  repays  the  brief  time 
spent  in  administration.  However,  it  is  ob- 
vious that  the  test  cannot  be  used  alone 
and  should  not  be  used  to  arbitrarily  elim- 


inate candidates.  It  can  serve  the  purpose 
of  obtaining  a better  placement  for  a can- 
didate wbo  shows  signs  of  vi.sual-motor  limi- 
tations where  he  will  feel  more  adequate 
and  do  a better  job.  It  can,  together  with 
the  other  tests,  pick  out  the  highly  skilled 
or  very  bright  candidate  and  help  the  de- 
partment place  this  type  of  candidate  in  a 
challenging  and  satisfying  position,  where 
he  will  be  more  likely  to  remain.  It  also 
can  help  to  pick  out  the  un.stable  or  emo- 
tionally disturbed  candidate  in  order  that 
he  may  be  closely  supervised  and  assisted 
with  his  own  problems.  All  of  these  place- 
ments will  make  for  the  most  advantageous 
use  of  all  help  available  and  a more  efficient 
functioning  of  the  whole  institution. 
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THE  RELATIONSHIP  BETWEEN  PSYCHOMETRIC  FINDINGS 
AND  BEHAVIORAL  PATTERNS;  A CASE  STUDY 

Leon  E.  Petty,  M.S.* 


The  Wechsler  Intelligence  Scale  for 
Children  and  the  intermediate  form  Wechs- 
ler Bellevue  Scale  II  have  received  increased 
and  equal  acceptance  for  evaluating  the 
general  intelligence  level  of  children  and 
adolescents.  These  scales  offer  excellent  op- 
portunities for  retest  purposes  to  assess  the 
development  of  individuals  who  have  been 
previously  examined. 

The  most  obviously  useful  feature  of  these 
scales  is  the  division  into  verbal  and  per- 
formance batteries.  The  a’  priori  value  of 
this  plan  makes  possible  the  comparison 
between  abilities  such  as  verbal  facility, 
reasoning,  manipulation  of  objects  and 
perception  of  visual  patterns.  Of  equal  im- 
portance to  the  clinical  psychologist  is  the 
diagnostic  significance  of  the  discrepancy 
between  verbal  and  performance  subtest 
scores.  The  variation  between  verbal  and 
performance  scales  are  frequently  associated 
with  some  type  of  mental  pathology.  The 
larger  the  discrepancy,  the  greater  the  prob- 
ability of  pathology.  It  has  been  noted 
that,  in  general,  most  mental  disorders 
show  greater  impairment  of  functioning  in 
the  performance  than  in  the  verbal  spheres. 
This  holds  true  for  every  type  of  impair- 
ment along  the  continuum  of  psychoneu- 
rotic to  psychotic  disorders.  Large  discre- 
pancies between  verbal  and  performance 
scores  in  favor  of  performance  have  been 
observed  in  those  cases  described  as  ado- 
lescent psychopaths  and  mental  defective 
individuals.  However,  in  general  the  clini- 
cian usually  follows  a rule  of  thumb  that  a 
variation  of  eight  to  ten  points  (the  intelli- 
gence or  I.Q.  not  far  from  average)  between 
the  two  scales  in  either  direction  falls  with- 
in normal  limits.  It  has  been  noted  that 
children  of  superior  intelligence  generally 
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do  better  on  the  verbal  than  the  perform- 
ance part  of  the  examination. 

In  general,  individuals  who  are  overtly 
aggressive  or  commit  crimes  on  the  basis 
of  neurotic  conflicts  are  viewed  as  having 
a psychopathic  character  disorder.  Shafer 
lists  the  prime  characteristic  features  as 
weak  integrative  ability  and  underlying 
primitiveness  of  thinking,  blandness,  osten- 
tatious overcompliance  covering  a basic 
callousness  and  inability  to  empathize  with 
others,  impulsiveness,  fabulizing  and  pre- 
occupation with  anti-social  behavior.  The 
characteristic  pattern  obtained  on  the 
Wechsler  Intelligence  Tests  is  a superiority 
of  performance  over  the  verbal  level. 

Jastak  has  observed  that  children  with 
good  intelligence  who  show  inferior  achieve- 
ment in  most  subjects  usually  manifest  mal- 
adjustment of  a social  nature,  i.e.  truancy, 
stealing  and  sex  offense. 

In  the  general  population  seen  at  the 
Mental  Hygiene  Clinic,  children  of  school 
age  constitute  a large  proportion  of  the 
patients.  These  children,  showing  a variety 
of  behavioral  problems  and  symptoms,  fre- 
quently have  had  previous  psychological 
evaluation.  This  prior  testing  serves  as  a 
valuable  aid  in  comparing  patterns  ob- 
tained over  a period  of  time. 

The  purpose  of  this  case  report  is  to  des- 
cribe the  behavioral  disorder  of  a child  in 
various  stages  of  development;  to  compare 
psychometric  findings;  to  show  how  the  na- 
ture of  his  disorders  show  a marked  similar- 
ity with  his  life  situation  as  to  suggest 
psychogenic  etiology  and  to  illustrate  the 
tenability  that  mental  maladjustment  fol- 
lows along  a continuum. 

The  report  concerns  a 15-year-old  boy 
who  originally  was  referred  to  the  clinic  at 
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I the  age  of  nine  on  charges  of  breaking  and 
entering  and  behavioral  difficulties.  Years 
later  he  was  referred  again  for  breaking  and 
entering  and  larceny.  His  latest  referral 
includes  the  above  rea.sons  and  severe  emo- 
tional problems. 

Brief  Personal  History 

The  patient  is  the  older  of  two  children. 

I The  case  history  includes  little  information 
regarding  the  patient’s  younger  sister.  The 
I physical  history  of  the  patient  indicates  that 
birth  was  normal,  although  lack  of  prenatal 
care  and  undernourished  condition  of  the 
mother  are  reported  to  have  left  him  sick 
for  the  first  two  years  of  life.  At  four  years 
of  age  he  had  a “nervous  breakdown,”  had 
nightmares  and  could  not  sleep  well. 

During  this  period  of  the  patient’s  life 
. the  parents  were  having  marital  difficulty. 
The  mother  stated  that  the  patient  wit- 
nessed many  scenes  between  the  parents 
[ and  “feels  that  they  had  an  effect  upon 
I him.”  The  mother  is  described  as  an  attrac- 
( tive  woman,  highly  ambivalent  with  hys- 
terical and  compulsive  tendencies.  Her 
understanding  of  the  patient  is  essentially 
t an  intellectual  one.  The  patient’s  father 
« was  an  aggressive  alcoholic  and  unstable 
individual  who  often  stated  that  his  son 
would  end  up  in  a reform  school.  The 

B parents  separated  early  in  the  marriage 
(when  the  patient  was  approximately  eight 
years  of  age,  the  divorce  became  final). 
The  mother  remarried  when  the  patient 
was  eleven  years  old  in  an  attempt  to 
stabilize  her  home  life. 

The  patient  had  difficulty  with  teachers 
in  school  but  his  work  was  reported  to  be 
good.  He  is  said  to  have  been  an  insatiable 
reader,  resourceful  and  creative  in  school 
work.  He  was  affectionate  to  his  sister  and 
is  described  as  a likable  boy  who  was  easily 
’ led  into  trouble.  Although  he  lacked  an  ego 
' ideal  he  is  reported  to  have  developed  a re- 
t sourceful  personality  to  some  extent.  In 
I other  reports  the  patient  is  said  to  have  re- 

imained  a nervous  child  who  cried  fre- 
quently. At  the  age  of  eleven  he  was  re- 
ported to  have  suffered  “blackout  spells.” 
He  experienced  what  was  called  an  un- 
natural sex  act  around  the  age  of  thirteen 
and  on  another  occasion  was  stuck  for 


sometime  in  mud  up  to  his  waist  before  he 
was  removed. 

Test  Findings  and  Discussions 

The  patient  was  examined  between  the 
ages  of  seven  and  nine  years.  At  that  time, 
he  was  described  as  passive  and  dependent 
in  his  relation.ship  to  the  examiner.  The 
Wise,  which  elicited  selective  and  vari- 
able effort  from  the  patient  yielded  a full 
scale  I.Q.  of  112,  with  a verbal  of  106  and 
a performance  I.Q.  of  117.  The  discrepancy 
between  verbal  and  performance  scores  is 
considerable  as  is  the  range  of  subtest 
scatter.  The  patient  achieved  a minimum 
weighted  score  of  eight  and  a maximum 
weighted  score  of  fourteen.  The  per.sonality 
pattern  analysis  indicated  that  the  patient 
had  superior  capacity,  but  his  pattern  of 
development  was  uneven  and  indicative  of 
his  maladjustment.  Tests  of  perception, 
manual  manipulation  and  planning,  which 
refer  to  alertness  of  the  organism,  were 
superior  for  his  age.  On  the  other  hand, 
tests  related  to  interpersonal  contact  like 
verbal  reasoning,  judgment  and  ability  to 
communicate  were  average.  Alertness  to  de- 
tail, tbe  hallmark  of  psychopathic  adoles- 
cents, rated  high.  His  acting  out  episodes 
were  viewed  as  determined  by  mechanisms 
of  compensation,  hostility  and  rationaliza- 
tion. The  tendency  to  identify  with  a fe- 
male figure  blended  into  his  feeling  of  in- 
adequancy  and  were  complicated  by 
attempts  to  manipulate  his  mother  figure. 

Following  this  examination  the  patient 
received  individual  therapy  for  approxi- 
mately two  years.  During  this  time  he  is 
alleged  to  have  remained  out  of  trouble. 
Approximately  two  years  after  termination 
of  therapy  the  patient  again  had  difficulty 
which  resulted  in  placement  at  an  institu- 
tion for  emotionally  disturbed  children.  He 
was  treated  by  a child  psychiatrist  for  56 
weekly  sessions  and  relased  on  a trial  visit 
with  the  following  note:  “It  is  my  impres- 
sion that  the  patient’s  super-ego  has  be- 
come gradually,  in  the  process  of  therapy, 
much  better  integrated  but  still  occasionally 
he  has  expression  in  which  he  shows  weak- 
ness. ...” 

Five  months  after  discharge  from  the 
institution  the  patient  was  committed  to 
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an  institution  for  delinquent  boys  as  the 
result  of  breaking  and  entering  and  larceny. 

On  the  psychological  examination  five 
years  later  (age  14-11)  using  the 
Wechsler-Bellevue  Scale  Form  II,  a less 
select  and  variable  pattern  was  elicited. 
The  patient  achieved  a full  scale  I.Q.  of 
126,  verbal  129  and  performance  I.Q.  of 
115.  The  discrepancy  between  the  two 
scales  was  still  wide  but  in  a different  direc- 
tion. The  patient  now  achieved  a verbal 
score  which  is  14  points  higher  than  the 
performance  score.  The  range  of  subtest 
scores  was  from  6 to  16.  The  subtest  pat- 
terns remained  fairly  constant,  with  one 
notable  exception;  alertness  to  detail  was 
now  only  slightly  above  average,  being  re- 
placed by  tests  related  to  manual  manipu- 
lation and  synthetic  ability.  The  Wide 
Range  Achievement  Test  indicated  that  the 
patient  was  capable  of  reading  on  the  tenth 
grade  level  but  arithmetical  ability  was 
only  at  the  sixth  grade  level.  This  pattern 
frequently  is  associated  with  maladjust- 
ment of  a personal  nature. 

The  most  striking  difference  noted  in 
comparing  the  findings  of  the  two  psycho- 
metric examinations  was  the  reversal  of 
verbal  and  performance  scores.  The  patient 
functioned  on  a higher  intellectual  level 
than  that  previously  obtained  but  the  re- 
versal of  patterns  seems  to  indicate  that 
he  has,  to  some  extent,  begun  to  internalize 
his  conflicts  and  to  adopt  new  modes  of 
behavior.  This  appears  to  be  a tenable  hy- 
pothesis in  view  of  the  fact  that  the  patient 
has  written  several  suicide  notes  and  has 
been  unable  to  face  up  to  more  aggressive 
boys  in  his  cottage  at  the  institution.  Since 
being  placed  in  a cottage  with  older  boys 
and  given  unobstrusive  protection  and  sup- 
port by  boys  and  staff,  the  patient  has 
begun  to  show  conformity  and  stability  at 
the  institution. 

At  the  time  of  administration  of  the 
earlier  psychometric,  the  patient  was  at  the 
mercy  of  a disrupting  environment  and  was 
unable  to  satisfactorily  resolve  any  pha.ses 
of  his  development.  He  was  constantly  sub- 
jected to  an  unstructed  milieu,  lack  of  ego 
ideal  and  mounting  pressures.  These  factors 
undoubtedly  contributed  to  the  develop- 


ment of  an  inadequate  and  weak  ego  and 
caused  him  to  seek  every  opportunity  for 
furtive  outlets  against  those  who  could  not 
retaliate.  Weak  integrative  ability  and 
underlying  primitiveness  of  moral  values, 
which  have  not  progressed  beyond  the  in- 
fantile stage  of  control,  a basic  callousness 
to  punishment,  and  impulsiveness  were 
prominent  factors  in  the  pattern  of  develop- 
ment. 

Subsequent  psychotherapy  and  institu- 
tionalization provided  structure  and  aided 
in  the  development  of  some  ego  strength. 
Presently  his  manner  of  allaying  anxiety 
and  guilt  are  by  disassociation  and  flight 
into  passivity.  The  masochistic  pattern  that 
developed  out  of  his  matrix  of  growth  and 
development  are  expressed  in  his  attempt 
to  indentify  with  his  father  as  a reprehensi- 
ble, guilty  and  punishable  individual.  The 
pattern  that  seems  to  be  unfolding  is  a 
somewhat  bland  emotionality,  covert  hos- 
tility, guardedness  and  tendency  towards 
disassociation.  These  are  the  danger  signals 
noted  in  the  development  of  the  patient’s 
severe  character  disorder.  Intellectual  abili- 
ties are  superior  with  widely  uneven  de- 
velopment of  function.  Synthetic,  manipu- 
lative and  verbal  facilities  are  well  de- 
veloped but  contrast  with  weak  develop- 
ment in  areas  pertaining  to  social  adjust- 
ment, such  as  judgment,  attention  and 
reasoning  functions.  He  is  less  alert  to 
detail  than  previously,  showing  some 
tendency  to  restrict  areas  of  awareness  per- 
haps as  a means  of  self-protection  against  a 
hostile  and  intolerant  environment.  On  the 
other  hand,  this  lack  of  alertness  may  be 
the  result  of  changing  behavioral  patterns. 

It  seems  reasonable  to  assume  that 
psychogenic  factors,  institutionalization 
and  psychotherapy  have  played  important 
roles  in  his  per.sonality  structure.  It  is  ap- 
parent that  .some  change  in  the  personality 
structure  has  taken  place,  as  noted  in  the 
psychological  examinations.  The  principle 
that  pathology  follows  a continuum  seems 
well  illustrated  by  the  findings  evidenced 
in  the  patient’s  protocols. 
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THE  ROLE  OF  THE  PSYCHIATRIC  SOCIAL  WORKER  IN 

I 

EFFECTUATING  VOLUNTARY  SELF-COMMITMENT  OF  A 

I 

MENTALLY  ILL  PERSON  TO  A PSYCHIATRIC  HOSPITAL 

Joseph  Bern,  M.S.W.* 


I This  paper  was  written  to  point  up  the 
I psychiatric  social  worker’s  role  (as  well  as 
I possible  approaches  of  other  community 
I workers)  in  guiding  the  mentally  ill  toward 
I voluntary  self-commitment. 

® The  case  I shall  discuss  was  brought  to 

kthe  attention  of  the  Mental  Hygiene 
Clinic  by  Mrs.  Y’s  family  physician.  He 
stated  that  Mrs.  Y might  be  able  to  use 
the  Mental  Hygiene  Clinic  for  out-patient 
treatment  or  that  she  might  need  to  go  to 
the  psychiatric  hospital.  Mrs.  Y complained 
to  her  physician  of  a fear  of  death,  “strange 
feelings”  and  dizzy  spells,  and  he  had  pre- 
scribed medication  which  was  designed  to 
have  a quieting  effect  on  her. 

When  she  came  to  the  Mental  Hygiene 
Clinic  for  an  interview  she  related  that  the 
medication  was  ineffectual  and  that  in  the 
last  few  days  she  had  a greater  dread  of 
dying  than  before.  She  was  afraid  that  her 
heart  would  stop,  and  she  had  choking 
sensations.  She  further  stated  that  she  felt 
so  nervous  at  times  that  she  told  her  hus- 
band that  if  she  continued  in  this  condition 
she  “was  going  to  kill  herself.”  She  also 
stated  that  her  three-year-old  son  was  get- 
ting into  everything  and  upsetting  her  so 
greatly  that  she  “felt  like  taking  a knife 
1 and  killing  him.”  She  complained  that  in 
the  two  days  prior  to  coming  to  the  clinic 
i:  she  could  not  sleep  or  eat  and  that  she  was 

< afraid  to  eat  anything  offered  her  by  her 
♦ neighbors  because  she  feared  being  poi- 
i soned.  In  the  interview  Mrs.  Y and  I came 
to  the  conclusion  that  she  was  ill  and 

* Chief  Psychiatric  Social  Worker,  Mental  Hygiene  Clinic,  Sussex 
County. 


wanted  help,  and  we  agreed  to  explore  how 
this  help  could  be  given  her. 

The  Clinical  Director  was  contacted  and 
the  symptoms  were  discussed.  He  suggested 
that  Mrs.  Y be  examined  at  the  state 
psychiatric  hospital  with  a view  toward 
possible  admission.  Mrs.  Y’s  family  physi- 
cian was  contacted  and  we  discussed  the 
rapid  deterioration  which  had  taken  place. 
I also  discussed  the  Clinical  Director’s 
recommendation  that  an  immediate  psychi- 
atric examination  was  indicated  with  a 
view  toward  possible  hospitalization.  Mrs. 
Y’s  family  physician  concurred  with  the 
recommendation  of  the  Clinical  Director.  I 
asked  him  if  he  would  talk  to  her  about 
going  to  the  hospital  for  examination  and 
possible  voluntary  commitment,  since  I 
knew  that  she  trusted  his  judgment.  Mrs. 
Y,  after  talking  with  him,  agreed  to  go  for 
an  examination. 

I talked  with  Mrs.  Y,  her  husband  and 
her  mother-in-law  about  what  a possible 
voluntary  commitment  might  entail  and 
how  it  might  be  accomplished.  Mrs.  Y’s 
mother-in-law  assured  her  that  she  would 
take  care  of  the  child  while  Mrs.  Y went 
for  an  examination,  and  should  a voluntary 
commitment  be  necessary,  she  promised  to 
take  care  of  the  child  for  an  indefinite 
period.  I contacted  the  State  Hospital,  gave 
a report  and  determined  that  bed  space  was 
available. 

When  the  intake  psychiatrist  called  me 
at  the  conclusion  of  his  examination,  he  ad- 
vised that  he  had  suggested  to  Mrs.  Y 
that  she  commit  herself  voluntarily  to  the 
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state  psychiatric  hospital  for  treatment, 
and  she  did  so. 

Conclusions: 

Each  case  in  a Mental  Hygiene  Clinic 
involves  a different  individual  and  is 
handled  difffferently  by  those  connected 
with  the  case.  I have  tried  to  evolve  from 
the  experience  of  the  Mental  Hygiene 
Clinic  some  general  statements  which  I 
think  can  be  utilized  by  social  workers  and 
others  who  work  with  mentally  ill  persons 
in  the  community.  They  are  as  follows: 

1.  Help  the  mentally  ill  person  recognize 
that  he  is  ill  and  that  he  wants  to  get  well. 

2.  Aid  the  mentally  ill  person  in  explor- 
ing his  own  stake  in  getting  well  and  how 
he  may  be  able  to  function  more  effectively 
when  he  is  well.  Help  him  to  compare  this 
hoped  for  state  of  well-being  with  how  he 
functions  when  he  is  ill  and  help  him  to 
focus  on  how  he  may  be  affecting  his  family 
relationships,  his  work  relationship  and  his 
community  relationships. 

3.  Explain  fully  to  the  mentally  ill  per- 
son what  facilities  are  available  for  his 
examination,  diagnosis  and  treatment. 

4.  Show  the  mentally  ill  person  that  hos- 
pitalization on  a voluntary  commitment 
basis  can  be  one  of  the  suggestions  which 
might  grow  out  of  an  examination  and  can 
be  one  of  the  ways  he  can  elect  to  help 
himself  to  better  mental  health.  Discuss 
fully  and  completely  what  voluntary  com- 
mitment involves. 

5.  Help  the  mentally  ill  person  to  obtain 
competent  psychiatric  examination  and 


treatment  either  by  helping  him  make  di- 
rect contact  with  the  psychiatrist  or  psychi- 
atric facility  or  by  helping  him  and  his 
family  (where  family  involvement  is  pos- 
sible and  advisable)  to  contact  the  psychi- 
atrist or  psychiatric  facility. 

Needless  to  say,  there  are  many  people 
who  are  mentally  ill  but  can  not  recognize 
that  fact.  Efforts  toward  voluntary  commit- 
ment may  prove  fruitless  with  them.  In 
these  cases  involuntary  commitment  may 
be  the  only  way  to  provide  treatment. 

However,  I believe  that  many  mentally 
ill  persons  can  be  helped  to  take  the  first 
step  toward  voluntary  self-commitment  to 
a psychiatric  hospital  if  community  workers 
are  taught  that  the  mentally  ill  person 
often  does  have  some  awareness  of  his  ill- 
ness and  may  have  a desire  to  get  well. 

Patience  to  talk  and  “get  through”  to 
the  mentally  ill  person  is  the  first  essential 
ingredient,  and  understanding  is  the  second 
vital  component.  Hospitalization  of  any 
kind  has  a frightening  element  of  the  “fear 
of  the  unknown”  and  may  involve  real 
pain  and  trauma.  Development  of  this 
understanding  should  be  a part  of  the  com- 
munity worker’s  training,  to  help  relieve 
the  fears  which  block  acceptance  of  volun- 
tary self-commitment. 
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MEDICAL  COURT  CASES 


HOWARD  NEWCOMB  MORSE 

Counsellor  at  Law 
Member  of  the  Bar  of  the  Supreme  Court 
of  the  United  States  of  America 

6900  South  Shore  Drive  • Chicago  49,  Illinois 


“INCORRECT  DIAGNOSIS” 

CHRISTIAN  VS.  WILMINGTON  GENERAL  HOSPITAL  ASSOCIATION,  INC. 


Supreme  Court  of  Delaware  135  A.  2d  727 


I This  was  an  action  against  a hospital 
^ which  employed  an  intern  who  allegedly 
failed  to  make  a proper  diagnosis.  The 
Superior  Court  of  New  Castle  County,  Del- 
aware, directed  a verdict  for  the  defendant 
hospital  at  the  close  of  the  plaintiff’s  testi- 
r mony.  The  plaintiff  brought  writ  of  error 
to  the  Supreme  Court  of  Delaware,  which 
affirmed  the  decision  of  the  lower  court... 

The  plaintiff,  who  was  16  months  of  age 
at  the  time  of  the  injury,  while  playing  in 
her  home,  fell  on  a glass  bottle  which  broke 
and  severely  cut  her  right  hand.  The  plain- 
tiff was  taken  by  her  parents  to  the 
Wilmington  General  Hospital  and  there 
treated  by  an  intern  then  on  duty  in  the 
emergency  ward.  At  the  time  of  treatment, 
the  plaintiff  was  crying  and  struggling  so 
that  she  had  to  be  held  by  her  parents  and 
a student  nurse  then  of  duty. 

The  intern  examined  the  wound,  treated 
r and  sutured  it.  In  response  to  a question 
\ by  the  child’s  father,  the  intern  stated  that 
the  tendons  of  the  hand  were  not  severed. 
Several  days  later  the  plaintiff  was  again 
taken  to  the  defendant  hospital.  She  was 
again  examined  by  the  same  intern,  who 
noted  that  a stiffness  had  developed  in  the 
index  finger  of  her  right  hand.  At  this  time 
the  intern  did  not  diagnose  the  stiffness  as 
having  been  caused  by  a severed  tendon. 


Subsequently  the  plaintiff  was  examined 
at  the  Philadelphia  Naval  Hospital  and  her 
parents  advised  that  the  tendon  serving  the 
index  finger  had  been  severed,  and  that  an 
operation  would  eventually  be  required  to 
repair  it.  As  of  the  date  of  the  trial  of  the 
case  in  the  Superior  Court  of  New  Castle 
County,  four  years  following  the  injury,  the 
operation  had  not  been  performed. 

The  courts  found  that: 

1.  it  was  entirely  possible  in  examining 
the  plaintiff  according  to  the  accepted 
medical  standard  for  the  intern  not  to 
have  ascertained  at  the  time  of  such 
examination  that  a tendon  had  been 
severed, 

2.  the  failure  to  ascertain  immediately  the 
severing  of  the  tendon  did  not  result 
from  a failure  to  conform  to  the  ac- 
cepted medical  standard,  and 

3.  No  permanent  injury  followed  the  fail- 
ure to  discover  the  condition. 

The  Supreme  Court  of  Delaware  declared: 
“It  seems  clear  from  the  plaintiff’s  case 
that  the  intern  at  the  defendant  hospital 
examined  the  infant  plaintiff  as  any  other 
doctor  in  the  community  would  have  ex- 
amined her  under  like  circumstances.  There 
is  no  evidence  that  his  treatment  of  the 
wound  and  suturing  failed  in  any  respect 
to  conform  to  the  established  standard  for 
the  medical  profession.” 
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BOOTH  VS.  UNITED  STATES 
United  States  Court  of  Claims  155  F.  Supp.  235 


The  plaintiff  brought  suit  against  the 
United  States  (acting  through  the  medical 
personnel  of  the  United  States  military 
government  in  Germany)  for  malpractice, 
alleging  that  her  husband’s  death  was 
caused  by  the  failure  of  the  Army  medical 
personnel  to  use  reasonable  and  proper  skill 
and  knowledge  in  diagnosing  and  treating 
her  husband’s  condition,  thereby  breaching 
the  legal  contractual  obligation  which  the 
Government  had  assumed  toward  Booth, 
her  husband. 

Army  medical  authorities  and  physicians 
in  Germany  incorrectly  diagnosed  Booth’s 
condition  as  aerophagia  instead  of  carci- 
noma. As  a result  of  the  wrong  diagnosis, 
the  cancer  grew  to  such  proportion  that 
Booth  died. 

Lack  of  skill  or  care  in  diagnosis  as  well 
as  in  treatment  is  malpractice.  Although  a 
physician  is  liable  for  a failure  to  diagnose 
correctly  if  such  failure  is  due  to  a lack  of 
required  skill  or  care,  if  he  does  use  the 
proper  degree  of  skill  and  care,  he  is  not 


liable  for  a mistake  in  diagnosis.  While  the 
Army  medical  personnel  in  Germany,  in 
their  medical  care  and  treatment  of  Booth, 
had  to  exercise  that  degree  of  care  and 
skill  ordinarily  exercised  by  the  medical 
profession  in  similar  cases,  it  did  not  have 
to  exercise  extraordinary  skill  and  care  or 
the  highest  degree  of  skill  and  care  possible. 
So  long  as  the  requisite  skill  and  care 
were  used,  a mistake  in  diagnosis  would 
not  constitute  malpractice. 

The  United  States  Court  of  Claims 
found  that  the  medical  procedures  followed 
by  the  Army  medical  authorities  were  the 
standard  and  accepted  procedures  for  a 
case  such  as  Booth’s.  The  Court  stated: 
“In  view  of  Booth’s  long  history  of 
stomach  trouble,  the  unchanging  nature  of 
his  complaint,  and  the  nature  of  cancer 
itself  in  its  early  stages,  there  was  no  rea- 
son to  suspect  the  existence  of  cancer.  . . 
The  Army  medical  personnel,  in  view  of 
the  data  reasonably  available  to  them,  did 
not  fail  to  afford  Booth  the  standard  and 
accepted  medical  care  and  treatment.” 
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when  psychic 
symptoms 
distort  the  picture 


Dartal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Dartal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Dartal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 


SEAR 


•A  Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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Paul ..  .give  real  relief: 


A.R  C.”"" 


Demerol 

IjOiMa 


E/uikIjMt  D(H^: 

Aspirin  200  mg.  (3  grains)  1 or  2 tablets 

Phenacetin  150  mg.  (2 Va  grains),  ' ^ Taoieis. 

30  mg.  (Va  grain)  required. 

Demerol  hydrochloride  30  mg.  (Va  gram) 

Potentiated  Rain  Relief 

WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 


in  very  special  cases 


* 


^ a very  superior  brandy... 
specify 


INNESST 


COGNAC  BRANDY 

8A  Proof  I Schietfelin  & Co.,  New  York 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


BAYNARD  BUILDING  MEDICAL  CENTER 

5th  & Market  Sts.  1003  Delaware  Avenue 

Wilmington,  Delaware 


To  assure 
good 

nutrition  — 


Each  double-layered  Entozyme 

tablet  contains: 

Pepsin,  N.F 250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  intestine 
from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO..  INC. 

Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


For  comprehensive  digestive  enzyme  repiacement— 


ENTOZYME 
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For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 

PMB-400  (0.4  mg.  "Premarln,"  400  mg.  meprobamate 
in  each  tablet). 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


?MB-200 


'Tremarin^^  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 

■■premorin®’'  conjugated  estrogens  (equine)  Meprobamate  licensed  under  U.S.  Pat,  No.  2,724,720 


PROTECTION  AGAINST  LOSS  OF  IN- 
COME FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


JOHN  G.  MERKEL 
&S0NS 

I'cia  / r i) y 2c  t /ft  /• — 


PHONE  OL  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 
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BONADOXIN  brings  relief  to  88.1% 
of  patients... often  within  a few  hours.'-* 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
"toxicity  and  intolerance ...  [is]  zero."* 


IT  DOESN'T  STOP  THE  PATIENT 


...and  for  a nutritional  buildup 
plus  freedom  from  leg  cramps* 


STORCAVITE’ 


Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 


phosphate-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 

*due  to  calcium-phosphorus  imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  int. 


and  Just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  N 

EACH  TABLET  CONTAINS: 


MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI 50  mg. 


Bottles  of  25  and  100. 

References;  1.  Groskloss,  H.  H.,  et  al-.  Clin. 
Med.  ^885  (Sept.)  1955.  2.  Goldsmith,  J.  W.: 
Minnesota  Med.  40:99  (Feb.)  1957. 
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in  cases  of  tension 


(Reserpine,  Vale) 


. . . the  preferred  drug  where  anxiety  or  emotional  agitation 
must  be  controlled 


provides  sedation  without  hypnosis,  a sense 
of  relaxed  well  being  and  tranquility 

effects  a gradual  and  sustained  lowering  of 
elevated  blood  pressure  in  patients  with 
mild,  labile  or  essential  hypertension 


0.1  mg.  and  0.25  mg.  tablets  in  bottles  of  100, 
500  and  1000,  or  on  prescription  at  leading 
pharmacies 


KAUWOLFtA 

serpentin 

in  cases  of  hypertension 

Rauva.1" 

(Rauwoina  Serpentina,  Vale) 

. . . double  assayed  to  insure  optimal  therapeutic  effect 

tested  chemicidly  to  Insure  total  idkaloid  content 
tested  biotogteany  to  insnre  unitomi  hypotensive  action 

. . . ideal  therapy  In  labile  and  moderote  hyper- 
tension or  as  adjunctive  therapy  in  severe 
hypertension 

. . , achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquilization  with  prolonged 
effect  even  after  cessation  of  therapy 

supplied:  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY,  INC. 

Pharmaceuticals 


allentown,  pa. 
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Unusual  Antibacterial  and  Anti-infective  Properties — More  soluble  in  acid  urine* ...  higher  and 
Faetter  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.* 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.* 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYHEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references: 

1 Grteble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med, 
258:1-7,  1958 

2.  Editorial : Sew  England  J.  3/ed.  258 :48>49,  1958. 
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G-E  molded  cassettes  cost  less  — 

last  longer! 

Molded-rubber  frame  cushions  jolts,  keeps  front  and  back  of 
cassette  in  true  alignment.  Built-in  glass-fiber  pad  gently  squeezes 
screens  and  film  for  uniform  contact  always.  “Slide-easy”  latches 
release  at  light  finger  pressure,  resist  accidental  opening.  Molded- 
rubber  seal  prevents  entry  of  light.  Exclusive  rubber  hinge  — 
thoroughly  proved  in  ’/2-million  flexings  that  left  it  bonded  as 
firmly  as  at  time  of  manufacture! 


PRICES;  5x7— $14.00  61/2X  8y2-$16.50  8x10— $18.00 

7x17— $23.50  10x12— $20.00 


11x14— $23.25 
14x17— $25.25 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


DIRECT  FACTORY  BRANCHES 

BALTIMORE  PHILADELPHIA 

3012  Greenmount  Ave.  • HOpkins  7-5340  Hunting  Pk.  Ave.  at  Ridge  • BAldwin  5-7600 


FRAIM’S  DAIRIES 

PATRONIZE 

^900 

THE 

GOLDEN  GUERNSEY  MILK 

ADVERTISERS 

Wilmington,  Del.  Phone  6-8225 
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N0W...A  NEW  TREATMENT 


< 


CARDILATE 


THE  PROPHYLAII 


ANGINA  PEOiORIS 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

. . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

‘‘Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 


♦'Cardilate'  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS.  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe.  New  York 
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ORAL  (tablet  swallowed  whole) 

for  dependable  prophylaxis 

SUBUNGUAL-ORAL 

for  immediate  and 

sustained  relief 


TRADEMARK 


Of  ANGINA  PECTORIS 


NITROGLYCERIN - 

0.4  mg.  (1/150  gi’ain)  — acts  quickly 

CITRUS  "FLAVOR-TIMER"— 

signals  patient  when  to  swallow 

PENTAERYTHRITOL  TETRANITRATE- 

15  mg.  (1/4  grain)  — prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 


lABORATORICS  Niw  VOIK  II.  i 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 


CAPPEAU^S,  INC. 

PHARMACISTS 
Wilmington,  Del. 


AS  NEAR  AS  YOUR  TELEPHONE 


Delaware  Ave. 
& Dupont  St. 
Dial  OL  6-8537 


Ferris  Rd.  8. 
W.  Gilpin  Drive 
Willow  Ron 
WY  4-3701 


about 

46  CALORIES 

per  1 8 gram  slice 

A 


bread 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 


Baked  exclusively  FOR  YOU  by 


Und«r  Lic«nt«  By  Notional  Bokori  Sorvicot,  Inc.,  Chicogo 
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in  the 

Menopause 


triple  benefits 


first  relieves  apprehension,  anxiety  and  irritability 

second 


restores  endocrine  balance;  relieves  vasomotor 
and  metabolic  disturbances 


. I • T relaxes  skeletal  muscle;  relieves  low  back  pain, 
Xjllll*Cl  tension  headache 


WALLACE  LABORATORIES.  New  Brunswick,  N.  J. 


Each  tablet  contains: 

Milto-wTi  (meprobamate,  Wallace)  . . .400  mg. 
2-methyl -2-n-propyl*l,3-propanedioI  dicarbamate 

Conjugated  Estrogens  (equine) 0.4  mg. 

Supplied:  Bottles  of  60  tablets. 

Dosage:  1 tablet  t.i.d.  in  2t>day  courses 
with  one  week  rest  periods;  should  be 
adjusted  to  individual  requirements. 

Literature  and  samples  on  request 


Faster  rehabilitation  iiiK 


1 


Joint  Inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders— and  MEPROLONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide greater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antlrheu- 
matic-antiarthritic  agent. 


MEPROLONE-2  Is  Indicated  In  cases  of  severe  ft 
Involvement,  yet  often  leads  to  a reduction  of  ft 
steroid  dosage  because  of  its  muscle-relaxant  ft 
action.  When  involvement  Is  only  moderately  ft 
severe  or  mild,  MEPROLONE-1  may  be  Indicated.  ^ i|c 

SUPPLIED:  Multiple  Compressed  Tablets  In  ■ [4 
three  formulas  : MEPROLONE-2— 2.0  mg.  pred-  j 1 
nisolone,  200  mg.  meprobamate  and  200  mg.  ( 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
In  the  same  formula  as  MEPROLONE-2  (bot-  1 | 
ties  of  100).  MEPROLONE-5— 5.0  mg.  prednlso-  ' 

lone.  400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30).  ' 


MERCK  SHARP  & DOHME  Division  ot  MERCK  & CO.,  INC..  Philadelphia  1,  Pa.  msra 


liRheumatoicI  Arthritis 


multiple  compressed  tablets 


THE  FIRST  MEPROBAMATE-pREONISOCONE  THERAPY 


i 
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and  inflammation 

withBUFFERir 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.*) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (June  4)  1955. 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

900  Orange  Street 

513  Market  Street  723  Market  Street 

Fairfax  3002  Concord  Pike 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 
• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


i 


t 


JGHT  REDUCTION;  Obese  patients  ma)|  resist  dieting  becauscj  they  fear  Ipiing  the  eipotional  security  often  involved  in  overeating,  ambar  helps 
em  hold  the  diet  line  by  giving  them  a more  aler , brighter  outlook.  viIithout  jitters:  Methamphetamine,  a potent  CNS  augmenter,  pro- 
ices  less  cardiovascular  effect  than  amphetamine.  In  ambai^  it  is  combmfd  with  ju^t  enofjgh  phenobarbital  to  prevent  overstimulation,  ambar 
TENTABS  provide  10-12  hours  of  appetite  suppression  in  ohe  controll^dj-release,  kxtended-action  tablet:  methamphetamine  hydrochloride, 
1.0  mg.;  phenobarbital  (1  gr.)  64.8  mg.  ambar  tablets  for  conventioh<il  dosage  or  intermittent  therapy  contain  methamphetamine  hydro- 
toride,  3.33  mg.;  phenobarbital  (Vj  ^r.)  21.6  mg.  H.  robins  companyI  life.,  Richntond.j/irginia,  Ethical  Pharmaceuticals  of  Merit  Since  1878 


VEIGHT  REDUCTION  WITNOUTJITTERS  AMBAR  ■ 

I mr-tharriDhetannine  and  phenobarditai 

I ' ’ TABLETS  AND  EXTENTABS't) 
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• postoperatively 

• in  pregnancy  when 

vomiting  is  persistent 

• following  neurosurgical 

diagnostic  procedures 

• in  infections,  intra-abdominal 

disease,  and  carcinomatosis 


ANTIEMETIC  DOSAGE: 

Intravenous:  8 mg.  average  single  dose 
Dosage  range  2-10  mg. 

Intramuscular:  15  mg.  average  single  dose 
Dosage  range  5-15  mg. 

If  subsequent  parenteral  dose  is  needed, 
one-half  the  original  dose  will  usually  suffice 
Oral:  10-20  mg.  initially;  then  10  mg.  t.i.d. 

SUPPLY: 

Parenteral  solution  — 1 cc.  ampuls  (20mg./cc.) 
Oral  tablets  — 10  mg.,  26  mg.,  50  mg., 
in  bottles  of  50  and  500 


nausea 

and 


after  nitrogen  mustard  therapy 


Squibb  Triflupromazine 


• provides  prompt,  potent,  and  long-lasting  control 

• capable  of  depressing  the  gag  reflex 

• effective  in  cases  refractory  to  other  potent  antiemetic  agents 

• may  be  given  intravenously,  intramuscularly  and  orally 

• no  pain  or  irritation  on  injection 
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Alseroxylon  less  toxic  than  reserpine 
“...alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa* 
tions  on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958. 


Just  two  tablets 
at  bedtime 


Rauwiloid® 

(alseroxylon,  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  I mg.  and  olkovervir  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

aUeroRylon  1 mg.  end  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 
Initial  dose  V2  tablet  q.i.d. 


tos  ANGSUS 


Both  combinations  in  convenient  single-tablet  form. 


A desk  is  not  for  sleeping 


That’s  why  so  many  physicians  prescribe 
COMPAZINE^  for  working  patients  and 
others  who  require  a tranquilizing  agent 
which  won’t  impair  their  capacity  to  think 
clearly  and  function  normally. 

For  all-day  (or  all-night)  therapeutic  effect  with  a single  oral  dose:  ‘Compazine’ 
Spansiilet  capsules.  Also  available:  Tablets,  Ampuls,  Multiple  dose  vials,  Syrup 
and  Suppositories. 

Smith  Kline  & French  Laboratories,  Philadelphia 

pioneers  in  psychopharrnacology 

*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F. 
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QUAilTT  asSIAtCM  INTtCailT 


Antacid  therapy  in  the  best  of  taste 


LIQUID 


(Magnesium  Trisiticate  and  Colloidal  Aluminum  Hydroxide,  Lilly) 


Combines  palatability  with  effectiveness 


In  12-ounce  bottles  at  pharmacies  everywhere 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.S.A. 


POSITIVE 
RESULTS  AGAINST  MANY 
GRAM-NEGATIVE  INVADERS 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Gram-negative  organisms,  involved  in  many  stubborn  infections,  dem- 
onstrate high  in  vitro  sensitivity  to  CHLOROMYCETIN^'® 

The  efficacy  of  CHLOROMYCETIN  against  these  troublesome  invad- 
ers is  borne  out  in  vivo  in  such  infections  as  infantile  gastroenteritis,® 
urinary  tract  infections,^®  the  septicemic  and  focal  forms  of  salmonel- 
losis,^^ and  Friedlander’s  pneumonia^- 

CHLOROMYCETIN  is  available  in  a variety  of  forms,  including  Kapseals,®  of 
250  mg.,  bottles  of  16  and  100. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic  agent 
and,  because  certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore, 
as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  (1)  Schneierson,  S.  S.:  J.  Mt.  Sinai  Hasp.  25:.52,  1958.  (2)  Waishren,  B.  A.: 
Wisconsin  M.  J.  57 :89,  1958.  (3)  Ritts,  R.  E.,  Jr.;  Mao,  E II.,  & Eavour,  C.  B.,in  \Wldi,  H., 
& Marti-Ibancz,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc., 
1958,  p.  774.  (4)  Rhoads,  E S.:  Postgrad.  Med.  21  ;563, 1957.  (5)  Roy,  T.  E.;  Collins,  A.  M.; 
Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J.  77:844,  1957.  (6)  Ha.senclcvcr,  H.  E: 
J.  hnea  M.  Soc.  47:136,  1957.  (7)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159, 
1957.  (8)  Waishren,  B.  A.,  & Strclitzcr,  G.  L.:  Arch.  Int.  Med.  99:744,  1957.  (9)  Dcrliani, 
R.  J.,  & Rogerson,  M.  M.;  J.  Dis.  Child.  93:113,  1957.  (10)  Murpliy,  J.  J.,  & Rattncr,  W.  H.: 
J.A.M.A.  166:616,  1958.  (11)  Rabc,  E.  E:  Peniuijhania  M.  }.  61:209,  1958.  (12)  Rosen- 
thal, I.  M.:  GP  17:77  (March)  1958. 
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IN  VITRO  SENSITIVITY  OF  SEVEN  GRAM-NEGATIVE  PATHOGENS 
TO  CHLOROMYCETIN  ANO  TO  ANOTHER  WIDELY  USED  ANTIBIOTIC* 
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ESCHERICHIA  COLI 


CHLOROMYCETIN  82.8% 


ANTIBIOTIC  A 58.9% 


AEROBACTER  AEROGENES 


CHLOROMYCETIN  66.5% 


ANTIBIOTIC  A 32.4% 


BACILLUS  PROTEUS 


CHLOROMYCETIN  72.6% 


ANTIBIOTIC  A 5.0% 


B.  PYOCYANEUS 


SALMONELLA 


CHLOROMYCETIN  92.3% 
ANTIBIOTIC  A 91.7% 


B.  ALKALIGENES  FECALIS 


1 


CHLOROMYCETIN 


57.1% 

ANTIBIOTIC  A 


75.0% 


B.  FRIEDLANDER 
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TYPICAL  IMFERON  RESPONSES 


INTRAMUSCULAR  IRON-OEXTRAN  COMPLEX 


CHRONIC.BLOOD.LOSS: 


<« 


"...this  patient  did  norrTceTve  any  transfusion  of  blood  or 
any  hematinic  other  than  the  intramuscular  dose  of  iron.  His 
initial  concentration  of  hemoglobin  measured  5.8  gm.  per 
100  cc.  of  blood  and  in  spite  of  operation  [hemorrhoidectomy] 
and  further  loss  o^blood  Qe  concentration  increasec^to  ^ 
12.2  gm.  within  less  than  3 weeks.  Concomitantly  with  the 
hematologic  improvement  there  was  clinical  improvement 
and  subsidence  of  the  initial  primary  symptoms  [unusual 
fatigability:  dyspnea,  palpitation  on  exertion]."^ 


INTOLERANCE  TO  ORAL  IRON: 


"...she  had  an  excellent  response  with  a reticulocyte  peak 
of  5.3  per  cent  on  the  seventh  day,  and  a complete  disap- 
pearance of  the  anemia  and  conversion  from  hypochromic 
to  normochromic  cells  by  the  end  of  two  months.  She  expe- 
rienced remarkable  improvement  in  pep  and  sense  of  well- 
being coincident  with  the  alleviation  of  her  anemia.'’^ 

D 

(1)  Hagedorn,  A.  B.:  Proc.  Staff  Meet.  Mayo  Clin.  32:705  (Dec.  11)  1957. 

(2)  Best,  W.  R.;  Louis,  J.,  and  Limarzi,  L.  R.:  M.  Clin.  North  America 
(Jan.)  1958,  p.  3. 

Supplied:  2-cc.  and  5-cc.  ampuls,  boxes  of  4.  Physician’s  directions  in 
every  box.  There  are  50  mg.  of  elemental  iron  per  cc.  Request  brochure. 
NDA  17,  Imferon.  O 

IMFERON®  is  distributed  by  Lakeside  Laboratories,  Inc.,  under  license 
from  Benger  Laboratories,  Limited. 
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of  infant  feeding 

Standard  one-formula  mixture 


Normal  infant  nutrition  requires  approxi- 
mately 50  calories  per  pound  of  weight.  Caloric 
distribution  should  be  about  15%  from  pro- 
tein, 50%  from  carbohydrates  and  35%  from 
fat  as  formulated  for  the  mixtures  in  the 
tables  below. 

For  young  infants,  a favorable  hospital  for- 
mula consists  of  a milk  and  Karo  Syrup 
mixture,  isocaloric  with  human  milk,  e.g.  20 
calories  per  ounce. 

WHOLE  MILK  FORMULA 


FORMULA 

OZ. 

TOTAL 

CALORIES 

CARB. 

CAL. 

FAT 

CAL. 

PROT, 

CAL. 

Whole  milk 

24 

480 

5% 

36% 

14% 

Water 

22 

— 

— 

— 

Karo  Syrup 

IV2 

180 

45% 

— 

— 

EVAPORATED  MILK  FORMULA 

FORMULA 

OZ. 

TOTAL 

CALORIES 

CARB. 

CAL. 

FAT 

CAL. 

PROT. 

CAL. 

Evaporated  milk 

11 

484 

5% 

36% 

14% 

Water 

22 

— 

— 

— 

— 

Karo  Syrup 

IV2 

180 

45% 

— 

— 

An  infant  will  usually  take  2 to  3 ounces  more 
than  his  age  in  months  at  3 to  4 hour  intervals 
to  satisfy  his  appetite  and  nutritional  needs. 
It  is  psychologically  unwise  to  force  prescribed 
amounts.  Normally,  the  gain  in  weight  of  6 
to  8 ounces  a week  during  the  earlier  months 
gradually  diminishes  to  3 to  4 ounces  a week 
by  the  end  of  the  first  year.  The  standard 
one-formula  mixture  not  only  provides  ade- 
quate nutrition  when  vitamin  supplements 
are  added;  it  also  provides  educational  oppor- 
tunities to  prevent  feeding  problems. 


ADVANTAGES  OF  KARO®  SYRUP  IN  INFANT  FEEDING 

Compost tion:  Karo  Syrup  is  a 
superior  dextrin-maltose-dextrose 
mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rap- 
idly transformed  into  dextrose  which 
requires  no  digestion. 

Concentration:  Volume  for  vol- 
ume Karo  Syrup  furnishes  twice  as 
many  calories  as  similar  milk  modi- 
fiers in  powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and 
devoid  of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5 
as  much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians— Book  of 

Infant  Feeding  Formulas  with  con- 
venient schedule  pads.  Write:  Karo 
Infant  Feeding  Guide,  Box  280,  New 
York  46,  N.  Y. 
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IN  DEBILITATING  DISEASE 


Patients  receiving 

NILEVAK 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolonc)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear: 

Underweight  —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet. . . . More  ambition 
while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Burn  — “. . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.  and  ampuls 
of  25  mg.  (1  cc.). 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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25^  Bottle  of  48  tablets  {Hi  grs.  each). 

]Ve  will  be  pleased  to  send  samples  an  request. 

THE  BAYER  COMPANY  DIVISION  ol  Sterling  D.ug  Inc.  1450  Broadway,  New  York  18.  N.  Y. 
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GOUT-THE  DIAGNOSTIC  PROBLEM 

Clinical  “curiosity”  rather  than 
clinical  “instinct”  is  the  key 
to  accurate  diagnosis  of  jrout. 
Visible  manifestations  may  not 
appear  until  late  in  the  course 
of  the  disease.  Moreover,  the 
patient’s  description  of  the  pain 
and  the  site  of  the  pain  may  not 
differ  markedly  from  other 
articular  disorders. 

THE  FOLLOWING  FINDINGS  ARE  HIGHLY 
INDICATIVE  OF  GOUT:  (1)  Tophaceous 
deposiis  resulting  in  irregular, 
asymmetrical  deformity  of  joints; 
(2)  Elevated  serum  uric  acid  levels 
(above  6 mg.%) ; (3)  Pain  relief 
iciili  colchicine.  When  findings  sug- 
gest gout,  therapy  with  ‘Benemid’ 
should  be  started  immediately. 

BENEMIDS-AN  EFFECTIVE  URICOSURIC 
AGENT 

‘Benemid’  is  firmly  established 
as  an  effective  and  exceptionally  safe 
uricosuric  agent.  ‘Benemid’ 
approximately  doubles  the 
excretion  of  uric  acid;  reduces 
serum  uric  acid  levels  toward 
normal ; often  prevents  formation 
of  new  tophi,  and  gradually 
mobilizes  existing  uric  acid 
deposits;  minimizes  incidence  and 
severity  of  future  attacks. 

‘Benemid’  is  of  remarkably  low 
toxicity — usually  so  low  as  to  be 
clinically  insignificant— even  in 
patients  who  have  been 
on  uninterrupted  therapy  for  almost 
a decade.  The  uricosuric  effects 
of  salicylates  and  ‘Benemid’  are 
mutually  antagonistic  and  these 
compounds  should  not  be 
used  together. 


RECOMMENDED  DOSAGE:  0.25  Gm. 

(V2  tablet)  twice  daily  for  one  week 
followed  by  1 Gm.  (2  tablets)  daily 
in  divided  doses. 

MERCK  SHARP  & DOHME 

PROBENECID 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  I,  PA. 


BENEMID 


A SPECIFIC  FOR  GOUT 


Benemid  is  a trade-mark  of  Merck  & Co.,  Inc, 
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• postoperatively 

• in  pregnancy  when 

vomiting  is  persistent 

• following  neurosurgical 

diagnostic  procedures 

• in  infections,  intra-abdominal 

disease,  and  carcinomatosis 

• after  nitrogen  mustard  therapy 


for 
nausea 
and  vomiting 


Squibb  Triflupromazine 


• provides  prompt,  potent,  and  long-lasting  control 

• capable  of  depressing  the  gag  reflex 

• effective  in  cases  refractory  to  other  potent  antiemetic  agents 

• may  be  given  intravenously,  intramuscularly  and  orally 

• no  pain  or  irritation  on  injection 


ANTIEMETIC  DOSAGE: 

Intravenous:  8 mg.  average  single  dose 
Dosage  range  2-10  mg. 

Intramuscular:  15  mg.  average  single  dose 
Dosage  range  5-15  mg. 

If  subsequent  parenteral  dose  is  needed, 
one-half  the  original  dose  will  usually  suflice 
Oral:  10-20  mg.  initially;  then  10  mg.  t.i.d. 

SUPPLY: 

Parenteral  solution  — 1 cc.  ampuls  (20mg./cc.) 
Oral  tablets  — 10  mg.,  25  mg.,  50  mg., 
in  bottles  of  50  and  500 


Squibb 


Squibb  Quality  - The  Priceless  Ingredient 


TAKE  A NEW  LOOK  AT  FOOD 
ALLERGENS -TAKE  A LOOK 

A ^ ^ ^ "W"  y -w— ^ -y  -«  y '«  ^ 1 A T 1 — ^ food— source  ol  highly  potent  allergens.  Typical  are; 

/\  I I lj  A /\  / I A I /■  Ij  I /\  Ij  lobster;  tuna:  sturgeon  roe:  lish  oil  used  toprepare  leather, 

r-\  I I ^1  ■'  . y I J I I I ■’  . I I ^1  ■’  chamols.soaps:  cuttlefish  bone  (orpolishing  materiat 

A ^ A d T T ^ JA  A ▼ ,,A.  JL — ^ m A A ^ ^ and  tooth  powder;  glues  made  from  lish  products. 


In  a recent  140-patient  study*  dimetane  gave  "more  relief  or  was  superior  to  other  anti- 
histamines," in  63,  or  45%  of  a group  manifesting  a variety  of  allergic  conditions.  Gave 
good  to  excellent  results  in  87%.  Was  well  tolerated  in  92%.  Only  11  patients  (8%) 
I experienced  any  side  reactions  and  5 of  these  could  not  tolerate  any  antihistamines. 


(DIMETANE  Extcntabs  (12  mg.  each,  coated)  provide  antihista- 
( mine  effects  daylong  or  nightlong  for  10-12  hours.  Tablets 
(4  mg.  each,  scored)  or  plcasant-tasting  Elixir  (2  fng./5  cc.) 
may  be  prescribed  t.i.d.  or  q.i.d.,  or  as  supple- 
mentary  dosage  to  Extentabs  in  acute  allergic 
situations.  A.  H.  ROBINS  CO.,  INC.,  Richmond 
20,  Virginia.  Ethical  Pharmaceuticals  of  Merit  Since  1878. 


EXTENTABS®  • TABLETS  • ELIXIR 
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1 


Ladeez  and  gentlemen: 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 

no  drip,  no  waste, 
no  sticky  bottle. 


VTTERRA®  PEDIATRIC 


learn  all  about  new  viteera  pediatric, 
a good  supplement 
in  a great  new  package. 


5 On  your  right, 
see  Flo-pack’s  tight 
seal.  No  risk  of 
contamination. 


\ ''O  \ 

\ / £t  First,  \ 

^ see  what  happens  when  N 

you  push  the  metered  plunger. ' 


each  0.6  cc.  contains; 


M D Rt 


Infants 

Children 

U.S.P.  Units 

333% 

167% 

U.S.P.  Units 

250% 

250%  < 

1 mg. 

400% 

133% 

1 mg. 

167% 

110% 

1 mg. 

tt 

tt 

1 meg. 

tt 

tt 

50  mg. 

500% 

250% 

10  mg. 
2 mg. 

200% 

133% 

6 Let’s  take  a minute 
to  admire  the  formula. 


C (Ascorbic  Acid) 

Niacinamide 
Panthenol 

In  a d-sorbitol  base  for  better  vitamins,  a absorption 
ttMinimum  dally  requirement  has  not  been  estab- 
lished. 

DOSAGE;  0.6  cc.  or  as  directed  by  physician. 

in  50  cc.  bottles  ^ 

no  refrigeration  needed  ® 


7 That  means 
no  hot-weather 
loss  of  potency 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
viterra  pediatric.  How  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA  PEDIATRIC 

Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoil- 
age or  leakage  disappear  with  viterra  pediatric’s 
new  metered  Flo-pack.  Why  not  consider  these  ad- 
vantages when  you  recommend  a vitamin  supplement? 


S METERED 
FLO-PACK 
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in  all 
diarrheas 


CREMOMYCN 


r.ULFASU  XI  DINE®— PECTIN — KAOLIN — NEOMYCIN  SUSPENSION 


regardless  of 
etiology 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA, 


Cremomycin  and  Sulfasuxidine  are  trademarks  of  Merck  & Co.,  Inc. 


tension  ana  cbhtrols  G. 


& 


Meprobamate  with  PathiloN®  Leder 


NAM  ID  COMPANY,  PEARL  RIVER.  NE.W  YORK 


sao] 


'E 


Qjricj 


beat 


iQJe 
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for  "Syndromatic”  Control  of  ® ^ * 

the  Common  Cold  and  Allergic  Rhinitis 


Neo-Synephrine  now  has  three  complementary  compounds  added  to  its  own  depend- 
able, decongestive  action  for  more  complete  control  of  the  common  cold  syndrome. 

The  "syndromatic"  action  of  Neo-Synephrine  Compound  Cold  Tablets  brings  new  and 
greater  effectiveness  to  the  treatment  of  the  common  cold  syndrome. 


protection..  .through  the  full  range  of  common  cold  symptoms 


h 


Each  tablet  contains: 


NASAL  STUFFINESS,  TIGHTNESS,  RHINORRHEA 


NEO-SYNEPHRINE  HCI  5 mg First  choice  in  decongestants  for  its  mild  but  durable 

action  and  excellent  tolerance. 


ACHES,  CHILLS,  FEVER 


ACETAMINOPHEN  150  mg Dependable  analgesic  and  antipyretic 


RHINORRHEA,  ALLERGIC  MANIFESTATIONS 


THENFADIL®  HCI  7.5  mg Effective  antihistaminic  to  relieve  rhinorrhea  and 

enhance  mucosal  resistance  to  allergic  complications. 


LASSITUDE,  MALAISE,  MENTAL  DEPRESSION 


CAFFEINE  15  mg. 


DOSE:  Adults:  2 tablets  three  times  daily. 

Children  6 to  12  years:  1 tablet  three  times  daily. 


Bottles  of  20  and  100  tablets. 


Neo-Synephrln»  (brand  of  phenylephrine) 
and  Thenfadil  (brand  of  thenyidiamine), 
Irademarki  reg.  U.S.  Pot.  Off. 


Skitkmb™.  1958 
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p- 


-44-M  I M I I J ! ' 


-M  I I 1 U • t-l 


4- 


new 

1p— nONOVNCtP  TAV-O 

lao 

Capsules  / Oral  Suspension 

designed 
for 
I effective^ 
control  of 
common 
gram- 
positive 
infections 


adults 
172  (80%) 
28  (13%) 
17  (7%) 


children 
148  (89%) 
8(5%) 
11  (6%) 


all  Staph 
infections 
71  (88%) 
7(9%) 
3(3%) 


Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci,  Hemophilus  influenzae. 


Per  cent  of  "antibiotic-resistant’’  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.i 


(b)  children 
Total -0.6% 

(1  out  of  167) 

Skin  rash  — none 
Gastrointestinal  — 
0.6%  (1  out  of  167) 


NEW  YORK  17,  i\.  r. 


Divblga,  CltU.  flbM  a C«,  tac. 


tCIINCt  f0» 
TMtWMLO** 


REACTIONS: 

(a)  adults 
Total-9.2% 

(20  out  of  217) 

Skin  rash— 1.4% 

^ (3  out  of  217) 

Gastrointestinal  — 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


stability  in  gastric  acid  • rapid,  high  and  sus- 
'tained  blood  levels  • high  urinary  concentrations 
' outstanding  palatability  in  a liquid  preparation 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules— 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Ciin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  0.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 
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Grade 


BIOOO 

PRESSURE 


RlTINOPATHY 


J Grade  I 
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Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients."  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide."  . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,' in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) " 

Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M  A 166:137 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  'The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
cornbined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far)  and 
(4)  effectiveness  with  simple  'rule  of  thumb’  oral  dosage  schedules." 


In  "Chlorothiazide;  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R,  W.;  Boston  Med.  Quart.  8: 1,  September,  19 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1.  Pa. 


as  simple  asJ-2>~3 


1 

2 
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INITIATE  THERAPY  WITH  'DIURIL*. 

mg.  twice  a day  to  500  mg.  three  times  a day. 


'oiURiL'  is  given  in  a dosage  range  of  from  250 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  dosage  of  other  antihypertensive  medication 
(reserpine,  verafrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 


SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  IjOOO. 

'DIURIL'  is  a trade-mark  of  Merck  & Co..  Inc. 


Tiooth,  more  trouble-free  management  of  hypertension  with  'DiURiU 


plus  the  higher  blood  levels  of  potassium  penicillin  V 


Now,  for  oral  administration,  Compocillix-\’K 
■ Granules  offer  you  a solution  of  potassium  pen- 
icillin V.  Developed  by  Abbott  Laboratories, 
the  granules  are  dry  and  easily  reconstituted 
with  water. 

The  clear,  red  solution  has  a fresh,  cherry 
flavor,  is  taste-tested  and  is  well-accepted  by 
patients.  .And  they’ll  get  those  high  potassium 
► penicillin  blood  levels  (note  chart). 

Co.MPOciLLiN-\  K is  indicated  for  all  infec- 
I tions  susceptible  to  oral  penicillin  therapy.  .Also, 
[ in  treating  recurring  rheumatic  fever  and  in 
I managing  rheumatic  carditis.  Compocillin-VK 
may  be  used  in  counteracting  complications 
from  severe  viral  attacks. 


The  initial  recommended  dose:  In  acute  infec- 
tions, the  range  is  from  125  mg.  (200,000  units) 
three  times  daily  to  250  mg.  (400,000  units) 
every  four  hours.  For  young  children,  the  adult 
dose  may  be  reduced  in  proportion  to  age  and 
weight.  For  prophylactic  use,  125  mg.  (200,000 
units)  may  be  administered  once  or  twice  daily. 

Compocillin-\'K  Granules  for  Oral  Solution 
come  in  40-cc.  and  80-cc.  bottles.  Each  5-cc. 
teaspoon  of  the  reconstituted  solution  repre- 
sents 125  mg.  (200 ,(X)0  units)  of  potassium  peni- 
cillin V.  The  dry  granules  stay  stable  under  or- 
dinary room  temperatures.  When  reconstituted, 
the  solution  will  remain  potent 
for  two  weeks  under  refrigeration.  LUMjXHL 
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diagnosis:  hypertension,  moderate  to  severe 


prescribed: 


(Rauwoltia  Serpentina  and  Protoveratrines  A & B Combined) 


becausenmmeiiratr  lowering  of  blood  pressure  is  imperative 


it 

Rauwolfia  Serpentina's  gradual  Iranquilizing  and  pro- 
longed hypofenjive  effect  combines  with  foster-acting, 
more  potent  Profoverotrine  for  effective  fheropy  with  o 
minimum  of  risk.  Each  of  the  agents  appears  to  poten- 
tiate the  other's  hypotensive  activity  and  produce  ben- 
eficial vasodilitation,  without  ganglionic  or  adrenergic 
blockade  . . . without  direct  smooth  muscle  depression 
and  without  deranging  those  mechanisms  which  control 
blood  distribution  and  which  normally  prevent  postural 
hypotension. 

Relief  of  symptoms  is  produced  rapidly,  blood  pressure 
is  lowered  and  tranquility  ensues  . . . with  a minimum 
of  side  effects. 


supplied:  in  bottles  of  100  and  1000  tablets,  each  contarning  50  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratrines  A and  B (the  chemically 
standardized  alkaloid  of  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 


YALE)  the  vale  chemical  company,  INC.  allenlown,  pa. 


Pharmaceuticals 


'Trade  Mark 
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Low 

Dosage 


Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  acid  urine' ...  higher  and 
’’jf^tter  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.^ 


Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.'' 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  IHDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  grains)  of  sulfEimethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references : 

1 Grieble,  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Med, 
258:1-7,  1958 

2.  Editorial:  New  England  J.  Med,  258:48-49,  1958. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
♦Reg.  U S.  Pat.  Off. 
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For  every  topical  indication, 
a Burroughs  Wellcome  ‘SPORIH’. . . 


CORTISPORIN 


brand  OINTMENT 


■ ® Combines  the  anti- 
' inflammatory  efiect 

of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Ointment:  Tubes  of  K oz.  and  oz.  (with  applicator  tip)  for  ophthalmic  or 
dermatologic  application. 

Otic  Drops  : Bottles  of  5 cc.  with  sterile  dropper. 


Ointment;  Tubes  of  M and  1 oz.  and  tubes  of  H oz.  with  ophthalmic  tip. 
Ophthalmic  Solction;  Bottles  of  10  cc.  with  sterile  dropper. 

U rui  3 Lotion  ; Plastic  squeeze  bottles  of  20  cc. 
n tn  J Powder  : Shaker-top  bottles  of  10  Gm. 


Ointment;  Tubes  of  M oz.,  1 oz.  and  H oz.  (ophthalmic  tip). 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Raise  the  Pain  Threshold 


WITH  MAXIMUM  SAFE  ANALGESIA 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  Vs  gr.(16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Vi  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 
Alto  — 

PHENAPHEN  in  each  capsule 

Acetylsalicylic  Acid  2*/^  gr.  . (162  mg.) 

Phenacetin  3 gr (194  mg.) 

Phenobarbital  V4  gr (16.2  mg.) 

Hyoscyamine  sulfate (0.031  mg.) 


•ins 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
Ethical  Pharmaceuticals  of  Merit  since  1878 
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For  Speedier  Return  to  Normal  Nutrition 


in  Inflammatory  Conditions 
of  the  Colon 

T^he  physiologic  depletion  accompanying  acute  infectious 
and  inflammatory  conditions  of  the  bowel  makes  replacement 
therapy  the  key  to  nutritional  rehabilitation. 

In  addition  to  the  loss  of  important  electrolytes,  such  as 
potassium  and  sodium,  large  amounts  of  protein  are  lost  in 
the  fluid,  blood  and  exudate  from  the  bowel.  In  the  acute 
state  of  such  affections,  utilization  of  what  protein  can  be 
ingested  is  further  affected  by  increased  protein  catabolism 
and  by  impairment  of  certain  hepatic  functions. 

Dietary  rehabilitation  must  be  carried  out  within  the 
framework  of  a diet  restricted  in  flber  and  in  irritating  sub- 
stances. Foods  allowed  must  be  easily  digested  and  appetiz- 
ingly  and  attractively  prepared  to  encourage  eating. 

Tender  lean  meats — finely  ground  in  the  initial  diet  and 
later  served  in  a wide  variety  of  appealing  ways — can  be  an 
important  source  of  the  protein  and  minerals  required  by  the 
convalescing  patient. 

Meat  fits  admirably  into  the  requirements  of  the  per- 
mitted diet  not  only  because  of  its  taste,  digestibility,  and 
physical  characteristics,  but  also  because  of  its  contribution 
of  high  quality  protein,  the  minerals  potassium,  iron,  phos- 
phorous, sodium,  and  magnesium,  and  all  the  known  B 
vitamins. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 


you  and  your  patient 

can  see  the  improvement 


with 


METIMYD 


Ophthalmic  Suspension 

prednisolone,  0.5%, 

plus  sulfacetamide  sodium,  10% 

Ointment  with  Neomycin,  0.25% 


in  blepharitis, 
conjunctivitis, 
episcleritis, 
keratitis, 
meibomitis 
and  other 
external  eye 
conditions 


prednisolone  effectively  checks 
inflammation  and  allergy 
sulfacetamide  sodium,  with  its  wide-spectrum 
antibacterial  range,  controls  infections 
caused  by  common  eye  pathogens 
addition  of  neomycin  sulfate  to  prednisolone 
and  sulfacetamide  sodium  in  Metimyd  Ointment 
broadens  the  antibacterial  spectrum;  the  ointment 
also  assures  sustained  therapeutic  action  during  the  night 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


UM-J-179 
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Provides  tlierapeutic  quantities  of  all  known  hematinic  factors 


Potent  ‘Trinsicon’  offers  complete 
and  convenient  anemia  therapy 
plus  maximum  absorption  and  tol- 
erance. Just  two  Pulvules  ‘Trinsi- 
con’ daily  produce  a standard  re- 
sponse in  the  average  uncomplicated 
case  of  pernicious  anemia  (and  re- 
lated megaloblastic  anemias)  and 
provide  at  least  an  average  dose  of 


iron  for  hypochromic  anemias,  in- 
cluding nutritional  deficiency  types. 
The  intrinsic  factor  in  the  ‘Trinsi- 
con’ formula  enhances  (does  not 
inhibit)  vitamin  B 12  absorption. 

Available  in  bottles  of  60  and 
500  at  pharmacies  everywhere. 

•‘Trinsicon*  (Hematinic  Concentrate  with  Intrinsic  Factor, 
Lilly) 


• INDIANAPOLIS  6,  INDIANA.  U.S.A. 


ELI  LILLY  AND  COMPANY 
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L.  Katzenstein,  L.  P.  Lang,  J.  C.  Pierson, 
H.  L.  Reed,  R.  D.  Sanders,  E.  H.  Nutter, 

T.  B.  Strange,  L.  W.  Whitney. 

Alternates  (1958):  H.  M,  Baganz,  M. 
E.  Conrad,  J.  B.  Dukes,  D.  G.  Durham, 

K.  L.  Esterly,  J.  J.  Gilday,  E.  R.  Gross. 

J.  F.  Hughes,  R.  R.  Hillyard,  C.  M. 
Karpinski,  M.  Keyset,  W.  H.  IGatka.  J. 

T.  Metzger,  W.  W.  Moore,  K.  S.  Rus- 
sell, C.  H.  Smith,  B.  R.  Vincent. 


Delegates  (1959):  J-  VC'.  Abbiss,  L.  V. 
Anderson,  J.  W.  Barnhart.  G.  A.  Beatty, 

D.  D.  Burch,  J.  V.  Casella,  R.  L.  Dewees, 

E.  F.  Fantazier,  A.  J.  Fleming,  J.  H. 
Furlong.  Jr.,  J.  J.  Graff,  A.  J.  Heather, 

F.  A.  Jones,  D.  J.  King,  T.  H.  Pennock, 
E.  S.  Resnick.  E.  J.  Szatkowski. 

Alternates  (1959):  R.  E.  Allen.  J.  R. 
Beck.  J.  F.  Flanders.  M.  B.  Forman,  E. 
Y.  Gledhill,  M.  Goleburn,  W.  T.  Hall, 
A.  L.  Ingram,  Jr.,  E.  N.  Johnson,  S.  T. 
Miller.  A.  J.  Morris,  E.  T.  O'Donnell, 
D.  Platt.  H.  S.  Rafal,  W.  T.  Reardon, 
H.  J.  Renman,  Jr.,  H.  P.  Sortman. 

Woman's  Auxiliary 
Mrs.  j.  W.  Alden,  Jr.,  President 
Mrs.  I.  J.  Davolos.  President-Elect 
Mrs.  E.  T,  O'Donnell.  Vice-President 
Mrs.  E.  Y.  Gledhill.  Secretary 
Mrs.  L.  VC'.  Whitney,  Treasurer 

KENT  COUNTY  MEDICAL 
SOCIETY 

.Meets  Second  Sunday 
J.  R.  McNinch,  President 
J.  F.  Hays,  Vice-President 
R.  J.  Bishoff,  Secretary-Treasurer 

Councilors:  J.  R.  Fox  (1958);  O.  J. 
Poliak  (1959). 

Delegates:  R.  J.  Bishoff  (1958);  G.  R. 


Spong  (1958);  E.  S.  Dennis  (1959);  J-  J- 
Lazzeri  (1959). 

Alternates:  J.  R.  McNinch  (1958);  E. 
H.  Mercer,  Jr.  (1959);  R-  W.  Comegys 
(1959). 

Woman's  Auxiliary 
Mrs.  O.  j.  Pollak,  President 
Mrs.  j.  R.  McNinch.  Secretary 
Mrs.  j.  a.  Kreiger,  Treasurer 

SUSSEX  COUNTY  MEDICAL 
SOCIETY 

/Meets  Second  Thursday 
J-  B.  Homan,  President 
James  Beebe,  Jr..  Vice-President 
Felix  Mick,  Secretary-Treasurer 

Councilors:  J.  E.  Marvil  (1958);  L.  M. 
Dobson  (1959). 

Delegates:  J.  W.  Lynch  (1958);  A.  H. 
VC'illiams  (1958);  O.  A.  James  (1959); 
P.  C.  Trickett  (1959). 

Alternates:  C.  G.  Pierce,  Jr.  (1958); 
C.  C.  Gray  (1958);  J.  C.  Rawlings 
(1958);  J.  A.  Elliott  (1959);  T.  J.  Tobin 
(1959);  R.  L.  Klingel  (1959). 

Woman’s  Auxiliary 
Mrs.  W.  B.  Cooper,  Jr.,  President 
Mrs.  L.  M.  Dobso.n,  Vice-President 
Mrs.  j.  P.  White,  III,  Secretary 
Mrs.  A.  C.  Smoot,  Jr..  Treasurer 
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Current  events  not  only  swirl  around  us 
but  also  involve  us.  As  doctors  we  cannot 
get  away  from  them  by  claiming  that  our 
only  interest  is  in  the  sick,  and  that  we 
cannot  be  bothered  by  political,  social  and 
economic  problems.  Certainly  we  must  be 
interested  in  what  is  happening  in  our  own 
area  of  health  and  medical  affairs.  We  are 
in  a social  revolution  in  which  the  govern- 
ment and  the  medical  profession  are  drawn 
closely  together.  There  is  an  area  of  legita- 
mate  concern  by  the  government  for  the 
health  and  welfare  of  the  people,  but  each 
year  the  government  seems  to  extend  that 
area.  Let  us  look  at  a few  figures  from 
the  American  Medical  Association’s  Wash- 
ington office. 

This  year  the  average  family  will  pay 
$54.61  for  the  United  States  government’s 
health  and  medical  activities.  Total  ex- 
penditures in  1956  amounted  to  $2,500,000,- 
000  or  $290,000,000  more  than  last  year. 
It  was  $500,000,000  dollars  more  than  the 
Agriculture  Department  budget.  Many  ex- 
penditures are  necessary  and  desirable  to 
keep  up  our  public  health  standards.  Money 
spent  for  research  may  pay  rich  dividends 
in  the  future,  but  it  seems  that  money  is 
spent  on  medical  activties  in  which  the 
government  should  not  participate  at  all. 

I shall  examine  briefly  some  of  these  ac- 
tivities. I will  not  use  American  Medical 
Association  reports  but  will  summarize  The 
Report  of  the  Hoover  Commission  on  Or- 
ganization of  the  Executive  Branch  of  the 
Government.  The  Hoover  task  force  re- 
viewed all  federal  medical  services  and 
found  waste  which  could  be  prevented  and 

•Delivered  at  the  Annual  Meeting,  1957. 


suggested  that  greater  efficiency  could  be 
obtained.  Of  the  16  members  of  the  task 
force  12  are  veterans. 

Almost  one  out  of  every  four  persons 
(including  over  22  million  veterans)  is  eligi- 
ble to  receive  at  no  cost  some  medical  care 
from  the  federal  government.  The  most 
alarming  problem  in  federal  medical  services 
is  in  the  care  of  veterans  with  non-service 
connected  disabilities.  This  is  the  largest 
single  mechanism  that  could  bring  about 
government  controlled,  taxpaid,  medical 
care  for  the  entire  population. 

The  original  motive  of  the  veterans  medi- 
cal program  was  to  provide  care  for  a vet- 
eran who  became  disabled  in  the  course  of 
service  to  his  country.  Over  the  past  34 
years,  however,  it  has  developed  into  pro- 
viding care  for  veterans  with  disabilities 
that  occur  after  discharge  and  have  no  re- 
lation to  military  duty. 

The  first  medical  benefits  for  veterans 
were  authorized  by  Congress  in  1917.  In 

1923,  some  beds  being  vacant,  it  authorized 
care  for  certain  Spanish-American  War, 
Phillipine  Insurrection  and  Boxer  Rebellion 
veterans  with  neuropsychiatric  or  tubercu- 
lous diseases  whether  service  connected  or 
not.  This  step  soon  required  construction 
of  additional  hospital  facilities.  Acts  in 

1924,  1933  and  1934  made  more  liberalized 
provision. 

By  the  end  of  1954  the  Veteran’s  Ad- 
ministration had  170  hospitals,  not  in- 
cluding contract  hospitals,  with  more  than 
123,000  constructed  beds  and  admissions 
of  non-service  conected  cases  were  almost 
85%  of  the  total.  Three-fourths  of  these 
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non-service  connected  cases  were  for  medi- 
cal and  surgical  conditions  as  distinguished 
from  neuropsychiatric  and  tuberculous 
diseases. 

During  the  past  20  years  the  number  of 
Veterans’  Administration  beds  has  tripled 
and  the  number  of  cases  treated  each  year 
has  increased  from  seven  to  eight  times. 
The  annual  cost  has  increased  more  than  20 
times  over  and  is  fast  approaching  the  bil- 
lion mark.  Of  the  22,000,000  veterans  only 
3,500,000  have  a service  connected  disabil- 
ity and  most  of  these  no  longer  require  hos- 
pitalization. 

The  federal  government  has  a continu- 
ing obligation  to  care  for  veterans  who  have 
incurred  disabilities  in  service  and  these  pa- 
tients have  a right  to  the  highest  obtainable 
quality  of  medical  care.  The  40,000  beds 
existing  in  Veterans  Administration  hospi- 
tals in  1933  would  have  been  sufficient  to 
accomodate  the  highest  average  daily  num- 
ber of  service  connected  patients  in  any 
year  from  1933  to  date,  including  the  serv- 
ice connected  cases  from  World  War  II  and 
Korea. 

The  outstanding  need  of  the  Veterans’ 
Administration  is  a firm  legal  basis  for 
determination  of  eligibility  for  medical  care 
of  veterans  with  non-service  connected  dis- 
abilities. The  Hoover  task  force  recom- 
mends that  the  care  of  veterans  with  non- 
service connected  disabilities  be  given  dur- 
ing a limited  period  after  discharge  from  ac- 
tive duty,  as  are  other  rights.  It  suggests  3 
years.  It  estimates  if  this  were  done,  the 
number  of  potential  patients  with  non- 
service connected  disabilities  would  be  re- 
duced from  17,500,000  to  about  3,000,000. 

If  this  recommendation  is  carried  out 
it  must  be  done  by  Congress  and  American 
public  opinion.  Other  countries  have 
covered  limited  segments  of  the  population 
and  expanded  this  coverage  until  there  was 
socialized  medicine  for  everyone.  441  bills 
affecting  the  practice  of  medicine  have 
been  introduced  in  this  session  of  Congress. 
One  of  these  would  provide  care  for  depen- 
dents of  veterans. 

Another  group  which  receives  tax  sup- 
ported medical  care  is  the  Merchant  Sea- 


men. The  government  provides  free  to  the 
employees  of  this  specific  industry,  a service 
which  normally  is  the  responsibility  of  the 
industry,  and  gives  the  employer  what 
amounts  to  a form  of  government  subsidy. 
This  had  justification  in  the  early  days  of 
low  wages  and  poor  accomodations.  But  to- 
day American  Seamen  are  among  the  higher 
paid  groups  in  industry  and  many  health 
insurance  facilities  are  open  to  them  or  their 
employers.  The  cost  of  this  care  was 
14,000,000  dollars  in  1954.  I do  not  think 
that  one  of  the  441  medical  bills  in  Con- 
gress provides  for  the  elimination  of  hos- 
pital and  clinical  service  to  American  Mer- 
chant Seamen  by  the  federal  government. 

The  work  of  our  profession  can  easily 
absorb  all  our  time  and  effort,  and  leave  us 
apathetic  toward  encroachment  by  the  gov- 
ernment into  medical  affairs.  If  the  medical 
profession  takes  its  freedom  for  granted  it 
may  be  the  beginning  of  the  end. 

If  we  are  to  have  influence  in  Congress, 
where  our  destiny  will  be  determined  to 
a large  degree,  we  must  take  an  even  greater 
interest  in  those  who  elect  the  congressmen, 
i.e.  our  patients.  They  will  give  us  deserv- 
ing support  when  we  need  it.  To  earn  this 
support  the  quality  of  service  rendered  must 
not  be  reduced  an  the  personal  touch  in 
medicine  must  never  be  lost. 

In  a recent  address  at  the  North  Central 
Medical  Conference  the  president  of  the 
conference  gave  his  own  analysis  of  the 
1957  requirements  of  the  so-called  ideal 
physician.  I quote: 

“The  ideal  physician  must  of  course  be 
of  fine  and  scholarly  appearance,  with  great 
intellectual  capacity,  of  faultless  personal 
habits  and  inspire  the  confidence  of  his  pa- 
tients and  the  respect  of  all  others. 

“He  must  be  active  in  community  affairs, 
taking  his  full  part  in  chamber  of  commerce 
and  service  club  functions,  serve  on  and 
advise  municipal  and  other  governmental 
bodies  as  called  upon,  be  active  in  local  and 
state  political  affairs,  be  a good  church 
worker  and  attend  church  frequently. 

“He  must  be  available  on  short  notice 
for  papers  to  local  P.T.A.  and  church 
groups,  service  and  business  girls  clubs,  and 
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all  other  groups  and  organizations  in- 
terested in  obtaining  reliable  information  on 
medical  subjects.  He  must  of  course  take 
an  active  part  in  the  various  youth  pro- 
grams of  the  community. 

“He  must  work  on  and  contribute  liber- 
ally and  cheerfully  to  fund  raising  cam- 
paigns for  new  hospitals,  Y.  M.  and  Y.  W. 
C.  A.’s,  old  peoples  homes  and  nursing 
homes,  give  liberal  support  to  the  church 
and  community  chest,  and  help  defray  the 
deficit  of  the  local  ball  club. 

“He  must  be  faithful  in  attendance  at 
state  medical  societies,  attend  meetings 
regularly,  and  accept  officership  and  com- 
mittee assignments  eagerly  and  perform  his 
duties  quickly  and  with  great  tact  and 
diplomacy. 

“He  must  be  faithful  in  atendance  at 
hospital  staff  meetings,  be  ready  to  give 
carefully  prepared  scientific  papers,  serve 
on  hospital  committee  cheerfully  and  effi- 
ciently, keep  his  hospital  records  complete 
in  all  details,  and  be  prompt  with  carefully 
prepared  lectures  to  student  nurses. 

“He  must  be  a good  family  man  with 
a gracious  and  tactful  wife  who  abhors 
mink  coats  and  other  vulgar  extravagances, 
and  must  spend  lots  of  time  with  his  chil- 
dren. 

“But  above  all  he  must  never  fail  to  give 
his  patients  the  finest  possible  medical  serv- 


ice, keeping  abreast  of  medical  progress  by 
reading,  attendance  at  medical  meetings, 
and  taking  frequent  post  graduate  courses. 
He  must  be  a tireless  worker  and  improve 
his  public  relations  by  spending  adequate 
time  with  his  patients.  Answering  urgent 
calls  promptly  day  or  night,  and  by  not 
keeping  his  patients  waiting.  This  must  all 
most  certainly  be  done  for  what  has  been 
vaguely  defined  as  a reasonable  fee.” 

Trying  to  do  all  that  seems  quite  a job, 
but  in  all  seriousness,  it  .seems  imperative  to 
me  that  we  take  more  part  in  local  and 
national  politics.  I realize  that  such  ac- 
tivity is  not  attractive  to  many  but  we 
must  not  feel  that  it  detracts  from  our  dig- 
niy,  that  it  may  hurt  our  practice  or  that 
we  may  be  known  as  politicians  rather  than 
doctors.  It  certainly  has  never  hurt  the 
professional  prestige  of  George  Forrest  or 
Victor  Washburn.  How  much  easier  the 
task  of  our  Public  Laws  Committee  would 
be  if  we  had  a physician  in  the  state  senate 
who  would  be  chairman  of  the  Public 
Health  Committee. 

With  each  of  us  rests  the  honor  and 
integrity  of  our  profession  and  may  we  in 
unity  accomplish  our  desire  to  promote  the 
science  and  art  of  medicine  and  the  better- 
ment of  public  health.  I believe  these  ob- 
jctives  may  be  better  obtained  if  we  can 
retain  our  freedom  from  government  control. 
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RABIES  PROPHYLAXIS  IN  MAN 


Edward  F.  Gliwa,  M.D.* 


When  a patient  with  an  animal  bite  pre- 
sents himself  for  treatment  the  physician  is 
confronted  with  the  problem  of  deciding 
on  the  course  of  treatment  which  he  will 
pursue.  Local  treatment  should  be  given 
immediately.  The  wound  should  be  thor- 
oughly cleaned  and  irrigated  with  soap  or 
detergent  and  water.  Where  the  site  per- 
mits some  authorities  advocate  cauterizing 

* Deputy  State  Health  Officer,  New  Castle  County 


the  wound  with  concentrated  nitric  acid, 
while  others  insist  that  cauterization  is  an 
antiquated  preventive  measure.  A recent 
study  to  determine  which  substances  have 
the  best  capacity  to  remove  or  inactivate 
virus  in  artificially  contaminated  wounds 
under  laboratory  conditions  revealed  that  1 
percent  zephiran  chloride  was  most  effec- 
tive.’ With  a small  incision,  especially  in 
puncture  wounds,  it  is  advisable  to  permit 


RABIES 

Guide  For  Specific  Post-Exposure  Treament 

Status  of  biting  animal 


Nature  of  Exposure 


I No  lesion;  indirect 
contact  only 

II  Licks: 

(1)  unabraded  skin 

(2)  abraded  skin, 
scratches  and  un- 
abraded or  abraded 
mucosa 


III  Bites: 

(1)  mild  exposure 


(2)  severe  exposure 
(multiple,  or  face, 
head  or  neck  bites) 


At  time 
of  exposure 

rabid 


(b)  healthy 

(c)  signs  suggestive 
of  rabies 


(d)  rabid,  escaped,  killed 
or  unknown 

(a)  healthy 

(b)  healthy 

(c)  signs  suggestive 
of  rabies 


(d)  rabid,  escaped, 
killed  or  unknown 

(e)  wild  (wolf,  jackal, 
fox,  bat,  etc.) 

(a)  healthy 


(b)  healthy 


(c)  signs  suggestive 
of  rabies 


(d)  rabid,  escaped, 
killed,  or  unknown 

(e)  wild  (wolf,  jackal, 
fox,  bat,  etc.) 


During  Observation 
period  of  10  days 


clinical  signs  of  rabies  or 
proven  rabid  (laboratory) 
healthy 


healthy 

clinical  signs  of  rabies  or 
proven  rabid  (laboratory) 
healthy 


clinical  signs  of  rabies  or 
proven  rabid  (laboratory) 


Recommended  treatment 
(in  addition  to  local 
treatment) 


none 

none 


start  vaccine  at  first 
signs  of  rabies  in  animal 
start  vaccine 
immediately;  stop  treat- 
ment if  animal  is  normal 
on  5th  day  after  exposure 
start  vaccine 
immediately 

none 

start  vaccine  at  first 
signs  of  rabies 
start  vaccine 
immediately;  stop  treat- 
ment if  animal  is  normal 
on  5th  day  after  exposure 


start  vaccine 
immediately 

healthy  serum  immediately;  no 

vaccine  as  long  as  animal 
remains  normal 
serum  immediately;  start 
vaccine  at  first  sign  of 
rabies 

healthy  serum  immediately, 

followed  by  vaccine; 
vaccine  may  be  stopptnl 
if  animal  is  normal  on 
,5th  day  after  exposure 

— serum  immediately, 

followed  by  vaccine 


rabid  - 

(a)  healthy  healthy 


none 


Note:  The  above  .schedule  applies  equally  whether  or  not  the  biting  animal  has  been  jireviously  vaccinated. 
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free  bleeding,  thorough  cleansing  and  irri- 
gation. A wound  suspected  of  contamina- 
tion with  rabies  virus  should_  not  be  sutured 
immediately  since  closure  may  contribute 
to  the  development  of  rabies.  Local  treat- 
ment, when  feasible,  may  include  the  infil- 
tration of  antirahies  serum  into  the  tissues 
surrounding  the  wound. 

After  preliminary  treatment  the  physi- 
cian still  has  a definite  responsibility  to  the 
patient.  He  must  determine  whether  any 
further  antirabies  treatment  is  necessary. 
The  following  table  gives  a ready  reference 
and  guide  for  specific  post-exposure  treat- 
ment as  recommended  by  the  Expert  Com- 
mittee on  Rabies  of  the  World  Health 
Organization.-  This  table  is  recommended 
only  as  a guide  and  certain  circumstances 
may  necessitate  modification. 

As  one  reviews  the  table  it  is  evident  that 
the  condition  of  the  animal  at  the  time  of 
exposure  and  during  the  observation  period 
has  a definite  bearing  on  the  course  of 
treatment.  It  is  important,  therefore,  that 
a careful  history  be  obtained  to  determine 
the  circumstances  under  which  the  bite  oc- 
curred, and  all  bites  should  be  investigated 
immediately.  Whenever  possible,  the  biting 
animal  should  be  captured,  confined  and 
observed  for  a ten-day  period.  The  patient 
should  be  instructed  not  to  kill  the  animal 
if  it  can  be  captured.  If  the  animal  inflict- 
ing the  bite  was  in  the  early  stages  of  rabies 
it  will  show  characteristic  symptoms  or  will 
die  during  the  observation  period.  In  the 
event  that  an  animal  must  be  killed,  care 
should  be  taken  not  to  damage  the  head  so 
that  a satisfactory  laboratory  examination 
can  be  made  of  the  brain.  Laboratory  ex- 


aminations are  performed  by  the  State 
Board  of  Health  Laboratory  in  Dover. 

Your  local  Health  Department,  in  cooper- 
ation with  the  Delaware  Game  and  Fish 
Commission,  and,  in  Wilmington,  the  So- 
ciety for  the  Prevention  of  Cruelty  to  Ani- 
mals investigates  all  reported  animal  hites. 
A concerted  effort  is  made  to  locate  the 
animal  to  place  it  under  quarantine  and  ob- 
servation. In  order  to  facilitate  this  pro- 
cedure certain  specific  information  should 
be  obtained  from  the  patient  and  reported 
to  the  local  Health  Department.  This 
should  include  the  name  and  address  of 
person  bitten;  a complete  description  of  the 
hiting  animal,  breed,  size  and  color  and 
name  and  address  of  the  owner.  If  the 
owner  of  the  animal  is  unknown,  every 
effort  should  be  made  to  capture  and  detain 
the  animal  until  the  dog  warden  can  be 
.summoned. 

Often  the  patient  is  unable  to  supply  all 
the  information  requested  when  he  presents 
himself  for  treatment.  In  this  case  the  pa- 
tient should  be  instructed  to  secure  the 
necessary  information  and  relay  it  to  the 
physician  or  directly  to  the  Health  Depart- 
ment as  soon  as  possible  so  little  time  is 
lost  locating  the  animal  in  question.  When 
incomplete  information  is  received  the 
quarantine  procedure  may  be  delayed  or 
the  animal  may  never  be  found,  making  it 
necessary  to  subject  the  patient  to  the  full 
compliment  of  anti-rabies  therapy. 
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HUMAN  RABIES  PROPHYLAXIS 
REPORT  OF  A CLINICAL  STUDY  IN  DELAWARE 

John  H.  Richardson,  D.V.M.* 


During  the  past  two  years  a relatively 
new  human  rabies  prophylactic  agent,  HEP 
(high  egg  passage)  Flury  Vaccine,  has  been 
studied  in  field  evaluation  tests  by  the 
State  Board  of  Health  in  Delaware.**  This 
study  was  stimulated  in  part  by  the  occur- 
rence of  the  most  severe  epizootic  of  rabies 
in  domestic  and  wild  animals  ever  reported 
in  the  state. 

The  vaccine  was  made  available  to  veter- 
inarians at  the  1956  Annual  Meeting  of  the 
Delaware  Veterinary  Medical  Association, 
and  later  was  offered  to  other  potentially 
high  rabies  exposure  groups.  From  these 
groups  33  volunteers  participated  in  the 
study  and  received  the  vaccine.  Since  the 
development  and  use  of  avianized  rabies 
vaccine  is  well  documented, this  report 
deals  only  with  clinical  tolerance  and  the 
immune  response  to  the  vaccine  as  deter- 
mined serologically  in  the  33  vaccinees. 

Material  and  Methods 

The  Flury  Vaccine  used  in  this  study  was 
“Rabies  Vaccine  Modified  Live  Virus 
(Chick  Embryo  Origin)”  supplied  for  in- 
vestigational use.  The  vaccine  contained 
.streptomycin  and  penicillin  as  bacteriostatic 
agents  and  was  rehydrated  with  water  to  a 
35%  embryo  suspension  for  infection. 

The  vaccine  was  administered  intrader- 
mally  in  a 0.2  ml.  dose  on  the  medial  sur- 
face of  the  forearm  and  was  divided 
between  two  sites  of  injection  for  ease  of 
administration.  On  the  basis  of  previous 
anti-rabic  treatment  the  following  recom- 
mendations for  prophylaxis  were  followed: 

•Veterinary  Officer.  Division  of  Preventable  Diseases. 

••These  studies,  which  arc  part  of  a scries  involving  veterinary 
personnel  throughout  the  United  States,  were  conducted  in 
cooperation  with  the  Medical  Research  Section.  Lcdcrlc  Lab- 
oratories Division,  American  Cyanamid  Co..  Pearl  River,  New 
York  and  the  U.S.  Public  Health  Service.  Communicable 
Disease  Center,  Atlanta,  Georgia. 


1.  For  persons  who  had  received  one  or 
more  previous  Pasteur  treatments  a 
single  0.2  ml.  injection  was  given. 

2.  For  persons  who  had  received  no  pre- 
vious Pasteur  treatment  a series  of 
three  0.2  ml.  injections,  5 days  apart, 
was  given. 

To  determine  the  immunologic  response 
to  vaccination  with  Flury  strain  vaccine 
serological  studies  were  made  of  pre-vaccinal 
sera  on  a second  sera  drawn  30  days  follow- 
ing administration  of  the  vaccine  and  on  a 
third  sample  when  booster  injections  were 
given.  Titers  were  determined  by  a stand- 
ardized-method  serum-neutralization  test, 
using  undiluted  and  diluted  (1:100)  serum 
against  rabies  virus’.  In  addition,  local  or 
systemic  reactions  to  the  vaccine  were  tabu- 
lated on  the  fifth  day  following  adminis- 
tration. 

Results 

Following  administration  of  the  vaccine 
all  of  the  vaccinees  experienced  a mild  to 
severe  erythema  and  pruritis  at  the  site  of 
injection.  The  area  of  erythema  varied  from 
5 to  15  cm.  and  persisted  from  12  to  48 
hours.  Five  vaccinees  complained  of  a mod- 
erate induration  at  the  injection  site  and 
a slight  axillary  lymphadenopathy  which 
lasted  from  1 to  3 days. 

The  results  of  the  serologic  tests  are  il- 
lustrated in  bar  graph  form  in  Figure  1. 
On  pre-vaccinal  examination  the  serum 
from  four  persons  who  had  received  Pasteur 
treatment  within  the  past  2 to  22  years  was 
found  to  have  an  immune  titer.  One  indi- 
vidual who  had  received  only  a partial 
course  of  Pasteur  treatment  tested  non- 
immune.  Of  the  twenty-nine  not  previously 
treated,  twenty-eight  were  non-immune,  ex- 
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OF  SEROLOGIC  FINDINGS  BEFORE  AND 
AFTER  THE  PROPHIIACTIC  ADMINISTRATION  OF 
FUJRI  VACCINE  TO  HUMAN  VOLUNTEERS 


67.6% 


16.2%  16.2% 


POST- VACCINAL 


Pig.  1 


□ NON- IMMUNE 
m WEAKLI- IMMUNE 
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hibiting  no  pre-vaccinal  antibody.  How- 
ever, the  serum  from  one  untreated  person 
was  unexplainably  weakly  immune. 

Following  vaccination,  23  (67.6%)  of  the 
vaccinees  were  found  to  have  immune  titers. 
This  included  the  five  persons  who  pre- 
viously had  received  Pasteur  treatment. 
Three  of  the  vaccinees,  although  non- 
immune  on  the  30  day  post-vaccinal  ex- 
amination, attained  an  immune  titer 
following  the  booster  injection  after  11 
months.  Ten  vaccinees  did  not  avail  them- 
selves for  a booster  vaccination,  therefore, 
on  the  basis  of  the  30  day  sampling  five 
(16.2%)  remained  in  the  weakly  immune 
group  and  five  (16.2%)  produced  no 
demonstratable  anti-body.  This  included 
the  individual  who  showed  weakly  immune 
serum  prior  to  vaccination. 

Discussion 

Prophylactic  immunization  against  rabies 
appears  to  be  a practical  solution  to  the 
problem  of  exposure  or  re-exposure  in  high 
risk  groups.  For  this  purpose  the  Flury 
strain  vaccine  seems  particularly  well  adapt- 
ed. Summarizing  the  work  available  on  this 
vaccine  WHO  states,  “in  an  adequate  num- 
ber of  subjects  it  has  been  found  that  a 
single  dose  of  chicken-embryo  vaccine  given 
many  years  after  previous  immunization  re- 


sulted in  a prompt  and  significant  antibody 
rise.  Furthermore,  there  is  a good  evidence 
that  3 intradermal  doses  of  chicken-embryo 
vaccine  given  5 days  apart  prepare  the 
individuals  to  respond,  at  a later  time,  to 
such  a booster  dose  given  several  months 
after  the  preparatory  doses.  There  is  reason 
to  believe  that  from  the  immunological 
standpoint  a similar  preparation  and  boost- 
er effect  may  be  expected  from  any  potent 
rabies  vaccine.”^ 

Since  the  duration  of  immunity  has  not 
been  completely  determined  at  this  time  it 
is  suggested  that  on  subsequent  exposures 
a booster  dose  be  given  in  the  case  of  a mild 
or  moderate  exposure  and,  in  the  case  of 
severe  exposure,  a second  booster  dose  one 
week  later.'' 

That  the  findings  in  the  Delaware  study 
do  not  compare  favorably  with  the  results 
obtained  in  other  studies  may  be  explained 
in  part  by  the  relatively  small  group  of 
vaccinees  and  the  normal  vagaries  of  any 
biological  product.® 

Summary 

A group  of  33  individuals  in  potentially 
high  rabies-exposure  occupations  were  vac- 
cinated with  an  experimental  HEP  Flury 
strain  prophylactic  rabies  vaccine.  The  vac- 
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cine  was  generally  well  tolerated  except  for 
minor  to  severe  local  reactions  at  the  site 
of  injection.  Twenty-three  of  the  33  persons 
(67.6%)  were  shown  to  have  immune  anti- 
body titers  on  examination  of  post-vaccinal 
sera  by  serum  neutralization  tests. 
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EARLY  RECOGNITION  OF  CEREBRAL  PALSY 

WiNTHROP  M.  Phelps,  M.D.* 


Definition: 

A general  definition  of  cerebral  palsy  is: 
abnormal  control  of  the  motor  system  of 
cerebral  origin  and  absence  or  restriction  of 
motions  or  excessive  motions  and  variations 
in  directional  control,  resulting  usually  in 
slow  physical  development.  Early  diagnosis 
depends  on  familiarity  with  the  normal 
child’s  physical  development.  The  age  at 
which  the  family  first  notices  the  condition 
is  usually  about  8 months  of  age,  probably 
because  the  child  cannot  sit  alone,  holds 
one  fist  clenched  or  because  of  some  other 
abnormal  characteristic.  This  lateness  of 
recognition  must  be  considered  in  the  adop- 
tion of  children.  I have  seen  a number  of 
cerebral  palsied  children  who  were  adopted 
under  one  month  of  age  after  a careful  ex- 
amination by  a well-qualified  physician,  and 
who  were,  at  that  age,  pronounced  normal. 
Early  recognition  is,  therefore,  urgent. 

The  family  history,  number  and  order  of 
pregnancies,  age  and  health  of  siblings  and 
age  of  parents  at  the  birth  of  the  child  must 
be  investigated.  Cerebral  palsy  is  rarely 
familial.  It  bears  no  relation  to  congenital 
syphilis.  History  of  the  pregnancy  with  spe- 
cial regard  to  any  illnesses  or  unusual  con- 
ditions, particularly  in  the  first  three 
months,  should  be  carefully  investigated. 
Other  predisposing  conditions  are  possible 
toxoplasmosis,  Rh  and  other  blood  incom- 
patabilities,  prematurity  and  preeclamptic 
toxaemias. 

The  birth  history  also  is  important.  Fac- 
tors which  might  predispose  toward  cerebral 
palsy  and  which  should  be  noted  are  pro- 
longed or  rapid  birth,  drugs  used  during 
labor,  difficult  instrumental  deliveries,  ver- 
sion and  extraction,  cord  around  the  neck, 
failure  of  the  child  to  breathe  with  resultant 
anoxia  or  hypoxia,  inhalation  of  amniotic 

•Consultant  in  Cerebral  Palsy  to  Division  of  Crippled  Children’s 
Services.  State  Board  of  Health 


fluid  or  meconium,  premature  rupture  of 
membranes  with  dry  birth  and  abnormal 
birth  positions  such  as  transver.se  or  breech 
positions. 

The  post-natal  condition  of  the  baby  is 
significant.  Difficulties  with  starting  to 
breathe,  failure  to  cry,  weak  cry,  extreme 
sleepiness,  inability  to  suck  necessitating 
use  of  a medicine  dropper  or  Breck  feeder, 
cyanotic  spells,  jaundice,  extreme  pallor, 
opisthotonic  tendencies,  tremors  and  con- 
vulsive episodes  are  all  worthy  of  note. 

Cerebral  palsy  can,  of  course,  develop 
post-natally  as  a re.sult  of  febrile  convul- 
sions, dehydration,  falls  on  the  head,  per- 
tussis under  the  age  of  three  months,  post- 
exanthematous  encephalitis  and  other  con- 
ditions more  dangerous  to  a baby  under 
three  months  than  to  older  children. 

In  the  examination  of  the  baby,  general 
appearance,  muscle  tone  (either  increased 
or  decreased),  ability  to  hold  up  the  head, 
weakness  of  the  trunk  muscles  and  general 
nutrition  are  essential  points. 

A careful  eye  examination  must  be  made 
noting  nystagmus  or  strabismus,  comeal 
opacities,  congenital  cataracts,  retrolental 
fibroplasia  and  optic  atrophy,  any  of  which 
are  seen  frequently  in  cerebral  palsy. 

Abnormal  tongue  motions  such  as  the 
reversed  swallowing  wave,  making  sucking 
difficult,  are  of  considerable  significance. 
The  position  of  the  arms,  held  extended  and 
internally  rotated  with  clenched  fists  or  in- 
ability to  keep  the  thumb  out  of  the  palms, 
are  suspicious  signs.  The  tonic  neck  reflex 
(extension  of  the  arm  when  the  head  is 
turned  to  the  same  side  with  flexion  of  the 
opposite  arm)  is  normal  up  to  three  months 
of  age,  and  so  is  not  an  early  sign.  But  per- 
sistence of  this  reflex  in  an  older  child  is  a 
pathological  reflex.  A tendency  to  arching 
the  back  as  in  opisthotonus  is  also  definitely 
an  indication  of  pathology  in  the  nervous 
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system.  This  sometimes  is  severe  enough 
to  result  in  umbilical  or  inguinal  hernia.  In 
the  legs,  marked  frog  position  and  absence 
of  normal  reciprocal  kicking  are  early  signs. 
The  tendon  reflexes  are  not  trustworthy  in 
small  babies.  There  is  great  variation  from 
absent  to  hyperactive  responses  in  normal 
children,  but  when  there  is  definite  varia- 
tion between  the  two  sides  of  the  body,  one 
should  be  suspicious.  The  Babinski  is  vari- 
able even  in  the  normal  child.  There  are,  of 
course,  many  other  signs  of  cerebral  palsy 
such  as  balance  loss,  athetoid  motions, 
spasticity,  etc.,  seen  in  older  children,  but 
they  are  not  often  apparent  in  the  child 
under  three  months. 

Cerebral  palsy  can  be  a symptom  of  other 
conditions  when  it  is  a part  of  a total  entity 
rather  than  an  entity  in  itself.  Certain 
brain  tumors  may  affect  motor  areas  and 
produce  a cerebral  palsy  as  one  of  the  symp- 
toms of  the  brain  tumor.  This  must  be  kept 
in  mind  when  a cerebral  palsy  develops  in 
a previously  normal  child. 

Delayed  physical  development  may  be  a 
sign  of  mental  deficiency.  It  is  difficult  in  a 
baby  to  distinguish  this  from  a physical  re- 
tardation alone,  due  to  the  ataxic  type  of 
cerebral  palsy  with  a consequent  delay  in 
balance.  The  decision  is  not  difficult  in 
older  children,  but  in  the  baby,  it  would  be 
necessary  to  trace  the  order  of  development 
of  motor  patterns.  The  mentally  defective 
child  would  carry  out  the  motor  develop- 
ment patterns  in  the  normal  order  but  at  a 
delayed  rate.  If  the  condition  was  on  a 
physical  or  motor  disturbance  basis  the 
order  of  acquisition  of  these  patterns  would 
be  distorted. 

The  differential  diagnosis  of  cerebral 
palsy  in  babies  would  be  based  on  familiar- 
ity with  an  extensive  list  of  abnormalties. 
If  these  abnormalties  are  of  severe  degree 
the  problem  is  easier,  but  when  they  are  of 
mild  degree  they  may  show  similarities.  I 
shall  not  describe  these  conditions  but  shall 
list  them  for  reference  to  standard  text 
books  if  they  are  suspected. 

Developmental  defects  would  include  the 
.skeletal  system  as  well  as  muscular  defects 


and  include  various  etiologies,  such  as 
Thomsen’s  or  Morquio’s  disease.  Others  are 
Tay-Sach’s  and  Oppenheim’s  disease,  Her- 
ler’s  Syndrome,  microcephaly,  cretinism, 
mongolism,  achondroplasia,  chrondrodys- 
trophy,  arthrogryposis  and  congenital  de- 
formities, such  as  club  feet  (which  some- 
times are  confused  with  spastic  paraplegia 
when  it  involves  the  feet).  Tightness  of  the 
legs  in  adduction  in  dysplasic  hips  must  be 
distinguished  from  spastic  paraplegia. 

In  the  muscular  system  a differential  di- 
agnosis must  be  made  from  amyotonia  con- 
genita, myotonia  (Thomsen’s  disease),  my- 
aesthenia  gravis,  early  poliomyelitis  and 
others. 

Not  many  of  the  degenerative  diseases 
begin  in  babies  but  among  these  might  be 
Wilson’s  disease  (hepato  lenticular  degen- 
eration) or  various  types  of  progressive 
muscular  atrophy  (Arran-Duchene,  Char- 
cot-Marie-Tooth,  Landousy-Dejerine  and 
the  dystrophies). 

Deficiency  diseases  affecting  metabolic 
balance  would  include  renal  rickets  and 
other  Vitamin  D resistant  types  of  rickets 
and  probably  dystonia  musculorum  progres- 
siva. 

Failure  of  a child  to  develop  at  an  ex- 
pected rate  during  babyhood  is  sometimes 
due  to  unsuspected  blindness  or  deafness. 

There  are,  of  course,  many  other  condi- 
tions to  consider  but  this  list  represents  a 
suggestion  as  a basis  for  study. 

Summary 

Early  recognition  of  cerebral  palsy  is 
necessary  in  order  to  begin  treatment  as 
early  as  possible.  It  also  is  important  in 
connection  with  early  adoption  of  babies 
and  for  future  planning  for  the  child.  The 
history  of  the  family,  pregnancy  and  details 
of  the  birth  are  significant.  Detailed  and 
careful  examination  of  the  child  and  com- 
parison with  the  normal  gives  added  infor- 
mation. The  differential  diagnosis  from 
musculo-skeletal  defects,  deficiency  diseases 
and  degenerative  disea.ses  is  discussed. 
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SOME  CHANGING  CONCEPTS  IN 
MENTAL  RETARDATION 


Fred  A.  Stonesifer,  Ph.D.* 


The  area  of  mental  deficiency  has  ex- 
perienced revolutionary  changes  in  the  past 
ten  years.  Where  formerly  workers  in  that 
area  were  almost  a group  apart,  now  it  is 
hard  to  think  of  any  program  in  a clinic, 
local,  state  or  national  government  agency 
where  some  consideration  is  not  given  to 
mental  retardation.  This  is  not  merely  a 
matter  of  humanitarian  interest.  There  is 
a conviction  that  those  who  are  less  well 
endowed  intellectually  than  others  have  a 
vital  contribution  to  make  to  our  economy 
and  society  generally.  There  are  many  areas 
into  which  the  retarded  person  can  be  fitted 
properly  to  perform  certain  jobs.  In  fact 
there  are  some  tasks  which  seem  to  be  par- 
ticularly well  adapted  to  the  person  who 
can  and  will  do  a tiresome,  routine  job  day 
after  day  and  do  it  properly.  Many  of  these 
jobs  are  of  little  interest  to  the  more  cap- 
able members  of  our  working  forces.  As  has 
often  been  quoted,  much  of  this  world’s 
work  would  not  be  done  were  it  not  done 
by  a retarded  person'. 

Employment  Training 

One  of  the  most  striking  developments  in 
the  welfare  of  the  retarded  person  is  that  of 
employment  opportunity.  The  sheltered 
workshop  idea  has  received  emphasis  over 
the  past  several  years.  This  program  is  not 
only  for  the  capable  retarded  person  who 
can  be  trained  for  outside  employment,  but 
also  for  the  seriously  retarded  individual 
who  requires  close  supervision  if  he  is  to  at- 
tain any  kind  of  independent  or  semi- 
independent living.  Public  schools  and  state 
institutions  are  aware  of  the  need  to  train 
the  capable,  but  even  there,  such  programs 
have  not  been  successful  in  training  large 
numbers  of  this  group  for  vocational  place- 
ment. Frequently,  employment  was  ob- 

*Clinical Psychologist.  Division  of  Maternal  - Child  Health 


tained  largely  on  the  basis  of  efforts  of  indi- 
vidual parents  or  interested  employers  or 
workers  in  the  area.  A large  proportion  of 
mentally  retarded  persons  has  not  been  ab- 
sorbed in  any  labor  pool. 

With  the  advent  of  the  sheltered  work- 
shop increasing  numbers  of  this  group  are 
given  training  and  employment,  and  indus- 
try finds  itself  benefiting  from  the  work 
such  members  perform.  It  is  wasteful  for 
industry  to  have  a well  trained  worker  do 
a simple,  routine  job  if  it  can  be  simplified 
so  that  a retarded  person  can  do  it.  Indus- 
try effects  a more  economical  operation  and 
the  retarded  person,  benefits.  Thus,  the 
whole  economy  is  enriched.  This  is  as  it 
should  be,  for  the  aim  of  the  workshop  pro- 
gram is  not  to  operate  on  a “do-good”  phil- 
osophy but  to  offer  a competent  workman 
on  a competitive  basis.  It  feels  that  such  a 
policy  is  better  for  its  own  operation  and 
for  industry,  which  will  get  the  service  for 
which  it  is  paying.  While  the  workshop  is 
operated  for  the  benefit  of  the  retarded 
otherwise  handicapped  individuals,  the  ulti- 
mate aim  of  the  experience  is  to  teach  the 
worker  to  be  useful  according  to  his  capac- 
ity, and  to  learn  the  degree  of  responsibil- 
ity of  which  each  is  capable.  The  workshop 
is  interested  in  providing  income,  but  its 
goal  is  to  train  and  teach  the  worker  to  be 
a responsible  and  contributing  member  of 
society. 

Less  than  two  years  ago  Opportunity 
Center,  Inc.,  a sheltered  workshop  for  men- 
tally retarded  and  physically  handicapped 
patients,  was  established  in  Wilmington.  It 
has  grown  steadily  in  the  number  of  people 
it  serves,  as  well  as  the  variety  of  workers 
it  provides  for  the  community.  A program 
of  this  type  might  be  expanded  to  other 
areas  of  the  state.  Business  men  and  indus- 
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trial  concerns  near  Dover  have  indicated  in- 
terest in  such  a plan. 

Education 

Since  the  State  Board  of  Education  has 
assumed  responsibility  for  providing  educa- 
tional background  for  a large  section  of  our 
retarded  population^  an  increasing  number 
will  get  desirable  training  for  the  first  time. 
It  is  desirable  that  children  be  educated  or 
trained  to  whatever  extent  they  are  capable 
as  part  of  the  state  service.  Retarded  chil- 
dren require  additional  facilities,  a separate 
program  and  specially  trained  teachers  to 
work  with  them.  They  have  problems  dif- 
ferent from  the  usual  student.  However, 
they  need  understanding,  and  will  benefit 
by  training  or  education  to  become  useful 
citizens.  This  does  not  mean  that  useful- 
ness is  the  only  criterion  by  which  services 
and  opportunities  should  be  available  to  our 
population.  There  are  many  reasons  why  it 
is  necessary  to  provide  services,  facilities, 
and  opportunities  for  an  individual  who  will 
not  make  a return  measurable  in  dollars 
and  cents.  These  reasons  are  so  apparent 
that  it  does  not  seem  necessary  to  elaborate 
further.  Suffice  it  to  say  that  in  providing 
education  or  experience  in  living  for  retard- 
ed children,  we  not  only  are  providing  for 
them  but  also  are  benefiting  ourselves  and 
society  as  a whole.  That  which  may  appear 
to  be  a humanitarian  motive  may,  in  real- 
ity, be  a necessary  practice  in  our  social 
order  and  economy. 

Recreation  and  Social  Training 

Two  services  which  may  be  established 
specifically  for  the  retarded  patient  are  rec- 
reation and  social  development.  Everyone 
likes  fun  and  he  is  no  exception.  The  re- 
tarded person  must  have  relief  from  the 
cares  of  the  day,  and  through  relaxation 
and  change  in  his  environment  he  will  be 
a more  productive  and  adequate  person. 
This  is  especially  true  of  the  older  retarded 
individual  who  is  capable  of  some  responsi- 
bility and  who  is  able  to  have  a limited 
number  of  recreational  and  social  outlets. 
There  has  been  an  attempt  at  establishing 
a program  of  activity  for  these  people  in 
some  states.  Centers  have  been  founded 


where  supervision  is  available  and  social 
and  recreational  activities  are  carried  on. 
Programs  have  been  geared  to  the  interests 
and  levels  of  the  retarded  participants  and 
evaluation  has  been  encouraging.  This 
seems  to  be  a worthwhile  activity  which 
could  be  developed  more  fully  in  Delaware. 

Some  interest  has  been  shown  in  educa- 
tional programs  for  the  adult  retarded  pa- 
tient. This  might  be  carried  on  in  connec- 
tion with  the  recreational  program.  Where 
a community  center  is  established  with  a 
suite  of  rooms,  various  activities  and  inter- 
ests can  be  developed.  Many  retarded 
adults  feel  the  need  for  further  education 
since  training  and  schooling  opportunities 
have  been  limited  in  the  past.  Hartford, 
Connecticut  is  carrying  on  such  a program 
at  this  time^ 

Religious  Training 

Many  churches  are  experimenting  with 
religious  instruction  for  the  mentally  re- 
tarded and  some  of  the  state  schools  have 
children  under  religious  instruction^.  Local 
churches  also  are  offering  a similar  kind 
of  training.  This  is  not  an  attempt  to  make 
religious  leaders  of  retarded  people  but  to 
offer  them  another  aspect  of  life  which  may 
be  a means  to  a richer  and  fuller  experience. 
Several  such  classes  are  being  operated  in 
the  Wilmington  area.  During  the  past  sum- 
mer the  Aldersgate  Methodist  Church  con- 
ducted a daily  vacation  bible  school  class 
for  “trainable”  retarded  children’.  Doubt- 
less, similar  classes  could  be  made  available 
with  great  benefit  in  other  areas  where  there 
is  a concentration  of  population  to  support 
such  an  undertaking. 

Family  Guidance 

In  the  area  of  clinical  services,  too,  think- 
ing has  changed.  Formerly,  families  were 
advised  to  place  a retarded  child  in  an  in- 
stitution. This  advice  is  seldom  given  to- 
day. Instead,  after  evaluating  the  child’s 
limitations  and  potentials  and  discussing  all 
available  plans  for  his  care,  the  family  itself 
makes  the  choice  as  to  where  and  how  they 
want  to  rear  the  child.  Automatic  assign- 
ment of  an  infant  to  an  institution  because 
of  mental  deficiency  is  a presumptuous  un- 
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antipruritic  properties,  even  at  a dosage  only  % that  of  prednisone^. . . 
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dertaking.  Any  plan  for  a retarded  infant 
or  child  should  be  made,  having  in  mind  not 
only  the  best  interest  of  the  child  but  also 
of  the  family.  No  one  but  the  family  can 
make  such  a decision. 

Today  it  is  the  custom  for  the  retarded 
child  to  grow  up  in  his  own  home,  be  loved 
by  his  family,  participate  in  the  social  ac- 
tivities of  the  family  and  have  school  train- 
ing and  employment.  These  things  are  de- 
pendent upon  the  capability  of  the  retarded 
child  just  as  for  the  normal  child. 

However,  for  a child  who  is  not  doing 
well  at  home  boarding  home  care  might  be 
preferred.  This  is  a new  practice  which  at- 
tempts to  provide  home  and  family  care  to 
a child  whose  own  home  is  inadequate.  The 
foster  home  which  will  take  a retarded  child 
is  not  easily  found,  but  the  difficulty  of 
providing  a service  should  not  be  the  basis 
for  abandoning  its  use  if  such  service  is 
indicated. 

When  a family  is  confronted  with  the 
problem  of  a member  who  is  said  to  be 
mentally  defective  or  retarded,  there  is  a 
period  of  anxiety,  tension  and  confusion. 
Advice  is  given  on  all  sides.  The  family  is 
offered  conflicting  information  according  to 
the  bias  of  the  advisor.  Shame,  guilt  and 
sometimes  disgust  are  parts  of  the  emotional 
conflict.  Such  a crisis  requires  calm,  clear 
thinking.  Immediate  action  usually  is  not 
required.  Time  should  be  taken  to  learn 
of  the  problems  and  as  calmer  moments 
are  reached,  the  severity  and  intensity  of 
the  crisis  will  be  lessened,  and  decisions  can 
be  made  in  a manner  that  will  satisfy  the 
best  interest  of  everyone. 

Another  time  of  stress  for  the  family  and 
child  is  when  school  is  considered.  It  is  ap- 
parent that  regular  classroom  procedures 
will  not  be  suitable  for  the  child,  yet  train- 
ing is  desirable.  The  questions  are:  What 
kind  of  training  should  be  given?  Where  is 
it  available?  How  much  can  the  child  ab- 
sorb? What  are  its  limitations  and  poten- 
tials? If  the  parents  are  familiar  with  the 
capabilities  of  the  child,  there  will  be  less 
anxiety  at  the  prospect  of  school.  Both  child 
and  parents  can  feel  more  comfortable  if 
early  information  concerning  realistic  goals 


is  available.  By  the  time  the  child  is  six 
years  old,  the  attitude  of  the  parent  has 
established  the  po.sition  of  the  child  in  the 
family  and  neighborhood.  When  the  child 
leaves  the  home  to  go  to  school  the  com- 
munity knows  what  to  expect  from  the 
child.  The  child,  in  turn,  knows  how  he  is 
expected  to  behave  away  from  home.  Thus, 
he  has  a start  towards  social  awareness.  He 
will  be  a happier  person  if  the  setting  in 
which  he  is  to  live  has  been  prepared  for 
him  in  an  understanding  way. 

Program  for  the  Mentally  Retarded 

The  Program  for  the  Mentally  Retarded 
of  the  State  Board  of  Health  is  prepared  to 
offer  services  to  families  with  any  of  the 
problems  pertaining  to  a retarded  child.  To 
many  people,  a psychological  examination  is 
the  single  most  important  criterion  of  men- 
tal deficiency.  It  is  true  that  many  things 
are  based  on  one’s  intellectual  efficiency, 
but  social  development,  behavior  and  ad- 
justment to  other  people  and  to  the  com- 
munity are  also  important.  A psychological 
evaluation  will  give  the  family  information 
about  all  of  these  things.  Possibly  more  im- 
portant for  the  family,  however,  may  be  an 
opportunity  to  discuss  the  child  and  make 
suitable  plans  based  upon  his  capabilities. 
Talking  over  a frightening  and  traumatic 
situation  with  someone  who  is  not  directly 
involved  in  it  and  who  is  relatively  un- 
critical, is  helpful.  Psychological  counsel- 
ing is  available  for  such  purposes.  This  office 
is  interested  in  helping  the  family  arrive  at 
a solution  which  will  be  best  for  all  in- 
volved. The  ultimate  solution  is  the  respon- 
sibility of  the  family  but  the  concern  of  the 
state  program  is  to  see  that  adequate  in- 
formation is  available  and  that  decisions 
are  reached  as  nearly  as  possible  on  an  in- 
tellectual rather  than  an  emotional  basis. 
Those  associated  with  this  program  believe 
that  the  most  helpful  service  it  can  offer 
at  the  present  time  is  that  of  personal  coun- 
seling with  parents  who  have  retarded 
children. 

Summary 

This  paper  deals  with  some  of  the  chang- 
ing concepts  in  the  care  of  the  mentally 
retarded  child.  It  recognizes  the  fact  that 
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standards  are  not  yet  established  so  there 
is  complete  agreement  as  to  what  consti- 
tutes a retarded  child  or  ways  with  which 
he  can  be  dealt.  Nonetheless,  the  feeling 
is  prevalent  that  the  retarded  child  should 
enjoy  as  many  experiences  of  culture  as  is 
possible.  A retarded  individual  is  not  a 
simple  edition  of  the  normal  adult.  He 
must  be  understood  in  his  own  right  as  an 
integral  part  of  our  culture.  If  we  are  to 
use  him  to  the  best  possible  extent  we  must 
plan  to  adapt  his  abilities  to  the  needs  of 
society. 

If  the  retarded  person  is  to  be  useful  he 
must  be  trained  or  educated.  It  is  no  re- 
flection on  the  individual  if  society  does  not 


furnish  him  the  means  for  development. 
When  he  is  taught  to  live  as  competently 
as  he  is  able  some  work  can  be  expected  of 
him,  both  for  his  own  benefit  and  for  so- 
ciety. We  will  benefit  from  the  productive 
efforts  of  a Tetarded  person  to  the  extent 
to  which  we  help  him  develop  his  inherent 
abilities  and  capacities. 


x\  1- r t j\  c IN  E,  5 

Kanner  Leo:  Recent  developments  in  the  etiology  of  mental 
Deficiency,  Department  ol 
Mental  Health,  Nashville,  Tennessee,  1954, 

A", .''9'  'o  amend  Title  14,  Delaware  Code, 
entitled  tduMtion  in  regard  to  Exceptional  Children  and 
Appropriating  Funds, 

Hartford  Association  for 

Retarded  Children,  The  HARC  Light,  December  1957. 

Polk  State  School,  News  Letter.  August  1957, 

Wiest,  William  T.:  Personal  communication  to  the  author. 


Skftembek,  1958 


Delaware  State  Medical  Journal 


263 


AN  EVALUATION  OF  RADIATION  TOLERANCE  LEVELS 

Donald  B.  Aulenbach,  Ph.D.* 


The  passage  of  the  Atomic  Energy  Act 
of  1954  enlarged  the  opportunities  for 
peacetime  uses  of  atomic  energy.  However, 
this  increased  dispersion  of  radioactive  ma- 
terials for  peacetime  use  automatically  in- 
creases the  potential  radiation  exposure, 
either  directly  or  indirectly,  to  individuals. 
From  the  public  health  standpoint*  it  is 
necessary  to  consider  exposure  to  increas- 
ing radioactivity  from  both  natural  and 
man-made  sources.  Natural  radioactivity  is 
not  recognized  as  a limiting  factor  but, 
there  is  increased  interest  in  the  background 
radioactivity  in  relation  to  health  aspects 
of  increased  radiation.  Radioactive  back- 
ground in  natural  waters  is  in  the  range  of 
10-9  to  10-6  microcuries  per  ml.  This  back- 
ground is  being  raised  gradually  by  atomic 
detonations  and  it  fluctuates  from  day  to 
day  from  natural  factors.  Maximum  per- 
missible levels  for  some  isotopes  fall  within 
these  ranges.  Thus,  it  is  easy  to  confuse  the 
background  radioactivity  with  discharges 
from  an  atomic  industry. 

Consideration  is  being  given  to  standards 
based  on  total  exposure  from  both  artificial 
and  natural  sources  rather  than  from  addi- 
tions to  the  background  alone.  Constant 
efforts  must  be  made  to  evaluate  individual 
situations  in  terms  of  total  radiation  ex- 
posure to  the  population  and  economic  con- 
sideration. The  growth  of  nuclear  industry, 
medical,  and  military  applications,  when 
compared  with  current  health  standards, 
justifies  an  alert  attitude  on  the  part  of  in- 
dustry and  governmental  agencies. 

In  dealing  with  and  handling  radioiso- 
topes the  ideal  objective  is  to  retain  absolute 
control  of  radioactive  waste  materials  as 
near  as  possible  to  the  source  of  production.^ 
Since  this  is  generally  impossible  the  prac- 
tical goal  is  to  prevent  damage  to  human 
bones  and  tissues  and,  in  some  instances, 

•Chemist-Bacteriologist,  Water  Pollution  Commission,  State  of 
Delaware.  Dover.  Delaware. 


to  prevent  economic  waste.  This  goal  may 
be  reached  by  the  judicious  application  of 
the  criterion  that  external  and  internal  dos- 
age to  plant  personnel  shall  not  exceed  0.3 
roentgen  equivalent,  man  (rem)  per  week, 
and  its  corollary  that  the  concentrations  of 
radioactive  materials  in  air  or  water  shall 
not  exceed  the  publi.shed  maximum  permis- 
sible concentration  (MFC)  values.  In  the 
case  of  continued  exposure  and  or  release 
of  contaminant  beyond  the  plant  area,  it 
may  be  desirable  to  use  1 10  the  MFC 
values.  Actual  limiting  concentration  should 
be  determined  by  the  composition  of  the  in- 
dividual radionuclides  present.  In  lieu  of 
this,  the  maximum  level  of  10-7  microcurie 
per  ml.  may  be  used  for  mixtures  of  radio- 
isotopes. By  showing  that  the  more  critical 
radionuclides  are  not  present  the  permis- 
sible concentration  of  radioactive  materials 
may  be  raised  by  a factor  of  100  or  more 
over  the  presently  accepted  MFC  value  of 
10-7  microcuries  per  ml. 

Strontium  is  a major  concern  since  it  is 
deposited  in  the  bone  structure  of  man 
where  it  remains  radioactive  for  many  years. 
It  has  a physical  half-life  of  about  20  years 
but  the  slow  rate  of  elimination  of  this  ele- 
ment from  the  body  results  in  a biological 
half-life  of  10.7  years. 

Standards  are  not  greatly  in  excess  of 
natural  background  levels.  Standards  for 
specific  radioisotopes  refer  to  total  amounts 
rather  than  to  additions  to  the  natural 
background.  In  order  to  apply  standards 
properly  it  is  necessary  to  determine  the 
normal  background  which  must  be  obtained 
before  contamination  is  permitted. 

Experimental  research  is  still  in  full  force 
to  determine  the  take-up  of  radioactive  ma- 
terial by  living  organisms  and  the  physio- 
logical effect  upon  humans.^  Therefore, 
standards  established  should  be  subject  to 
constant  revision.  A handbook  pertaining 
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thereto  has  been  prepared  by  the  National 
Bureau  of  Standards.^  These  standards  are 
for  continuous  lifetime  exposure  rather  than 
for  short  term  discharges  or  concentrations. 
The  National  Committee  on  Radiation  Pro- 
tection has  stated  in  this  handbook  the  fol- 
lowing excellent  philosophy:  “Because  of 
the  many  uncertainties  involved,  the  Com- 
mittee recommends  that  every  effort  be 
made  to  keep  the  concentrations  of  radio- 
isotopes in  air  and  water  and  in  the  body 
to  a minimum.The  goal  should  be  no  radio- 
active contamination  of  the  air  and  water 
and  of  the  body  if  it  can  be  accomplished 
by  reasonable  expense  and  effort.  If  such  a 
goal  cannot  be  obtained,  the  average  operat- 
ing levels  should  be  kept  as  far  below  these 
recommended  values  as  possible,  and  not 
above  them  for  any  extended  periods  of 
time.” 

The  concentration  of  radioactivity  in 
waste  streams  receiving  radioactivity  from 
hospitals,  universities  etc.  is  in  the  range 
of  10-6  microcuries  per  cc.’  This  is  not  suf- 
ficient to  endanger  sewer  workers,  plumbers 
or  other  maintenance  personnel  or  to  cause 
any  injury  to  bacteria.  To  receive  the  maxi- 
mum permissible  weekly  radiation  dose  the 
worker  would  have  to  be  completely  im- 
mersed for  about  9 minutes  in  a waste  con- 
taining 0.1  microcurie  per  cc.  In  all  cases 
of  record  the  radioactivity  of  raw  sewage 
receiving  radioiostopes  from  these  sources 
is  even  lower  than  the  level  considered  safe 
for  potable  water. 

The  following  is  an  example  of  standards 
for  the  disposal  of  radioactive  waste  into 
public  sewers:'’ 

1.  The  regulatory  agency  must  authorize 
any  disposal  of  licensed  radioactive  ma- 
terial. Licensed  material  may  be  disposed 
into  the  sewers  provided  that  the  material 
is  soluble. 

2.  Radioactive  levels  include  the  following: 
strontium  90  or  polonium  210,  not  to  ex- 
ceed 1 millicurie  per  million  gallons;  iodine 
131  or  phosphorous  32  or  any  radioactive 
material  having  a half-life  of  less  than 
30  days,  100  millicuries  per  million  gal- 
lons: any  other  radioactive  material,  10 
millicuries  per  million  gallons. 

3.  Dilution  of  radioactive  i.sotopes  with 


stable  isotopes  of  the  same  element  and 
in  the  same  chemical  form  may  be  dis- 
charged so  long  as  they  are  diluted  and 
homogeneously  mixed.  In  addition,  the 
radioactivity  must  not  exceed  300  milli- 
rems  per  week.  This  latter  regulation  is 
also  satisfactory  for  burial  in  soil  or  in 
the  ocean. 

Tolerance  levels  were  derived^  to  estab- 
lish maximum  permissible  levels  of  radio- 
isotopes for  single  and  chronic  exposures. 
Exposure  to  the  gastro-intestinal  tract  fre- 
quently was  found  to  be  critical.  From  ex- 
amination of  bone  marrow  researchers  have 
suggested  that  the  tolerance  dose  for  inhaled 
radon  222,  plus  its  daughter  elements, 
should  be  10  to  100  times  lower  than  the 
present  value  based  on  gamma  ray  exposure. 

The  major  hazards  to  personnel®  are  from 
inhalation  of  both  alpha  and  beta  emitters. 
It  was  found  that  the  rate  of  elimination 
of  thoron  daughter  elements  from  the  hu- 
man lung  was  insufficient  to  reduce  radia- 
tion hazards  materially.  No  excess  damage 
from  inhaled  barium  radioactive  sulfate  con- 
taining S35  was  found. 

Most  states  depend  on  the  health  and 
safety  regulations  of  the  AEG  or  the  recom- 
mendations of  the  National  Committee  on 
Radiation  Protection,  National  Bureau  of 
Standards.  The  State  of  Delaware  plans 
to  use  its  newly  purchased  radiation  detec- 
tion equipment  to  establish  background 
levels  as  soon  as  possible.  This  information 
is  basic  to  the  control  of  any  radioactive 
discharges.  It  is  anticipated  that  following 
the  radiations  recommendations  above, 
with  proper  interpretation,  will  result  in  an 
environment  safe  for  all  mankind. 
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DOES  YOUR  PATIENT  HAVE  A SOCIAL  PROBLEM 

Betty  Hutchinson,  M.A.* 


Traditionally,  a doctor  is  not  only  the 
person  to  whom  we  look  for  help  in  time 
of  illness  and  physical  need  hut  also  the 
person  to  whom  we  turn  for  advice  and  help 
with  problems  that  may  not  have  to  do  with 
a specific  ailment.  This  is  particularly  true 
of  the  general  practitioner  who  knows  the 
problems,  concerns  and  conditions  of  the 
families  under  his  care  as  he  treats  the  ills 
of  his  patients  through  the  whole  gamut 
of  life  experience. 

Modern  medicine,  with  its  emphasis  on 
the  whole  individual  and  the  interrelated- 
ness of  social,  emotional  and  economic  fac- 
tors with  health  and  disease,  places  the  phy- 
sician in  a position  of  having  to  take  into 
consideration  these  factors  if  the  patient 
is  to  be  adequately  served.  Every  doctor 
is  aware  of  social  problems  which  are  the 
result  of,  associated  with  or  the  cause  of 
the  complaint  that  brings  the  patient  to  his 
office.  He  has  dealt  with  these  problems  in 
the  course  of  his  doctor-patient  relation- 
ship and  frequently  has  utilized  sources  of 
help  in  the  community. 

Illness  disrupts  the  individual’s  usual 
routine  of  life  and  requires  adjustments  in 
family  living,  loss  of  time  from  work  or 
school  and  social  relationships.  It  may  mean 
learning  a complete  new  way  of  life.  Some 
patients  are  able  to  make  the  necessary  ad- 
justments. The  family  can  handle  the  social 
problems  arising  from  the  illness  particular- 
ly if  it  is  of  short  duration.  Other  patients 
do  not  have  the  ability  to  deal  with  the 
problems  that  face  them.  They  may  not 
have  the  necessary  financial  resources  or 
family  or  friends  who  can  help  them  through 
the  crisis  of  illness. 

The  doctor  always  has  advised  about 
problems  presented  by  patient  and  usually 
the  patient  tries  to  follow  the  doctor’s  ad- 
vice. To  the  patient  the  doctor  represents 

*Chief  Medical  Social  Consultant,  Division  of  Crippled 
Children’s  Services. 


authority,  both  feared  and  liked.  And  al- 
though the  patient  may  not  follow  his 
recommendation  or  accept  his  advice,  what 
the  doctor  .says  has  a profound  impact  on 
him.  Whether  or  not  the  patient  seems  to 
be  following  the  doctor’s  advice,  the  positive 
relationship  he  has  with  the  doctor  can 
be  a source  of  strength  and  help  to  him  in 
coping  with  his  social  problems. 

Experience  with  patients  has  demon- 
strated to  this  social  worker  that  the  doctor 
can  be  helpful  to  his  patient  in  the  following 
ways; 

1.  By  giving  the  patient  an  opportunity  to 
know  about  his  condition  in  terms  he 
can  understand;  a chance  to  have  his 
questions  answered  however  foolish  they 
may  sound. 

2.  By  giving  the  patient  a chance  to  dis- 
cuss his  feelings  and  explain  his  difficul- 
ties in  carrying  out  treatment  so  that  the 
doctor  can  make  suggestions  that  may 
minimize  the  difficulties. 

3.  By  giving  recognition  to  the  patient  that 
it  is  sometimes  difficult  to  carry  out 
recommendations  and  that  he  has  done 
well  when  he  has. 

4.  When  families  seem  to  be  interfering, 
lacking  in  understanding  or  not  giving 
the  care  a patient  needs,  by  holding  a 
family  conference  in  which  all  members 
can  get  the  same  information  and  talk 
over  the  problem. 

5.  By  referring  the  patient  to  community 
resources,  if  available,  for  financial  assis- 
tance, marital  counseling,  adoption  serv- 
ices, placement  in  institutions  and  foster 
homes  or  educational  and  rehabilitation 
services. 

It  is  in  this  last  aspect  that  social  work- 
ers and  social  agencies  may  be  helpful  to 
doctors  in  dealing  with  the  social  problems 
of  their  patients.  Doctors  may  not  have 
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time  to  deal  with  social  problems  and  may 
wish  to  avail  themselves  of  the  community’s 
sources  of  help.  Many  problems  can  not  be 
handled  by  the  doctor  and  requires  services, 
resources  and  professional  social  work  skills 
provided  by  community  agencies.  The  State 
of  Delaware  has  a variety  of  public  and 
voluntary  social  agencies.  Workers  and  staff 
of  these  agencies  share  with  doctors  and 
other  health  and  welfare  workers  a con- 
cern for  people  and  welcome  the  opportunity 
to  work  with  physicians  in  locating  appro- 
priate resources  and  services  for  patients. 
Doctors  in  the  Wilmington  area  are  for- 
tunate in  having  many  agencies  readily  ac- 
cessible. Downstate,  resources  are  not  so 
plentiful  or  accessible,  and  many  families 
who  need  social  services  have  none.  They 
are  dependent  for  help  and  advice  from  doc- 
tors, nurses,  ministers,  teachers,  community 
organizations  and  the  few  social  agencies 
set  up  to  serve  specific  groups  of  people. 

While  it  is  impossible  to  list  all  social 
agencies  and  their  services,  some  of  the 
more  common  types  of  social  problems  that 
come  to  the  attention  of  doctors  and  com- 
munity sources  of  help  are  discussed. 

1.  Patients  who  do  not  follow  medical 
recommendations.  Some  patients  do  not  fol- 
low the  doctor’s  recommendations,  thus  un- 
doing or  negating  the  knowledge  and  skills 
he  makes  available  to  them.  This  is  par- 
ticularly distressing  when  the  patient  is  a 
child  and  is  dependent  on  his  parents  for 
his  well  being.  Not  following  medical  recom- 
mendations may  range  in  importance  from 
not  keeping  a followup  appointment  to  re- 
fusing life-saving  surgery.  Often  the  doctor 
can  discover  what  the  problem  is  by  giving 
the  patient  an  opportunity  to  express  him- 
self and  make  necessary  adjustments.  At 
other  times,  the  reason  is  more  deep-seated 
and  complicated  and  it  requires  time  and 
effort  to  find  the  cause  of  the  difficulty  and 
to  modify  the  patient’s  attitudes  and  ways 
of  dealing  with  his  illness.  In  this  area, 
.social  workers  can  be  helpful. 

Hospital  .social  service  departments  can 
work  with  patients  at  the  request  of  the 
doctor  if  the  patient  is  under  in-patient  or 
out-patient  care  of  one  of  the  following  hos- 
pitals: Wilmington  General,  Delaware,  Me- 


morial, Emily  P.  Bissell,  Delaware  State 
Hospital,  Hospital  for  the  Mentally  Re- 
tarded and  the  Veterans  Administration 
Hospital.  These  hospitals  provide  social 
services  to  patients  and  their  families.  The 
social  worker  will  interview  the  patient  and 
his  family  to  determine  the  cause  of  the 
problem  and  to  try  to  help  them  think 
through  what  adjustments  they  can  make 
in  order  to  carry  out  medical  recommenda- 
tions. 

If  the  patient  is  not  under  care  of  any  of 
these  hospitals,  a Public  Health  Nurse  of 
the  State  Board  of  Health  may  be  helpful 
by  visiting  the  home  of  a patient  at  the 
request  of  the  doctor.  She  can  supervise 
the  carrying  out  of  medical  recommenda- 
tions and  try  to  help  the  family  with  prob- 
lems that  interfere  with  the  patient’s  medi- 
cal care.  Consultation  on  social  problems  is 
available  to  the  Public  Health  Nurse  from 
the  Medical  Social  Consultants  of  the  Di- 
vision of  Maternal  and  Child  Health  and 
Crippled  Children’s  Service  of  the  State 
Board  of  Health. 

2.  Problems  of  unmarried  mothers.  Usu- 
ally, the  unmarried  mother  and  her  family, 
depending  upon  the  cultural  background, 
are  distressed,  often  to  the  point  of  panic, 
about  the  situation.  The  unmarried 
mother’s  decision  about  her  baby  has  deep 
repercussions  both  for  her  own  future  and 
that  of  the  baby.  She  has  a right  to  make 
her  own  decision  as  to  whether  or  not  to 
keep  the  baby  but  frequently  she  is  so  up- 
set that  she  can  not  make  an  adequate 
decision  without  help.  For  the  girl  who 
needs  to  keep  her  situation  confidential, 
the  Florence  Crittenton  Home  in  Wilming- 
ton provides  a haven  during  her  pregnancy 
as  well  as  help  from  a professional  social 
worker  in  reaching  a decision  and  making 
future  plans  for  herself  and  the  baby. 

There  may  be  some  situations  where  the 
unmarried  mother’s  family,  friends  and 
community  are  well  aware  of  her  condition 
and  keeping  her  pregnancy  confidential  is 
not  the  primary  problem.  This  girl  also 
may  need  help  in  deciding  whether  to  keep 
or  give  up  her  baby.  In  the  Wilmington 
area  she  has  a choice  of  using  the  services 
of  Family  Service  of  Northern  Delaware, 
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the  Catholic  Welfare  Guild  or  the  State 
Department  of  Public  Welfare.  These 
agencies  will  inform  the  girl  of  her  legal 
rights  and  help  her  to  make  realistic  plans. 
In  the  downstate  area  the  State  Department 
of  Public  Welfare  is  the  main  agency  ac- 
cessible to  unmarried  mothers.  Catholic 
Welfare  Guild  makes  services  available 
downstate  through  regular  visits  of  a social 
worker  to  the  local  parishes.  The  Family 
Court  of  New  Castle  County  and  the  Ju- 
venile Court  of  Kent  and  Sussex  County 
can  be  helpful  in  establishing  paternity  and 
securing  support  for  the  unmarried  mother’s 
child  when  this  is  indicated.  If  the  mother 
decides  to  give  up  her  child  for  adoption, 
child  placement  agencies  such  as  the  Chil- 
dren’s Bureau  of  Delaware,  the  Catholic 
Welfare  Guild  and  the  State  Department  of 
Public  Welfare  will  make  suitable  adoption 
plans  that  will  protect  the  rights  and  in- 
terests of  both  the  natural  parents  and  the 
adopting  parents.  The  Children’s  Bureau’s 
services  are  available  to  persons  of  Jewish 
faith.  All  three  agencies  mentioned  offer 
services  on  a statewide  basis. 

In  view  of  the  Delaware  State  Law’s  re- 
quirement that  placement  and  adoption  of 
children  be  approved  by  the  State  Depart- 
ment of  Public  Welfare  or  an  authorized 
social  agency,  getting  the  unmarried  mother 
to  such  an  agency  as  soon  as  possible  will 
prevent  complications  of  unsatisfactory,  il- 
legal, independent  placements  that  may  vio- 
late the  rights  of  the  natural  parents  and 
expose  the  infant  to  an  unsuitable  environ- 
ment. 

3.  Problems  of  the  aged  and  chronic 
illness. 

With  the  increasing  proportion  of  aging 
persons  in  our  population  serious  problems 
arise  in  relation  to  adequate  care  for  the 
chronically  ill  and  aged.  Many  families 
are  unable  to  keep  a bedridden,  aged  per- 
son in  the  home.  In  cases  of  senility  and 
behavior  problems,  the  presence  of  the  aged 
person  in  the  home  can  be  disruptive  to 
family  relationships.  Most  families  want  to 
take  care  of  aged  parents  and  have  conflict- 
ing feelings  about  having  them  placed  in 
nursing  homes  or  institutions.  Good  insti- 
tutional and  nursing  care  is  expensive  on  a 


private  basis  and  frequently  beyond  the 
means  of  individual  families.  Family  service 
agencies  such  as  Family  Service  of  North- 
ern Delaware,  Catholic  Welfare  Guild  and 
the  Jewish  Welfare  Society  can  help  families 
explore  alternative  plans  for  the  care  of  the 
aged  and  know  the  available  re.sources,  both 
public  and  private,  for  institutional  place- 
ment. The  State  Board  of  Health  maintains 
a list  of  licensed  nursing  homes. 

Aged  people  in  need  of  financial  assist- 
ance may  apply  to  the  State  Department  of 
Public  Welfare  for  old  age  assistance.  Due 
to  statutory  ceilings  grants  are  not  adequate 
for  nursing  home  care  but  may  be  of  help 
to  families  planning  for  aged  members. 

Chronically  ill  and  handicapped  persons 
who  are  homebound,  frequently  need  special 
equipment  to  facilitate  their  care.  The  Del- 
aware Society  for  Crippled  Children  and 
Adults  offers  an  equipment  locating  service 
for  the  state  whereby  equipment  available 
foi  loan  is  located  for  individuals  who  can 
not  provide  it  for  themselves. 

The  State  Department  of  Public  Welfare 
is  responsible  for  administering  the  pro- 
grams of  financial  assistance  for  individuals 
and  families  who  are  in  need  and  meet  the 
legal  requirements  for  eligibility.  Long- 
term chronic  illness  can  rapidly  deplete  the 
average  family’s  financial  resources  and  it 
may  need  to  apply  for  assistance  until  the 
bread  winner  is  able  to  return  to  work  or 
some  other  member  is  able  to  assume  re- 
sponsibility for  economic  support. 

Some  national  health  agencies  such  as 
the  Delaware  Society  for  Crippled  Children 
and  Adults,  Delaware  Heart  Association, 
Delaware  Association  for  Retarded  Chil- 
dren, Delaware  Anti-Tuberculosis  Society, 
National  Foundation  for  Infantile  Paralysis, 
Muscular  Dystrophy  Association  of  Amer- 
ica, United  Cerebral  Palsy  Association  of 
Delaware,  Delaware  Division  - American 
Cancer  Society  and  Mental  Health  Associa- 
tion of  Delaware  may  be  able  to  provide 
financial  help  for  special  medical  needs  of 
patients  whose  illness  is  of  the  nature  of 
their  area  of  diagnostic  interest.  Some  of 
them  offer  educational,  counseling,  trans- 
portation and  personal  services  to  the  family 
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coping  with  chronic  illness.  They  are  a 
valuable  source  of  information  on  available 
resources  to  meet  special  needs  and  prob- 
lems. All  of  these  volunteer  health  agencies 
have  offices  in  Wilmington  and  many  have 
local  chapters  in  the  counties  that  act  as 
representatives  for  the  Wilmington  office. 

Crippling  accidents  and  handicapping 
chronic  illness  can  cause  loss  of  ability  to 
earn  a living.  Such  patients  need  rehabili- 
tation services  which  will  provide  them  with 
a useful  occupation.  The  Vocational  Re- 
habilitation Division  of  the  State  Depart- 
ment of  Public  Instruction  has  vocational 
rehabilitation  counselors  who  cover  the 
whole  state.  Upon  referral  of  a doctor  they 
will  assess  the  capabilities  of  the  individual 
for  vocational  training.  If  the  patient  can 
achieve  a feasible  vocational  plan  the  neces- 
sary physical  restoration  and  rehabilitation 
services  will  be  provided.  The  Rehabilita- 
tion Center  of  the  Eugene  du  Pont  Con- 
valescent Memorial  Hospital,  Opportunity 
Center  and  Goodwill  Industries  also  provide 
rehabilitation  services.  The  latter  two  have 
sheltered  workshop  facilities  for  the  train- 
ing and  employment  of  handicapped  per- 
sons. 

4.  Problems  of  marital  difficulty  and  con- 
flict in  family  relationships. 

In  our  current  society  family  breakdown 
is  a national  social  problem  affecting  many 
people,  particularly  children.  Statistics  in- 
dicate the  highest  peak  of  divorce  is  in  the 
fifth  year  of  marriage  and  usually  involves 
one  or  more  children.  Doctors  frequently 
are  aware  of  the  difficulties  at  an  early  stage 
and  anything  that  can  be  done  to  help  with 
these  problems  before  they  become  acute 
will  strengthen  family  life. 

Family  service  agencies  such  as  Family 
Service  of  Northern  Delaware,  Catholic 
Welfare  Guild  and  Jewish  Welfare  Society 
offer  marital  counseling  as  one  of  their  serv- 
ices. Through  frequent  interviews  over  a 
period  of  time  they  help  couples  to  sort 
out  their  feelings,  evaluate  their  situation 
and  find  constructive  ways  of  dealing  with 
their  conflicts.  Counseling  .services  also  are 
available  in  parent-child  relations  to  all 
residents  of  the  State  of  Delaware  if  they 


can  get  to  Wilmington  where  the  agencies 
have  their  offices.  The  Catholic  Welfare 
Guild  makes  services  available  to  downstate 
Catholic  families  through  a social  worker 
who  visits  the  parishes  on  a regular  sched- 
ule. 

5.  Special  problems  of  children. 

Securing  help  for  children  who  have  prob- 
lems can  contribute  to  prevention  of  future 
maladjustments  and  serious  difficulties. 
Cases  of  neglect  and  abuse  of  children  are 
the  responsibility  of  the  State  Department 
of  Public  Welfare  through  its  protective 
services.  The  situations  they  handle  in- 
clude instances  where  the  doctor  feels  there 
is  serious  medical  neglect.  Protective  serv- 
ices will  work  with  the  family  over  a speci- 
fied period  of  time  to  give  them  an  oppor- 
tunity to  improve  the  care  and  treatment 
of  the  child.  Occasionally,  when  no  im- 
provement can  be  secured  court  action  is 
taken  to  remove  the  child  from  the  home. 
Many  children  have  difficulties  in  school 
which  lead  to  unhappiness,  behavior  prob- 
lems and  truancy.  The  Division  of  Child 
Development  and  Guidance  of  the  State 
Department  of  Public  Instruction  is  respon- 
sible for  working  with  these  children  to  help 
them  make  a better  school  adjustment. 

They  also  make  special  educational  plans 
for  school  age  children  with  handicaps,  such 
as  blindness,  deafness  or  other  physical  de- 
fects that  prevent  the  child  from  benefitting 
from  regular  attendance.  The  Wilmington 
Child  Guidance  Center  and  the  Mental  Hy- 
giene Clinics  of  the  Delaware  State  Hos- 
pital held  throughout  the  state  offer  diag- 
nostic and  or  treatment  services  for  chil- 
dren with  behavior  and  emotional  difficul- 
ties. The  Govern  Bacon  Health  Center  pro- 
vides residential  treatment  for  disturbed 
children.  Children  with  crippling  conditions 
who  are  eligible  for  care  in  the  Crippled 
Children’s  Program  of  the  State  Board  of 
Health  have  social  service  available  to  them 
through  the  Medical  Social  Consultants  of 
the  Division  of  Maternal  and  Child  Health 
and  Crippled  Children’s  Service.  The  Medi- 
cal Social  Con.sultants  work  with  parents  of 
crippled  children  where  necessary  to  help 
them  in  their  acceptance  of  the  child’s  con- 
dition and  his  medical  treatment  and  to 
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improve  attitudes  that  may  interfere  with 
the  child’s  achieving  the  maximum  inde- 
pendence and  social  development  possible. 

Recent  developments  in  the  field  of  men- 
tal retardation  throughout  the  nation  have 
brought  about  rapid  growth  of  resources 
and  services  for  families  dealing  with  this 
problem.  The  Delaware  Association  for  Re- 
tarded Children  provides  group  activities 
for  parents  so  that  they  may  channel  their 
concerns  into  constructive  activities  for  all 
retarded  children.  It  provides  information 
on  resources  for  the  training  and  care  of 
retarded  children.  The  Maternal  and  Child 
Health  Division  of  the  State  Board  of 
Health  has  a program  on  mental  retardation 
giving  special  emphasis  to  the  pre-school 
child.  Consultation  on  mental  retardation 
is  provided  to  the  staff  of  the  State  Board 
of  Health  and  the  community  as  well  as 
examination  services  and  counseling  for  par- 
ents. A day  care  center  program  for  help- 
less retarded  children  has  been  provided 
by  the  State  Board  of  Trustees  of  the  Hos- 
pital for  the  Mentally  Retarded.  There  is 
a day  care  center  in  each  county. 

Many  patient  problems  may  fall  in  the 
above  classifications.  Others  may  be  hard 


to  classify  or  complicated.  Doctors  may 
avail  them.selves  of  any  of  the  above  men- 
tioned agencies  for  consultation  about  pa- 
tients’ problems.  In  general,  most  social 
agencies  know  the  resources  of  the  com- 
munity and  are  familiar  with  the  services 
of  other  agencies.  They  can  advise  the  doc- 
tor of  the  suitable  agency  for  his  patient. 

The  Welfare  Council  in  Wilmington  is 
a statewide  association  of  public  and  volun- 
tary health  and  welfare  agencies  and  civic 
organizations.  It  is  familiar  with  the  pro- 
gram and  services  of  all  agencies  in  the  state 
and  can  advise  doctors  of  appropriate  re- 
sources for  patients’  needs.  It  publishes  the 
Delaware  Social  Directory  which  lists  all 
agencies  and  describes  their  services.  Doc- 
tors who  would  like  to  have  a copy  of  this 
directory  may  secure  it  by  writing  to  the 
Welfare  Council  of  Delaware,  1203  Gil- 
pin Avenue,  Wilmington  6,  Delaware. 

The  close  working  together  of  doctors 
and  social  agencies  in  the  early  recognition 
of  social  problems  arid  the  use  of  existing 
resources  to  meet  them  can  do  much  to- 
ward the  prevention  of  family  breakdown 
and  chronic  disability. 
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MEDICAL  COURT  CASES 

HOWARD  NEWCOMB  MORSE 

Counsellor  at  Law 
Member  of  the  Bar  of  the  Supreme  Court 
of  the  United  States  of  America 

6900  South  Shore  Drive  • Chicago  49,  Illinois 


“CHARITABLE  IMMUNITY” 

McDermott  vs.  st.  mary’s  hospital  corporation 

Supreme  Court  of  Errors  of  Connecticut  144  Conn.  417,  133  A.  2d  608 


This  was  an  action  against  a hospital 
for  negligence.  The  Superior  Court  of  New 
Haven,  Connecticut,  directed  a verdict  for 
the  hospital,  and  the  patient  appealed  from 
the  judgment  entered  thereon.  The  Su- 
preme Court  of  Errors  of  Connecticut  af- 
firmed the  decision  of  the  lower  court. 

The  basis  of  the  action  arose  on  the 
night  when  the  patient  gave  birth  to  her 
child  and  complications  developed  which 
endangered  her  life.  The  patient’s  uterus 
did  not  close  down  as  it  should  have  shortly 
after  delivery.  She  began  to  bleed  pro- 
fusely and  went  into  a state  of  deep  shock 
with  collapse  of  circulation.  She  had  no 
pulse  or  respiration  and  only  a faint  heart- 
beat. 

The  attending  physician  massaged  the 
fundus  of  the  uterus  to  get  it  to  contract. 
He  pumped  blood  into  the  patient’s  veins 
and  had  the  attending  anesthetist  adminis- 
ter oxigen.  He  called  for  blankets  and  hot- 
water  bottles.  Hot-water  bottles  were  filled 
by  a nurse  with  water  from  the  tap.  The 
bottles  were  closed  with  the  locking  device 
on  each.  Four  of  the  bottles,  wrapped  in 
lap  stockings,  were  placed  about  the  pa- 
tient’s legs,  which  were  protected  by  a cot- 
ton blanket,  the  legs  being  encased  in  lap 
stockings.  More  blankets  were  laid  on  top 
of  the  hot-watter  bottles  and  wrapped 
around  the  patient.  From  time  to  time  the 


attending  physician  felt  of  the  patient’s 
legs  to  see  if  circulation  was  starting  and 
he  noticed  no  excessive  heat.  The  following 
morning  the  physician  examined  blisters 
and  redness  on  the  patient’s  legs  and  con- 
cluded that  they  were  causd  by  bums  from 
the  hot-water  bottles.  Twenty  days  later, 
after  she  had  returned  home,  the  patient 
developed  severe  pain  in  her  legs. 

The  claim  against  the  hospital  was  that 
there  was  negligence  on  the  part  of  nurses 
in  the  manner  in  which  hot-water  bottles 
were  used  and  not  checked  to  determine 
whether  untoward  results  were  ensuing,  and 
that  a hospital  such  as  St.  Mary’s  was  no 
longer  entitled  to  charitable  immunity.  The 
Supreme  Court  of  Errors  of  Connecticut 
declared:  “There  was  no  evidence  that 
similar  hospitals  similarly  located  provide 
mechanical  equipment  for  testing  or  con- 
trolling the  temperature  of  water  used  in 
hot-water  bottles.  There  was  no  evidence 
that  similar  hospitals  used  a method  of  se- 
curing bottles  different  from  that  used 
here.  . . Even  if  negligence  on  the  part  of 
some  nurse  in  placing  or  wrapping  the  hot- 
water  bottles  were  conceded,  it  would  not 
avail  the  plaintiff  unless  we  reversed  a long 
line  of  cases  upholding  the  defense  of  char- 
itable immunity.  . . At  this  time  we  are  not 
prepared  to  change  the  law  of  this  state 
by  overruling  pertinent  cases.” 
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BING  VS.  THUNIG  AND  ST.  JOHN’S  EPISCOPAL  HOSPITAL 


Court  of  Appeals  of  New  York 
2 N.  Y.  2d  656,  163  N.  Y.  2d  3,  143  N.  E.  2d  3 


This  was  an  action  against  a hospital  and 
another  for  injuries  sustained  by  a patient 
when  burned  during  the  course  of  an  oper- 
ation. The  Supreme  Court  of  Kings  Coun- 
ty, New  York,  entered  judgment  upon  a 
verdict  for  the  patient,  and  the  hospital 
appealed.  The  Appellate  Division  of  the 
Supreme  Court  of  New  York  reversed  the 
decision  of  the  trial  court,  and  the  patient 
appealed.  The  Court  of  Appeals  of  New 
York  reversed  the  decision  of  the  Appellate 
Division  and  granted  a new  trial  in  the  trial 
court. 

The  patient  was  severely  burned  during 
the  course  of  an  operation,  performed  at 
St.  John’s  Episcopal  Hospital  by  her  own 
physician,  for  correction  of  a fissure  of  the 
anus.  She  had  been  made  ready  for  the 
operation,  before  the  surgeon’s  appearance, 
by  the  hospital  anesthetist  and  by  two 
nurses  also  in  the  employ  of  the  hospital. 
Preparatory  to  administering  spinal  anes- 
thesia, the  anesthetist  painted  the  lumbar 
region  of  the  patient’s  back  with  an  alco- 
holic antiseptic,  tincture  of  zephiran,  an  in- 
flammable fluid,  reddish  in  color.  Again, 
after  induction  of  the  spinal  anesthesia,  one 
of  the  nurses  applied  the  zephiran  solution 
to  the  operative  area.  At  the  time  there 
were  three  layers  of  sheeting  under  the 
patient. 

The  nurses  were  fully  aware  that  the 
inflammable  antiseptic  employed  was  po- 
tentially dangerous.  They  acknowledged 
that  they  had  been  instructed,  not  only  to 


exercise  care  to  see  that  none  of  the  fluid 
dropped  on  the  linen,  but  to  inspect  it  and 
remove  any  that  had  become  stained  or  con- 
taminated. However,  they  made  no  inspec- 
tion, and  the  sheets  originally  placed  under 
the  patient  remained  on  the  table  through- 
out the  operation. 

The  surgeon  was  not  in  the  operating 
room  when  the  antiseptic  was  applied  and 
at  least  15  minutes  elapsed  before  he  ini- 
tiated the  preoperative  draping  process.  The 
draping  completed,  the  doctor  took  a heated 
electric  cautery  and  touched  it  to  the  fis- 
sure to  mark  it  before  beginning  the  actual 
.searing  of  the  tissue.  There  was  a “smell 
of  very  hot  singed  linen’’  and,  “without 
waiting  to  see  a flame  or  smoke,”  he  dou.sed 
the  area  with  water.  Assured  that  the  fire 
was  out,  he  proceeded  with  the  operation. 
Subsequent  examination  of  the  patient  dis- 
closed severe  burns  on  her  body  and  later 
inspection  of  the  linen  disclosed  several 
holes  burned  through  the  sheet  under  her. 

The  hospital  defended  on  the  ground  of 
charitable  immunity.  The  Court  of  Appeals 
of  New  York,  after  finding  negligence  on 
the  part  of  the  nurses,  stated  that  the  doc- 
trine of  charitable  immunity  “is  out  of  tune 
with  the  life  about  us,  at  variance  with 
modern-day  needs  and  with  concepts  of 
justice  and  fair  dealing.  It  should  be  dis- 
carded. . . If  . . . adherence  to  precedent 
offers  not  justice  but  unfairness,  not  cer- 
tainty but  doubt  and  confusion,  it  loses  its 
right  to  survive,  and  no  principle  constrains 
us  to  follow  it.” 
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REPORT  OF  SALK  POLIOMYELITIS 
VACCINATION  STATUS  IN  DELAWARE 


The  State  Board  of  Health,  in  coopera- 
tion with  the  State  Medical  Society,  has 
conducted  an  intensive  Salk  Poliomyelitis 
Vaccination  program  following  the  National 
Foundation’s  field  trials  in  1954.  The  eval- 
uation of  the  field  trials  and  the  delayed 
manufacture  of  large  quantities  of  the  vac- 
cine on  a commercial  basis  did  not  permit 
us  to  complete  as  much  work  as  we  had 
hoped  until  the  spring  of  1956.  In  the  first 
part  of  the  program  we  concentrated  our 
efforts  on  children  and  especially  those  age 
groups  in  which  acute  poliomyelitis  ordi- 
narily takes  the  highest  toll.  The  5-9  age 
group  was  the  first  one  completed.  No  adult 
program  was  started  until  the  spring  of 
1957,  when  large  public  clinics  were  con- 
ducted by  physicians  from  the  Medical  So- 
ciety of  Delaware  and  Nurses  from  the  Del- 
aware Nurses  Association,  under  the  direc- 


Age group 

1 dose 

2 doses 

0-4 

611 

4,180 

5-9 

no 

1,246 

10-  14 

56 

141 

15  - 19 

504 

1,991 

20  - 45 

5,866 

17,975 

Total 

7,147 

25,533 

Total  doses 

7,147 

51,066 

This  table  indicates  an  interesting  fact — 
that  from  birth  through  19  years  of  age 
approximately  85%  of  our  child  popula- 
tion have  had  complete  immunization 
against  poliomyelitis.  An  additional  7% 
has  had  1 or  2 doses.  These  persons  should 
complete  their  immunizations  at  as  early 
a date  as  possible.  The  age  group  from 
20-45  has  35%  complete  coverage,  with  an 
additional  17%  partially  completed.  In 
the  total  eligible  population  of  approxi- 
mately 276,000,  more  than  60%  have  re- 
ceived the  full  3 doses,  with  another  10% 
having  received  only  1 or  2 doses.  This 
represents  excellent  response,  especially  in 
the  0-19  age  groups.  From  ob.servations 


tion  of  the  local  health  officers. 

The  following  report  includes  all  vacci- 
nations given  in  the  field  trials  and  in  the 
subsequent  programs  up  to  and  including 
June  30,  1958.  A total  of  555,931  doses 
of  vaccine  were  given  to  198,586  persons. 
344,837  of  these  injections  were  given  in 
the  cooperative  clinics.  It  is  estimated  that 
physicians  in  the  same  period  of  time  gave 
211,094  doses  in  private  offices.  The  Na- 
tional Foundation  furnished  enough  vaccine 
to  administer  approximately  40,000  doses 
of  the  above  total.  This  was  given  primarily 
in  New  Castle  County  to  those  children  who 
participated  in  the  1954  field  trials,  and 
includes  some  4th  dose  boosters.  The  table 
below  shows  the  number  of  doses  given, 
along  with  the  total  eligible  persons  in 
each  age  group. 


No.  with 

Total 

Boosters 

1 or  more 

eligible 

35,929 

40,720 

43,200 

29,978 

31,334 

34,704 

26,765 

26,962 

29,232 

24,171 

26,666 

28,648 

49,063 

72,904 

140,360 

165,906 

198,586 

276,144 

497,718 

555,931 

throughout  the  country,  it  would  appear 
that  our  child  population  would  be  pro- 
tected against  any  large  outbreak  or  epi- 
demic. However,  it  is  known  that  the  vac- 
cine is  not  100%  effective.  Therefore,  we 
can  anticipate  scattered  cases  of  polio  from 
time  to  time  in  any  locality  of  the  State. 

The  vaccine  used  in  the  public  clinics 
was  furnished  by  funds  appropriated  by  the 
General  Assembly  and  a small  grant  pro- 
vided in  the  Federal  Polio  Vaccination 
Assistance  Act.  The  Medical  Society  of 
Delaware,  prior  to  the  vaccination  program, 
offered  the  assistance  of  all  their  members 
to  operate  public  clinics  without  cost.  Hun- 
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dreds  of  physicians  volunteered  their  serv- 
ices in  their  local  communities  and  gave 
the  344,837  shots  in  the  public  clinics.  These 
physicians  have  our  sincere  thanks  for  the 
great  public  service  which  they  rendered 
to  the  people  of  Delaware.  The  Medical 
Society  is  to  be  congratulated  for  the  ac- 
tive participation  in  the  program  to  end  the 
scourge  of  poliomyelitis.  The  hundreds  of 
nurses  who  voluntarily  gave  of  their  time 
in  the  clinics  deserve  our  grateful  thanks. 
Without  their  assistance  the  entire  program 
would  have  been  impossible.  Each  com- 
munity also  furnished  numerous  volunteer 
clerks  to  maintain  a good  record  system. 
The  help  these  people  gave  will  always  be 


deeply  appreciated.  It  was  a great  com- 
munity service  also.  The  Board  of  Health 
furnished  the  vaccine,  supplies,  and  .super- 
vision for  each  clinic.  Staff  nurses  and  phy- 
.sicians  from  the  County  Health  Units  and 
the  Wilmington  Department  of  Health  ar- 
ranged the  schedule  at  times  outside  of 
working  hours  for  the  convenience  of  all. 
Many  of  these  nurses  and  physicians  also 
worked  in  the  clinics.  Our  thanks  go  to 
all  who  as.sisted  in  this  very  important  pub- 
lic project.  The  way  in  which  the  people 
of  Delaware  received  the  program  is  a credit 
to  their  high  level  of  knowledge  especially 
in  the  health  field. 
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NOUR  EDDINE  HALABI,  M.D. 
1923-1958 

Dr.  Halabi  died  on  July  24,  1958  at  35  years  of  age.  After 
graduating  in  1947  from  the  American  University  of  Beirut  School 
of  Medicine,  Lebanon,  he  came  to  the  United  States  and  interned 
in  Alexandria,  Virginia.  Following  his  interneship  he  had  surgical 
residencies  at  Wilmington  General  and  Delaware  Hospitals. 

He  became  a citizen  in  1953  and  immediately  entered  tbe  Army 
Medical  Corps  in  which  he  served  for  two  years. 

Dr.  Halabi  was  active  in  the  American  Cancer  Society  and  was 
Director  of  the  Delaware  Division  at  the  time  of  his  death.  He  is 
survived  by  his  wife,  his  mother  and  one  daughter. 


JOHN  RAYMOND  DOWNES,  M.D. 
1879-1958 

After  spending  over  fifty  years  in  the  practice  of  medicine.  Dr. 
Downes  died  on  Septembr  4,  1958  at  79  years  of  age. 

The  first  part  of  Dr.  Downes’  life  was  spent  in  Maryland.  He 
was  born  in  Queen  Anne’s  County  and  graduated  from  the  Uni- 
versity of  Maryland  School  of  Medicine  in  1904.  He  practiced  for 
20  years  in  Preston. 

Dr.  Downes  moved  to  Newark  in  1924  and  soon  became  one  of 
its  most  beloved  and  prominent  citizens.  He  was  deputy  state 
health  officer  for  rural  New  Castle  County  for  18  years,  a position 
for  which  he  was  qualified  on  the  basis  of  past  experience,  having 
been  health  officer  for  Queen  Anne’s  County  from  1912  to  1919. 

During  World  War  I Dr.  Downes  served  on  army  transports  to 
Europe  as  a Captain  in  the  Army  Medical  Corps.  He  was  active  in 
civic  affairs  and  served  two  terms  on  the  Newark  city  council.  He 
is  survived  by  a son.  Captain  Robert  Noble  Downes,  USN  (Ret.), 
a daughter,  Mrs.  Mark  N.  Donohue,  and  two  grandsons. 
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WILL  HISTORY  REPEAT  ITSELF? 


The  agencies  that  were  the  precursors  of 
the  Veterans  Administration  were  founded 
with  the  intent  of  providing  medical  care  for 
those  persons  who  were  wounded  in  action 
against  enemies  of  the  United  States.  This 
is  a worthy  cause  with  which  none  will  take 
issue.  From  the  beginning,  however,  the 
Congress  has  made  laws  most  liberal  in  their 
definition  of  who  shall  be  entitled  to  receive 
medical  care.  This  now  includes  any  veter- 
an of  any  war,  regardless  of  the  service  con- 
nection of  his  illness. 

Near  the  end  of  World  War  II,  the  Ameri- 
can Legion,  concerned  with  the  problem  of 
giving  good  medical  care  to  veterans,  were 
critical  of  many  medical  policies  existing  in 
the  Veterans  Administration.  About  the 
same  time.  Dr.  Paul  B.  Magnuson,  Profes- 
sor of  Orthopedic  Surgery  at  Northwestern 
University  proposed  to  the  administrator  of 
veterans  affairs,  Brigadier  General  Frank  T. 
Hines,  that  there  should  be  an  affiliation  be- 
tween the  Veterans  Administration  hospit- 
als and  the  medical  schools.  This  proposal 
was  rejected. 

In  1945,  General  Hines  was  made  am- 
bassador to  Panama  and  his  duties  were 
assumed  by  General  Omar  N.  Bradley. 
General  Bradley  had  as  his  medical  director. 
Major  General  Paul  R.  Hawley,  recently 
Chief  Surgeon  in  the  European  Theatre  of 
Operations.  General  Hawley  kept  in  con- 
tact with  many  outstanding  men  in  Ameri- 
can medicine,  his  closest  advisor  being  Dr. 
Elliott  C.  Cutler,  Professor  of  Surgery  at 
Harvard.  As  stated  by  Dr.  Magnuson  when 
he  later  became  Chief  Medical  Director,  the 
objectives  of  this  program  were: 

1.  To  attract  and  retain  adequate  full  time 
personnel  by  offering  opportunities  for  pro- 
fessional growth  and  development  and  pro- 
viding salaries  commensurate  with  ability. 

2.  To  secure  the  services  of  outstanding 
medical  men  to  serve  as  teachers,  consultants 
and  attending  physicians. 


3.  To  inaugurate  a residency  training  pro- 
gram, by  means  of  which  Grade  A medical 
schools  would  participate  in  the  treatment  of 
patients  and  the  training  of  the  full  time  staff, 
and  by  means  of  which  the  critical  shortage 
of  medical  specialists  could  be  partially  over- 
come. 

4.  To  build  new  hospitals  in  urban  centers 
in  close  proximity  to  medical  schools  and 
medical  talent  and  to  attempt  to  make  every 
VA  hospital  a teaching  hospital. 

5.  To  insure  that  professional  personnel  are 
relieved  so  far  as  possible  from  all  non- 
essential  administrative  duties  and  are  free 
to  devote  their  full  time  and  attention  to  the 
care  and  treatment  of  patients. 

6.  To  develop  a re.search  program  which 
would  improve  therapeutic  procedures,  pro- 
vide training  materials  and  make  the  Depart- 
ment of  Medicine  and  Surgery  a professional 
alert  and  progressive  medical  organization. 

The  program  was  a great  success.  The 
initial  step  was  the  accomplishment  of  point 
four  which  was  done  by  direct  action  of  the 
Veterans  Administration. 

Accomplishment  of  the  first  two  points 
was  aided  to  a considerable  extent  by  an 
increase  in  the  pay  scale  which  took  into 
account  the  physician’s  professional  train- 
ing and  standing  as  a specialist.  All  physi- 
cians, dentists,  and  nurses  were  removed 
from  the  requirements  of  Civil  Service;  fur- 
thermore, physicians  received  an  additional 
25  per  cent  of  their  base  pay  if  certified  by 
a specialty  board. 

Points  three  and  six  were  accomplished 
by  the  appointment  of  Deans  Committees. 
Each  hospital  located  in  a teaching  center 
had  a Deans  Committee  consisting  of  repre- 
sentatives of  the  local  medical  school  or 
schools.  This  committee  was  responsible  for 
the  patient  care  while  the  Veterans  Ad- 
ministration was  responsible  for  the  physical 
operation  of  the  hospital.  Admiral  Joel  T. 
Boone,  who  succeeded  Dr.  Magnuson  as 
Chief  Medical  Director  said:  “It  is  axio- 
matic that  the  best  medicine  in  the  world 
is  practiced  in  teaching  hospitals.” 


276 


Delaware  State  Medical  Journal 


September,  1958 


The  Veterans  Administration  Depart- 
ment of  Medicine  and  Surgery  has  made 
tremendous  advances  since  World  War  II. 

The  last  Congress,  at  the  recommenda- 
tion of  the  Veterans  Administration,  passed 
into  law  a bill  increasing  the  pay  scale  of 
the  VA  physicians  in  general  but  cutting 
the  bonus  for  board  certification  from  25  to 


ten  per  cent. 

The  Veterans  of  Foreign  Wars,  an  organi- 
zation almost  as  politically  prominent  as 
the  American  Legion,  went  on  record  at  an 
annual  meeting  as  favoring  the  abolishment 
of  the  Deans  Committees. 

Which  way  are  we  heading? 


NEW  DEVICE  TO  EVALUATE  EFFECTIVENESS  OF  ANTI-SPASTIC  DRUGS 
DEVELOPED  THROUGH  JOINT  MEDICAL-INDUSTRY  COOPERATION 


The  research  efforts  of  two  doctors  and 
an  electronics  firm  have  been  combined  to 
unveil  the  latest  and  most  objective  method 
to  evaluate  effectively,  anti-spastic  drugs. 

Sufferers  from  many  afflictions  that  re- 
sult in  involuntary  muscular  contraction, 
ranging  from  multiple  sclerosis  to  Parkin- 
son’s disease,  may  benefit  from  studies  con- 
ducted by  William  James  Erdman  II, 
Chairman,  Department  of  Physical  Medi- 
cine and  Rehabilitation,  School  of  Medi- 
cine and  Graduate  School  of  Medicine,  Uni- 
versity of  Pennsylvania,  and  Dr.  Arthur  J. 
Heather,  Medical  Director  of  the  Eugene 
duPont  Hospital  and  Rehabilitation  Cen- 
ter, Wilmington,  Del.,  and  an  instructor  at 
the  University  of  Pennsylvania  School  of 
Medicine. 

Utilizing  a new  electronic  device  called 
a “multi-purpose  force  recorder”.  Dr. 
Heather  reported  to  the  American  Con- 
gress of  Physical  Medicine  and  Rehabilita- 
tion meeting  recently  that  he  had  been 
able  to  achieve  marked  improvement  in 
three  patients  suffering  from  Parkinson’s 
disease. 

The  force  recorder  enables  the  physician 
for  the  first  time  to  measure  quantitatively: 
(1)  the  degree  of  spasticity  present  in  a 
patient,  and  (2)  the  effectiveness  of  anti- 
spastic  drugs  currently  available. 

Dr.  Heather  demonstrated  to  the  Con- 
gre.ss  that  neither  a doctor  nor  the  patient 
may  be  relied  upon  to  judge  improvement 
or  lack  of  it  when  anti-spastic  drugs  are 
administered. 

Physicians  called  in  to  examine  the  33 
patients  under  study  reported,  in  80  per 
cent  of  the  ca.ses,  improvement  from  fair  to 
excellent. 

Approximately  95  per  cent  of  the  pa- 


tients themselves  thought  that  their  muscle 
spasms  had  eased  the  first  few  days  a new 
drug  was  administered. 

Actually,  daily  measurements  taken  at 
the  same  time  by  the  force  recorder,  showed 
little  or  no  change. 

Thus,  Dr.  Heather  pointed  out,  the  psy- 
chological effects  of  a new  drug  on  boJi 
patient  and  physician  underlines  the  un- 
reliability of  clinical  evaluation  and  the 
important  need  for  reliable  techniques  in 
the  evaluation  of  drug  therapy. 

In  test  studies,  the  drugs  used  ranged 
from  the  family  of  tranquilizers  to  beer — 
(effect  negligible).  Of  the  33  patients  stud- 
ied, 42  per  cent  were  benefited.  Dr.  Heather 
concluded  that  “from  our  present  knowl- 
edge, it  appears  that  combinations  of  drugs 
give  a much  better  anti-spastic  response 
than  when  given  alone.” 

The  multi-purpose  force  recorder  used  in 
the  studies  of  anti-spastic  drugs  was  de 
veloped  by  All  American  Engineering  Com- 
pany, Wilmington,  Del.,  and  is  now  avail- 
able to  physicians  and  hospitals.  It  is  en- 
gineered to  absorb  a wide  range  of  muscular 
forces  from  a few  ounces  to  many  pounds. 

In  using  the  force  recorded,  the  patient 
stretches  out  on  a standard  hospital  table 
and  places  his  foot  in  a beach  shoe  con- 
nected to  a strain  gauge.  A measured  stim- 
ulus is  applied  to  the  Achilles  (heel)  ten- 
don. The  response  is  fed  through  an  elec- 
trode attached  to  the  skin  into  an  ampli- 
fier, which  in  turn  records  graphically  on  a 
direct  writing  oscillograph.  Thus,  after  the 
patient’s  normal  muscle  spasm  is  recorded, 
various  kinds  and  amounts  of  anti-spastic 
drugs  may  be  administered,  their  effect  re- 
corded, and  the  most  beneficial  dosage  de- 
termined down  to  the  last  milligram. 
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Controls  Stress 

Relieves  Distress  smooth  muscle  svasni 


new 

Pro-Banthine*^,Y/,  Dartaf 


— for  positive  relief  of  cholinergic  spasm. 


— a new  and  safer  agent  for  normalizing  emotions. 


Safer 

Stabilization  of 
Emotion 


PRO-BANTH'iNE  with  DARTAL  offers  you  a 
new,  specific  and  reliable  control  of  visceral 
motor  disorders,  especially  when  these  dis- 
orders are  induced  or  aggravated  by  psychic 
tensions  or  anxiety. 

Pro-BanthTne  has  won  wide  clinical 
acceptance  as  the  most  effective  drug 
for  controlling  gastrointestinal  hyper- 
motility and  hypersecretion. 

Dartal,  a new  phenothiazine  congener, 
offers  greater  safety,  flexibility  and 
effectiveness  in  stabilizing  emotional 
agitation. 

The  combination  of  each  drug  in  fully  effec- 
tive doses  in  Pro-Banthme  with  Dartal  gives 
a new  means  of  approach  to  the  medical 
management  of  functional  gastrointestinal 
disorders  mediated  by  the  parasympathetic 
nervous  system. 

Specific  Clinical  Applications:  Functional 
gastrointestinal  disturbances,  gastritis,  py- 
lorospasm,  peptic  ulcer,  spastic  colon  (irri- 
table bowel),  biliary  dyskinesia. 

Dosage:  One  tablet  three  times  a day. 

Availability:  Aqua-colored  tablets  contain- 
ing 15  mg.  of  Pro-Banthine  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

G.  D.  SEARLE  & CO.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


SEARLE 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  Be,  B^^. 


strengthen  bodies  with  needed  protein 

^ Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. ..plus  sorbitol  for 
nhanced  absorption  of  both  iron  and  B,2. 


new 


* 


Lyslne-Vltamins 

WITH  IRON  SYRUP 

1 *1  • • Average  dosage  Is  1 teaspoonful  daily.  Available  In  bottles  of  4 and  16  f(.  oz. 

LxLO  Each  teaspoonful  (S  cc.)  contains; 

1 r-|  1-Lysine  HCI 900  mg. 

iJ.Q.'VOr"^*  R9  Vitamin  Bi2  Crystalline 56  mcgm. 

||H  Thiamine  HCI  (Bi) 10  mg. 

1 1 n T^l  n f"  IH  Pyridoxine  HCI  (Be) Brno. 

L Ferric  Pyrophosphate  (Soluble) 360  mg. 

r I I I ufiB  Iron  (as  Ferric  Pyrophosphate) 90  mg. 

6.tt©rt3.St©  So'bitol 3.8  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

♦Rck.  U.  S.  Pal.  Off.  ' 
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CfE1’3ST+  O 

(p€HTA£«rTHRlTOL  TETRANITRATE)  (bRANO  OF  HYOROXYZINe) 


why  PETN'^  cardiac  effect:  PETN  is  . the  most  effective  drug 

' currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.’'*  Prevents  about  80%  of  anginal  attacks. 


ivhy  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  ATARAX  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two? 


NEW  YORK  17,  NEW  YORK 
Oivision,  Clias.  Pfizer  & Co.,  Inc. 


*Trademark 


For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  19:562  (June)  1956. 

Dosage  and  Supplied:  Begin  with  1 to  2 yellow  CARTRAX  “10” 
tablets  (10  mg.  pet.n'  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  he  increased  by  switching  to  pink  cartrax 
"20”  tablet-s  (20  mg.  petn  plus  10  mg.  atarax.)  For  convenience, 
write  “CARTRAX  10”  or  "cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meats,  on  a 
continuous  dosage  schedule.  Use  petn  preparations  with  caution 
in  glaucoma. 


Unsaturated  Fats  and 
Serum  CholesteroF’ 

...a  review  of  the  latest  Concepts  and 
Results  of  Current  Research 


ow  ready  for  distribution  to  physicians  as  a 
ecial  service  by  Corn  Products  Refining 
jmpany,  this  book  supplements  and  super- 
des  the  1957  monograph  “Vegetable  Oils  in 
utrition’’  and  provides  a broader  coverage 
this  important  subject. 

This  new  book  is  the  most  up-to-date  unno- 
ted bibliography  on  current  research  per- 
ining  to: 


1.  The  origin  and  behavior  of  cho- 
lesterol in  the  human  body; 

2.  The  effect  of  different  dietary 
fats  on  serum  cholesterol  levels; 

3.  The  nature  of  the  active  com- 
ponents in  vegetable  oils; 

4.  Suggestions  for  practical  diets. 


As  a regular  part  of  daily  meals 
Mazola®  Corn  Oil  can  be  used  for 
control  of  serum  cholesterol  levels 


AZOLA  CORN  OIL,  a natural  food 
id  a superior  salad  and  cooking  oil, 
ed  as  part  of  the  daily  diet,  can  be 
ilpful  in  the  control  of  serum  cho- 
5terol  levels. 

Extensive  clinical  findings  now 
ow  that  serum  cholesterol  levels 
nd  to  be  lower  when  an  adequate 
nount  of  jMAZOLA  CORN  OIL  is 
ii't  of  .the  daily  meals . . . high  levels 
e lowered,  normal  levels  remain 
irmal. 

MAZOLA... the  only  readily  avail- 
)le  vegetable  oil  made  from  golden 
rn  oil . . . is  rich  in  the  important 
isaturated  fatty  acids.  85%  of  all 
e fatty  acids  in  MAZOLA  are  un- 
turated  and  56%  of  the  fatty  acid 
intent  is  linoleic. 

As  a result,  MAZOLA  CORN  OIL 
unusually  well  suited  for  helping 
:hieve  dietary  adjustments  com- 


monly recommended  by  authorities 
on  nutrition— that  from  one-third  to 
one-half  of  the  total  fat  in-take  should 
be  of  the  unsaturated  type  when 
serum  cholesterol  control  is  a problem. 

Being  a natural  food,  MAZOLA 
CORN  OIL  can  be  included  as  part 
of  the  every  day  meals— simply  and 
without  disturbing  the  patient’s  usual 
eating  habits. 

Each  Tablespoonful  of  Mazola* 

Corn  Oil  Provides  Approximately 
126  Calories- and : 

Linoleic  Acid 7.4  Gm. 

Sitosterols  130  mg. 

Natural  Tocopherols  ....  15  mg. 

Typical  Amounts  Per  Diet 
For  a 3600  calorie  diet 

3 tablespoonsful 
For  a 3000  calorie  diet 

2.5  tablespoonsful 
For  a 2000  calorie  diet 

1.5  tablespoonsful 

*Reg.  U.  s.  Pat.  Off 


>J  CORN  products  refining  COMPANY 


HELP  US  KEEP  THE 
THINGS  WORTH  KEEPIN( 


One  of  the  most  precious 
American  Heritages  is  the 
right  to  worship  as  you 
please.  But  protecting  our 
American  heritages  costs 
money — because  peace  costs 
money. 

It  takes  money  for 
strength  to  keep  the  peace. 
Money  for  science  and  edu- 
cation to  help  make  peace 
lasting.  And  money  saved 
by  individuals. 

Your  Savings  Bonds,  as  a 
direct  investment  in  your 
country,  make  you  a Part- 
ner in  strengthening  Amer- 
ica’s Peace  Power. 

The  chart  below  shows 
how  the  Bonds  you  buy  will 
earn  money  for  you.  But 
the  most  important  thing 
they  earn  is  peace.  They 
help  us  keep  the  things 
worth  keeping. 

Think  it  over.  Are  you 
buying  as  many  Bonds  as 
you  might'? 


HOW  YOU  CAN  REACH  YOUR  SAVINGS  GOAL 
WITH  SERIES  E BONDS 

(in  just  8 years,  II  months) 


If  you 
want  about 

$2,500 

$5,000 

$10,000 

each  week, 
save 

S4.75 

$9.50 

$18.75 

This  shows  only  a few  examples.  You 
can  save  any  sum,  buying  Bonds  by 
Payroll  Savings  or  where  you  bank. 
Start  your  program  now! 


HELP  STRENGTHEN  AMERICAS  PEACE  POWE 

BUY  U.  S.  SAVINGS  BOND 


The  U.S.  (lavernmenl  does  not  jxiy  for  this  aducrtisi/if’.  The  Treasury  Department  thanks, 
[or  their  putriotie  donation,  The  Advertisinf’  Council  and  this  magazine. 
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Pjlill  running  noses  ^ ^ 

and  open  stuffed  noses  orally 


Relief  in  minutes.. .lasts  for  hours 

In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 
Each  timed-release  triaminic  Tablet  contains: 
Phenylpropanolamine  hydrochloride  50  mg. 


Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  mid- 
afternoon,  and  in  the  evening,  if  needed.  To 
be  swallowed  whole  to  preserve  the  timed- 
release  feature. 


Each  timed-release  tablet 
keeps  the  nasal  passages  clear 
for  6 to  8 hours  — 
provides  ** around-the-clock** 
freedom  from  congestion 
on  just  three  tablets  a day 


than— the  inner  core 
disintegrates  to  give  3 to  4 
more  hours  of  relief 


first— the  outer  layer  dissolves 
within  minutes  to  produce 
3 to  4 hours  of  relief 


Also  available:  Triaminic  Juvelets, 
timed-release,  half-dosage  tablets; 
Triaminic  Syrup,  for  children  and  those 
adults  who  prefer  a liquid  medication. 


Triaminic 


timed-release 

tablets 


SMITH-DORSEY  • a division  of  The  Wander  Company  . Lincoln,  Nebraska  • Peterborough,  Canada 


Streptokinase-Streptodornase  Lederle 

Controls  Inflammation  and  Swelling... Relieves  Pain...  ■ 
Promotes  Healing  Through  Enchancement  of  ; 
Fibrinolysis  at  the  Site  of  Trauma  or  Infection.  ■ 

References:  1.  Innerfield,  I.;  Shub,  H.,  and  Boyd,  L.  J.:  New  England  J.  Med.  258:  1069  (May  24)  1958.  2.  Miller,  J.  M.:  Godfrey.  G.  C.;  Ginsberg,  M.  J.,  and 
Papastrat,  C.  J.:  J.  A,  M.  A.  166:478  (Feb.  1)  1958.  3.  Davidson,  E;  Prigot,  A.,  and  Maynard,  A.  de  L.:  Harlem  Hosp.  Bull.  II:  1 (June)  1958  *Reg.  U.  S.  Pat.  Off.  * 


TABLETS 


Established  Efficacy  and  Safety:  For  five  years 
Varidase,  in  parenteral  form,  has  been  used  with 
success  in  many  thousands  of  cases.  Its  ability  to 
control  inflammation,  swelling  and  associated  pain, 
aid  penetration  of  antibiotics,  and  hasten  healing 
has  been  demonstrated  in  such  conditions  as  severe 
trauma,  infected  ulcerations,  and  following  exten- 
sive surgery. 

Now,  Parenteral  Effectiveness  . . . Simple  Buccal 
Route:  New  Varidase  Buccal  Tablets  give  your 
patients  the  benefits  of  systemic  Varidase  therapy 
without  the  inconvenience  of  repeated  injections. 
Absorbed  through  the  buccal  mucosa  in  fully  effec- 
tive amounts,  Varidase  Buccal  Tablets  may  be 
used  as  practical  adjunctive  therapy  in  your  practice 
within  these  broad  classifications: 


Inflammation  and  edema  associated  with:  trauma 
and  infection  . cellulitis  . abscess  . hematoma 
• thrombophlebitis  . sinusitis  • uveitis  . chronic 
bronchitis  . leg  ulcer  . chronic  bronchiectasis. 

Each  Varidase  Buccal  Tablet  contains  10,000  Units  Streptokinase 
and  2,500  Units  Streptodornase. 

Administration:  Varidase  Buccal  Tablets  should  be 
retained  in  the  buccal  pouch  until  dissolved.  For 
maximum  absorption  patient  should  delay  swallow- 
ing saliva. 

Dosage:  One  tablet  four  times  daily  for  a minimum 
of  three  days.  When  infection  is  present,  Varidase 
Buccal  Tablets  should  be  given  in  conjunction  with 
an  antibiotic  such  as  ACHROMYCIN*  V Tetracycline 
and  Citric  Acid. 

Available  in  bottles  of  24. 


»Rog.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY,  Pearl  River.  New  York 


* Loosens  cough... resolves 
i inflammation... 

1^  increases  antibiotic 
penetration.' 


Relieves  thrombotic 
process,  controls 
swelling...  gives 
dramatic 
relief  of  pain.*'  ^ 


Furuncles, 
carbuncles, 
abscesses...  checks 
swelling  and 
pain ...  hastens  healing.’>'^ 
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“No  patient  failed  to  improve.”* 


pHisoHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
. far  excelled . . . results  with  the  many 
measures  usually  advocated.”! 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  without  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean, 
l.  Hodges,  F.T.:  GP  14:86,  Nov.,  1956. 


pHisoHex 

■ nonalkaline  /\ 

antibacterial  L 

detergent-  WIIUUIVlOp  laboratories 

nonirritating,  \M  I New  York  18,  n.  Y. 

hypoallergenic. 

Contains  3X 
hexachlorophene. 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


PROTECTION  AGAINST  LOSS  OF  IN- 
COME FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Sine*  1902 


COSA  COSA  COSA  COSA 

:OSA  COSA  COSA  COSA  OOSA 

COSA  COSA  _ COSA  COSA 

:OSA  OOSA_  COSA__  COSA  COSA 

COSA  COSA  OOSA  COSA 

:OSA  COSA  OOSA  COSA  OOSA 


potentiated  A COSA  COSA  COSA 

COSA  COSA  COSA  COSA 

::osA  COSA  cosa  oosa  cosai 

OOSA  COSA  OOSA  COSA 

ZOSA  COSA  OOSA  COSA  COSA; 


IN  RESEARCH 

!| 

1.  HIGHEST  TETRACYCLINE  SERUM  LEVELS* ' 

2.  MOST  CONSISTENTLY  ELEVATED  SERUM  LEVELS* 

3.  SAFE  PHYSIOLOGIC  POTENTIATION  WITH  A NATURAL  HUMAN  METABOLITE*! 


AND  NOW  IN  PRACTICE 


l MORE  RAPID  CLINICAL  RESPONSE^  * ‘ 
).  UNEXCELLED  TOLERATION ‘ 


COSA  COSA  _ COSA^^^  COSA^^^^ 

;OSA  COSA  COSA  COSA  COSA; 

r'ocsA  r'r^'^A  r'r^'^iA 


^OSA-TETRACYN*' 


COSA-TETRASTATIN** 


COSA-TETRACYDIN' 


'lucosamine  potentiated  tetracycline 


fAPSULES  (black  and  white) 
'50  mg.,  125  mg. 


glucosamine  potentiated  tetracycline 
with  nystatin 


glucosamine  potentiated  tetracycline 
analgesic-antihistamine  compound 


• RAL  SUSPENSION  (orange  flavored) 
oz.  bottle,  125  mg.  per  tsp.  (5  cc.) 


CAPSULES  .(black  and  pink) 

250  mg.  Cosa-Tetracyn  (with  250,000 
u.  nystatin) 


CAPSULES  (black  and  orange) 
each  capsule  contains: 


I'EDIATRIC  DROPS  (orange  flavored) 
jo  cc.,  5 mg.  per  drop  (100  mg.  per  cc.) 
::alibrated  dropper 


ORAL  SUSPENSION  (orange-pineapple 
flavored)  2 oz.  bottle,  125  mg.  - 
Cosa-Tetracyn  (with  125,000  u. 
nystatin)  per  tsp.  (5  cc.) 


For  patients  susceptible  to 
monilial  superinfection. 


Cosa-Tetracyn 
Phenacetin 
Caffeine 
Salicylamide 
Buclizine  HCI 

• Antibiotic 

• Analgesic 

• Antihistamine 


125  mg. 
120  mg. 
30  mg. 
150  mg. 
15  mg. 


Science  for  the  world's  well-being 


PFIZER  LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  inc.,  Brookiyn  6,  New  Yor 


liEFERENCES:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.:  Ant.  Med.  & Clin.  Therap 
:52  (Jan.)  1958.  3.  Walch,  E.:  Dent.  Med.  Wschr.  (April)  1956.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:25 
;june)  1958.  6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Ant.  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A.,  Bamford,  J.,  an 
Vadley,  W.:  Ant.  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 


I'  ll 


trademark 


A-S36S-7- 


Faster  rehabilitation  in 


■Joint  Inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders— and  MEPROI-ONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antirheu- 
matic-antlarthrltic  agent. 


MEPROLONE-2  Is  Indicated  In  cases  of  severe 
Involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  Involvement  Is  only  moderately 
severe  or  mild,  IVlEPROLONE-1  may  be  Indicated. 

SUPPLIED:  Multiple  Compressed  Tablets  In 
three  formulas  : MEPROLONE-2  — 2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
In  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  100).  MEPROLONE-5 — 5.0  mg.  predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 


Because  muscies  move  |olnts, 
both  muscie  spasm  and  {olnt 
infiammation  must  be 
considered  In  treating  the 
rheumatic-arthritic  patient  . . . 


MERCK  SHARP  & DOHME  Division  0(MERCK«iC0.,INC..Philadelphisl.Pa. 


Rheumatoid  Arthritis 


lultiple  compressed  tablets 


'IE  FIRST  |^EpRQBAMATE-pREONiso^Qfj£  Therapy 
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Doctors,  too, 


The  reasons  are  fairly  simple.  Doctors 
like  “Premarin,”  in  the  first  place,  be- 
cause it  really  relieves  the  symptoms  of 
the  menopause.  It  doesn’t  just  mask  them 
— it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

Furthermore,  if  the  patient  is  suffer- 
ing from  headache,  insomnia,  and  arth- 
ritic-like symptoms  before  the  menopause 


and  even  after,  “Premarin”  takes  care 
of  that,  too. 

Women,  of  course,  like  “Premarin,” 
too,  because  it  quickly  relieves  their 
symptoms  and  gives  them  a “sense  of 
well-being.” 

“PREMARINr 

conjugated  estiogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York 


Montreal,  Canada 

5641 


JOHN  G.  MERKEL 
& SONS 

PHONE  OL  4-8818 

801  N.  Union  Street 
Wilmington,  Delaware 


Physicians’  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediote 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Saciety 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 

If  it's  insurable  tie  can  insure  it 
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HYCOMINEs,.p 


cough  sedative  / antihistamine  / expectorant 

• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 

Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate  5 mg-l 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  1.5  mg.  j 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 

Adult  Dosage:  one  teaspoonful  q.  6 h.May  be  habit-forming. 

Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Why  ris 
trial-and^erro 
theran 
in  potential! 
serioit 
infections 


IN 


■nMln,  botllM  of  ic  ood  100 
^En  capsoi*  contains: 
phospl^,  (tatracyctina  phoaptiata 
fanivahntt  to  totracyclino  hydros 

,■■■?»  mt, 

|A||pM«ofeiaaia  sodiMm)...l2Saic. 

FUiuioil  Cramites,  SO  ec. 
^■■KMffiaont  watar  is  addod  to 
HEShOi  taaspeonful  (5  cc.)  can- 


^^^Vhracyclinc)  eouivaleat  to  totra* 

«Kbochlorido  l2Sroc- 

Mk  las  nevobiacin  calcwm).  .623  mg. 
MW  matapitasptiate  100  mg. 


tffttpsMlas 

MMI  dosage  is  2 capsolas  q43. 

■sen  GiaiMlas 

Rof  modetately  acuta  infac- 
and  children,  the  recam* 
s 1 teaspoonfal  per  IS  la 
eight  per  day,  administered 
losas.  Severe  or  proloi«ed 
higher  doses.  Oasaga  far 
spoonfuls  3 or  4 times  daily, 
type  and  severity  of  the  in* 


fective  against  more 
\n  30  common  pathogens, 
Bn  including 
distant  staphylococci. 
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NOW!  THE  SHEER  ALL-NYLON  STOCKING 


THAT  SUPPORTS  WITHOUT  USING  RUBBER! 


FOR  LEG  FATIGUE  AND  MILD  VARICOSITIES 


Recent  clinical  research  demonstrated  the  excel- 
lent value  of  Supp-hose  for  leg  fatigue,  and  mild 
disorders  where  heavy  surgical  stockings  are 
not  prescribed.  The  advantage  of  Sui)p-hose  is 
that  it  looks  just  like  any  sheer  nylon  stocking, 
thus  it  overcomes  one  of  the  main  objections  of 
the  patient  concerned  about  her  a])j)earance. 

so  MANY  WOMEN  COMPLAIN  ABOUT  LEG  FATIGUE! 

As  you  know,  expectant  mothers,  housewives, 
working  women,  and  women  with  mild  varico- 
sities all  complain  about  discomfort  of  the 
extremities.  Supp-hose  cases  this  leg  fatigue  and 

KAYSER-ROTH  hosiery  company.  Inc., 


gives  gentle  support  all  day  long.  Yet  Supp-hose 
contains  no  rubber!  Every  stitch  is  fine  nylon 
with  a special  twist  that  provides  an  elastic 
quality. 

A VERY  ECONOMICAL  STOCKING! 

Patented  Supp-hose  costs  a woman  just  one- 
third  what  she  usually  pays  for  heavier  surgical 
stockings.  And  wear  tests  indicate  Supp-hose 
should  give  five  times  the  wear  of  ordinary 
nylons.  Supp-hose  is  available  in  proportioned 
sizes  in  beige,  natural  and  white.  At  drug  and 
department  stores. 

3 Madison  Avenue.  N.  Y.  16,  N.  Y.  Sold  In  Canada. 


Septembek,  1958 


Delaware  State  Medical  Journal 


SUPPUED: 

CAPSULES  contain  Z50  mg.  tetracycline  HCl 
equivalent  (phosphate-buffered)  and  250,000  units 
Nystatin.  ORAL  SUSPENSION  (cherry-mint  fla- 
vored) Each  5 cc.  teaspoonful  contains  125  mg. 
tetracycline  HCl  equivalent  (phosphate-buffered) 
and  125,000  units  Nystatin. 

DOSAGE:  ^ 

Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight  per 
day)  in  the  average  adult  is  4 capsules  or  8 tsp. 
of  ACHROSTATIN  V per  day,  equivalent  to  1 Gm. 
of  ACHROMYCIN  V. 

^Trademark  tReg.  U.  S.  Pat.  Off. 


Combines  Achromycin  V with  Nystatin 

Achrostatin  V combines  AcHROMYcmt  V...the 
new  rapid-acting  oral  form  of  Achromycini  Tetra- 
cycline... noted  for  its  outstanding  effectiveness 
against  more  than  50  different  infections... and 
Nystatin .. .the  antifungal  specific.  Achrostatin 
V provides  particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course  of  antibiotic  treatment. 


LEDERLE  LABORATORIES  Division,  AMERICAN 


CYANAMID  COMPANY,  Peari  River, 


New 


York 
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A GOOD  BUY  IN  PUBLIC  RELATIONS 


Place  if  in  your  reception  room 

Today’s  Health  is  published  for  the  American  Family  by  the 
American  Medical  Association,  535  N Dearborn  St.— Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of  your  local 
Medical  Society  Woman's  Auxiliary,  who  can  give  you  Special  Reduced  Rates. 


)i 


ORAL  (tablet  swallowed  whole) 

for  dependable  prophylaxis 

SUBUNGUAL-ORAL 

for  immediate  and 

sustained  relief 


TRADEMARK 


Of  ANGINA  PECTORIS 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain)  — acts  quickly 

CITRUS  "FLAVOR-TIMER"  — 

signals  patient  when  to  swallow 

PENTAERYTHRITOL  TETRANITRATE  — 

15  mg.  (1/4  grain)  — prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 


lORATORIIS  NIW  YORK  11.  H 
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They  all  went  to  the  doctor 


I was  too  much 


I was  too  little 


I was  simply  two 


And  I was  getting  brittle 


With  my  anemia, 

I could  never  make 


AMPLUS 

for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


J 


STIMAVIT 

stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


OBRO^ 

a nutritional  buildup  for  the  OB  patient 


OBR( 
HEMATINIC 

when  anemia  complicates  pregnancy 


NEOBON 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


ROETINIC 

one  capsule  a day,  for  aU  treatable  anemias 

HEPTUNA^  PLUS 

when  more  than  a hematinic  is  indicated 


(Prescription  information  on  request) 


. and  he  solved  their  problems  with  a nutrition  product  from 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


CHLOROTHIAZIDE 


BECKER,  M.  C.,  Simon,  F.  and  Bernstein,  A.:  J.  Newark  Beth  Israel  Hosp. 

9:58  (January)  1958. 

“On  chlorothiazide  the  response  was  striking  with  . . . improvement  in  cardiac 

status  and  loss  of  toxic  symptomatology One  of  the  most  important  effects 

of  the  potent  oral  diuretic  was  the  smooth  continuous  diuresis.  There  was  less 
fluctuation  in  the  weight . . . marked  diminution  in  the  number  of  acute 
episodes  of  congestive  heart  failure  such  as  paroxysmal  dyspnea  and 

pulmonary  edema [diuril]  appeared  as  potent  a diuretic  as  parenteral 

mercurials  and  indeed  in  some  patients  it  was  effective  when  parenteral 

mercurials  failed We  have  encountered  no  patient  who  once  responsive  to 

chlorothiazide  later  developed  resistance  to  it.” 

DOSAGE:  one  or  two  500  mg.  tablets  DiURiL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


MERCK  SHARP  & DOHME  Division  of  MERCK&CO.,Inc.,  Philadelphia  l,Pa. 


markedly  relieves 

pulmonary 

edema 


ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATION 


FOR  DIURIL 
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Symptomatic 
relief 
. . . plus! 


TETRACYCUINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


pneumonitis 

adenitis 

sinusitis 

otitis 

bronchitis 


COMBINES : Traditional  components  for  re- 
lief of  the  annoying  symptoms  of  early  upper 
respiratory  infections . . . 

PLUS:  Protection  against  bacterial  compli- 
cations often  associated  with  such  conditions. 


TABLKTS  (suRar  coated) 

Each  contaim: 

ACHKOMYCIN*  Tetracycline  125  mif. 

Phenacetin 120  ror. 

C'alTetne  30  ruR. 

Salirylamide  150  ma. 

Chlorothen  Citrate 25  me. 


Bottles  of  24  and  100. 

SYRUP  (lomon-lirnc  flavored,  caffeinc-free) 
Each  5 cc.  tcaitpovnful  contains: 

ACHHO.M YCIN*  Tetracycline  C(|uivalent  to 


Tetracycline  HCl  125  mf. 

Phenacetln  120  ma. 

Salirylamide  150  ma. 

A,-<corhlc  .\cld  (C)  25  ma. 

Pyrllanilne  Maleatc 15  ma. 

Mcthylparaben  4 ma. 

Propylparaben 1 ma, 

BoKle  of  I fl.  oz. 


Adult  dosage  for  ACHROCIDIN  Tablets 
and  new  caffeine-free  Syrup  is  two  tablets 
or  teaspoonfuls  of  syrup  three  or  four  times 
daily.  Dosage  for  children  adjusted  accord- 
ing to  age  and  weight. 

Available  on  prescription  only. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

♦Reg.  U.  S.  Pjt.  Off. 


I 


Septembek,  1958 


Delaware  State  Medical  Journal 


NEW  styling 

for  known  standard 

To  diabetics  and  their  physicians,  Clinitest  means  rapid  and  reliable  urine-sugar  testing- 
standardized  for  accurate  results  every  time.  And  now,  the  new  streamlined  model  (No.  2105) 
gives  your  diabetics  this  standard  test  in  the  best  looking,  most  efficient  form. 

CLINITEST 

BRAND 

urine-sugar  analysis  set 


• functional:  full-view  test  tube 

always  in  place 

■ refillable:  takes  either  bottle 
of  36  or  sealed-in-foil  Clinitest 
reagent  tablets 

• attractive:  two-tone,  neutral 

gray  plastic  case 

Model  No.  2105  Clinitest  Urine- 
Sugar  Analysis  Set  contains  everything 
needed  for  accurate  standardized 
testing:  bottle  of  36  Clinitest  Reagent 
Tablets,  test  tube,  unbreakable  dropper, 
color  scale  — instruction  sheet,  analysis 
record,  diabetic’s  identification  card 


MODEL  NO.  2105 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


56756 


A desk  is  not  for  sleeping 

That’s  why  so  many  physicians  prescribe 
COMPAZINE^  for  working  patients  and 
others  who  require  a tranquilizing  agent 
which  won’t  impair  their  capacity  to  think 
clearly  and  function  normally. 

For  all-day  (or  all-night)  therapeutic  effect  with  a single  oral  dose:  ‘Compazine’ 
Spansulet  capsules.  Also  available:  Tablets,  Ampuls,  Multiple  dose  vials.  Syrup 
and  Suppositories. 

Smith  Kline  & French  Laboratories,  Philadelphia 

pioneers  in  psychopbarniacology 

*T.M.  Reg.  U.S.  Ru.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F* 
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TRINSICON* 

(hematinic  concentrate  with  intrinsic  factor,  Lilly) 


assures  complete  anemia  therapy 


. . . because  it  provides  therapeutic  quantities  of 
all  known  hematinic  factors 


JUST  TWO  PULVULES®  TRINSICON  (DAILY  DOSE)  PROVIDE: 

Special  Liver-Stomach  Concentrate.  Lilly  (containing  Intrinsic  Factor)  . . 300  mg. 


Vitamin  Bu  with  intrinsic  Factor  Concentrate,  U.S.P 1 U.S.P.  unit(orai) 

Vitamin  Bit  Activity  Concentrate,  N.F 15  meg. 

Ferrous  Sulfate.  Anhydrous 600  mg. 

Ascorbic  Acid 150  mg. 

Folic  Acid 2 mg. 


819063 


HIGHLY  EFFECTIVE  CYCLIC  THERA 


N RLUTII 


In  gynecological  disorders  amenable  to  progestational  therapy,  cl  ^ 
effects  of  injected  progesterone  can  now  be  produced  by  small  oral 
of  NORLUTIN.  In  amenorrhea,  for  example,  10-20  mg.  daily  for  5 c 
after  estrogen  priming— will  induce  . a prompt  temperature  risi 
withdrawal  bleeding  24-72  hours  after  medication  is  stopped.”^ 

CASE  SUMMARY^  Amenorrhea  of  four  years’  duration  in  a 24-year-old  m 
woman.  A course  of  10  mg.  NORLUTIN,  twice  daily  for  five  days,  was  fol 
after  three  days  by  menses.  When  no  spontaneous  menstruation  occurred  ( 
the  following  35  days,  this  treatment  was  repeated  and  again  induced  m 
Using  ethisterone,  similar  results  were  unobtainable  in  this  patient. 

INDICATIONS  FOR  NORLUTIN:  conditions  involving  deficiency  of  progesterone' 
primary  and  secondaiy  amenorrhea,  menstrual  irregularity,  functional  uterine  bU 
endocrine  infertility,  habitual  abortion,  direatened  abortion,  premenstrual  tensic 
dysmenorrhea. 

PACKAGING:  5-mg.  scored  tablets,  bottles  of  30. 

REFERENCES:  (1)  GrcenbUtt,  R.  H..  & Jungck,  E.  C.:  J.A.M.A.  166:1461  (Mar.  22)  1958.  (2)  H 
Waite,  J.  H.,  & Thomas,  L.  B.:  Proc.  Soc.  Exper.  Biol.  <>  Med.  91:418,  1956. 
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why  all  the  fuss 
over  potassium? 


Many  physicians  will  recall  when  safe  but 
potent  organomercurials  were  first  intro- 
duced. At  the  time  there  was  considerable 
worry  about  possible  potassium  loss.  Pa- 
tients were  instructed  to  take  foods  rich 
in  this  mineral,  and  not  infrequently  potas- 
sium supplements  also  were  advised.  After 
enough  experience  was  gained,  it  became 
evident  that  only  the  exceptional  case  could 
lose  enough  potassium  to  be  concerned 
about.  And  with  oral  organomercurial  diu- 
retics this  was  practically  never  a problem. 

Why  revive  the  subject  now?  Because 
clinical  experience  with  nonmercurial  diuretics  indicates  most  of  them  have  such  a 
specific  effect  on  potassium  that  with  their  use  very  real  problems  must  be  faced.  Enough 
potassium  loss  can  lead  to  digitalis  toxicity  or  to  a classical  overt  hypopotassemia.  Since  a 
fair  percentage  of  cardiacs  w'ho  receive  diuretics  are  also  digitalized,  this  excess  potassium 
excretion  is  clinically  serious.  Clinical  experience  is  still  too  limited  with  some  nonmercurial 
diuretics  to  say  just  how  often  such  loss  will  occur— but  warnings  already  have  been 
sounded  by  some  clinical  investigators  as  to  the  need  for  potassium  supplementation. 

Experience  in  many  patients,  for  many  years,  demonstrates  that  potassium  loss  is  never 
a problem  when  neohydrin®  is  the  oral  diuretic.  And  there  is  no  refractoriness  to  this 
effective  oral  organomercurial. 
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PREVENT 

both  cause  and  fear  of 


INA 

AHACKS 


proven 

safety 

for 

long-term 


use 


Miltrate 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 


prolonged  relief  from 
anxiety  and  tension  with 


sustained  coronary 
vasodilation  with 


MILTOWN^  + PETN 


The  original  meprobamate, 
discovered  and  introduced 
by  Wallace  Laboratories 


pentaerythritol  tetranitrate 
a leading, 
long-acting  nitrate 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . , . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”^ 

The  addition  of  Miltown  to  petn,  as  in  Miltrate . . appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”^ 


Miltrate  is  recommended  /or  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied;  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  4-  10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  clinical  supply  and  literature,  ivritc  Dcpt.38A 

1.  Frif’dlander^  //.  S.:  The  role  of  ataraxica  in  cardiology.  Am.  J.  Card.  1 :395,  March  1958, 

8.  Shapiro,  S. : Ohaervations  on  the  use  oj  meprobamate  in  cardiovascular  disorders.  Angiology  8 ;504.  Oce.  1957, 

\^/®WALLACE  LABORATORIES,  Neiv  Drunstvick,  N.J. 
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FOR  FLAGELLATE  AND  FUNGAL  VAGINITIS 


Floraquin® 


Destroys  Common  Vaginal  Pathogens; 
Rebuilds  Normal  Bacterial  Barrier 


Whenever  a woman  complains  of  vaginal  dis- 
charge with  pruritus,  a trichomonal  infection^ 
must  be  suspected.  Moniliasis,  the  second  most 
frequent  cause-  of  leukorrhea,  often  occurs^  in 
conjunction  with  diabetes  mellitus,  pregnancy 
and  estrogen  or  broad  spectrum  antibiotic  ther- 
apy. Commonly  used  douches  wash  away  nor- 
mal acid  secretions  and  protective  Doderlein 
bacilli,  thus  tending  to  aggravate  the  problem. 

Floraquin,  containing  Diodoquin®  (diiodo- 
hydroxyquin,  U.S.  P.),  eliminates  infection  and 
provides  boric  acid  and  sugar  to  restore  the 
acidic  pH  which  favors  replacement  of  patho- 
gens by  normal  Doderlein  bacilli.  The  danger 
of  recurrence  is  thus  minimized. 

Pitt  reports-  consistently  good  results  after 
daily  vaginal  insufflation  of  Floraquin  powder 
for  three  to  five  days,  followed  by  acid  douches 
and  the  daily  insertion  of  Floraquin  vaginal  tab- 
lets throughout  one  or  two  menstrual  cycles. 


Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis— 

This  smooth,  unbreakable,  plastic  plunger  de- 
vice is  designed  for  simplified  insertion  of  Flora- 
quin tablets  by  the  patient;  it  places  tablets  in 
the  fornices  and  thus  assures  coating  of  the 
entire  vaginal  mucosa  as  the  tablets  disintegrate. 
A Floraquin  applicator  is  supplied  with  each 
box  of  50  tablets. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Re- 
search in  the  Service  of  Medicine. 


1.  Davis,  C.  H.:  Trichomonas  Vaginalis  Infections;  A 
Clinical  and  Experimental  Study,  J.A.M.A.  157:126 
(Jan.  8)  1955. 

2.  Pitt,  M.  B.:  Leukorrhea,  Causes  and  Management, 
J.M.A.  Alabama  25.T82  (Feb.)  1956. 

3.  Lang,  W.  R.:  Recent  Advances  in  Vaginitis,  Phila- 
delphia Med.  5J:1494  (June  15)  1956. 
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Please  use  this  coupon  for  ordering: 


Medical  Department 

Com  Products  Refining  Company 

17  Battery  Place 

New  York  4,  New  York 

Please  send  me  a free  copy  of  your  latest  refer- 
ence book,  “Unsaturated  Fats  and  Serum 
Cholesterol.” 


NAME. 


ADDRESS. 


CITY. 


.ZONE. 


.STATE. 


Technical  Pamphlet,  "Facts  about  MAZOLA  Corn  Oil," 
also  available.  Provides  technical  Information  on  chemi- 
cal and  physical  properties.  Check  here  If  you  wish  a 
copy  of  this  pamphlet.. . Q 


CORN  PRODUCTS  REFINING  COMPANY 


"Unsaturated  Fats 
and 

Serum  Cholesterol” 

A review  of  the  latest  concepts  and 
results  of  current  research 


This  new  book  contains  the  most  up-to-date 
bibliography  of  current  research  on:  1.  The 
origin  and  behavior  of  cholesterol  in  the  human 
body;  2.  The  effect  of  different  dietary  fats  on 
serum  cholesterol  levels;  3.  The  nature  of  the 
active  components  in  vegetable  oils;  and  4.  Sug- 
gestions for  practical  diets. 

Now  ready  for  distribution  to  Physicians  by 
the  makers  of  MAZOLA  Corn  Oil,  this  book 
supplements  the  1957  monograph,  “Vegetable 
Oils  in  Nutrition”  and  provides  a broader  cover- 
age of  this  important  subject. 

As  a regular  part  of  daily  meals 

MAZOLA®  CORN  OIL 

can  be  used  for 

control  of  Serum  Cholesterol  levels 

MAZOLA  CORN  OIL  . . . the  only  leading  oil 
made  from  golden  corn,  is  rich  in  the  important 
unsaturated  fatty  acids— When  an  adequate 
amount  of  Mazola  is  part  of  the  daily  meals, 
elevated  serum  cholesterol  levels  tend  to  be 
lowered  . . . normal  levels  tend  to  stay  level . . . 

MAZOLA  CORN  OIL  is  a natural  food,  and 
cholesterol  free,  can  easily  be  included  as  part 
of  the  every  day  meals  . . . simply  and  without 
seriously  disturbing  the  patient's  usual  eating 
habits ...  in  salads,  baking  and  other  cooking 
processes. 


Each  TABLESPOON FUL  of 
MAZOLA 

Provides  approximately: 

LINOLEIC  ACID 7.4  Gm. 

Sitosterols 130.0  mg. 

Natural  tocopherols 15.0  mg. 

Cholesterol 0 

Weight 14  Gm.  Calories 136 

Total  unsaturated  Fatty  Acids— 85% 

TYPICAL  AMOUNTS  PER  DIET 

For  a 3600  calorie  diet 3 Tbtp. 

For  a 3000  calorie  diet 2.6  Tbsp.  ^ 

For  a 2000  calorie  diet 1.6  Tbsp.  | 
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GOUT-THE  DIAGNOSTIC  PROBLEM 


ARTHRITIS... 

OR 

GOUTP 


Clinical  “curiosity”  rather  than 
clinical  “instinct”  is  the  key 
to  accurate  diaj?nosis  of  gout. 
Visible  manifestations  may  not 
appear  until  late  in  the  course 
of  the  disease.  Moreover,  the 
patient’s  description  of  the  pain 
and  the  site  of  the  pain  may  not 
differ  markedly  from  other 
articular  disorders. 

THE  FOLLOWING  FINDINGS  ARE  HIGHLY 
INDICATIVE  OF  GOUT:  (1)  Tophacemis 
deposits  resulting  in  irregular, 
asymmetrical  deformity  of  joints; 
(2)  Elevated  serum  uric  acid  levels 
(above  6 mg.%) ; (3)  Pain  relief 
with  colchicine.  When  findings  sug- 
gest gout,  therapy  with  ‘Benemid’ 
should  be  started  immediately. 

BENEMIOS-AN  EFFECTIVE  URICOSURIC 
AGENT 

‘Benemid’  is  firmly  established 
as  an  effective  and  exceptionally  safe 
uricosuric  agent.  ‘Benemid’ 
approximately  doubles  the 
excretion  of  uric  acid ; reduces 
serum  uric  acid  levels  toward 
normal ; often  prevents  formation 
of  new  tophi,  and  gradually 
mobilizes  existing  uric  acid 
deposits;  minimizes  incidence  and 
severity  of  future  attacks. 

‘Benemid’  is  of  remarkably  low 
toxicity  — usually  so  low  as  to  be 
clinically  insignificant— even  in 
patients  who  have  been 
on  uninterrupted  therapy  for  almost 
a decade.  The  uricosuric  effects 
of  salicylates  and  ‘Benemid’  are 
mutually  antagonistic  and  these 
compounds  should  not  be 
used  together. 


BENEMID 

PROBENECID 

A SPECIFIC  FOR  GOUT 


RECOMMENDED  DOSAGE:  0.25  Gm. 

( Vz  tablet)  twice  daily  for  one  week 
followed  by  1 Gm.  (2  tablets)  daily 
in  divided  doses, 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA, 


Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 
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JOHN  G.  MERKEL 
&S0NS 


PHONE  OL  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  immediote 
Thorough  Investigation  And  Saves  Yau  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  Caunty  Medical  Society 
The  Kent  County  Medical  Saciety 
The  Sussex  County  Medical  Saciety 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

67  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 

If  it’s  insurable  we  can  insure  it 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDAS 

STStPTOKINSSf.SIRtPTOOORMASI  UOI 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMID  COMPANY. 
Pearl  River.  New  York 


CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


Comments  by  investigators  on 


<Methocarbftmol  Roblna,  U.S.  Pat.  No.  2770640) 


— the  remarkably  efficient  skeletal  muscle  relaxant, 
unique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 


PUSLISHCD  RCFCflENCES:  1.  Carpenter.  E.  B.:  Southern  Medical  Journal  Sl:627,  1058. 
2.  Porayth.  H.  F.:  J.A.M.A.  167:163.  1058  3.  Little.  J.  .M  . and  Truitt.  E.  B..  Jr.:  J.  Pharm. 
A Exper.  Therap.  110:161.  1037.  4.  .Morgan.  A.  M..  Truitt.  E.  B.,  Jr.,  and  Little.  J.  M : .1. 
Am.  Pharm.  Aaan..  Scl.  Ed.  46:374,  1037.  5.  O'Doherty.  D.  S..  and  Shields.  C.  D.:  J.A  M.A. 
167:160.  loss.  6.  Park.  H.  W.:  J.A. M.A  107:108,  1038-  7.  Truitt.  E.  B..  Jr.,  and  P.'itlcrson . 
R B-.  Proc.  Soe.  Exper.  Bio.  A Med.  03:422.  1037.  8.  Truitt.  E.  B . Jr.,  Patterson.  R.  B.» 
Monean.  A.  M.<  and  Little.  J.  M.:  J,  Pharm.  A E.xper.  Therap.  110:180.  1037. 


Supply:  Tablets  (white,  scored),  0.5  Gm.,  bottles  of  50  and  500. 


“In  the  author's  clinical  experi- 
ence, methocarbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  relaxants  . . 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

Ethical  Pharmoceutfco/s  of  Merit  since  1878 


Summary/  of  four  new  published  clinical  studies: 

Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeletal  Muscle  Spasm' 


CONDITION 

RESPONSE 

STUDY  I* 

"marked" 

moderate 

slight 

none 

Skeletal  muscle 

spasm  secondary  to 

acute  trauma 

33 

26 

6 

1 

— 

STUDY  2* 

'pronounced" 

Herniated  disc 

39 

25 

13 

— 

1 

Ligamentous  strains 

8 

4 

4 



— 

Torticollis 

3 

3 





— 

Whiplash  injury 

3 

2 

— 

Contusions, 

fractures,  and 

muscle  soreness 

due  to  accidents 

5 

3 

2 

— 

— 

STUDY  3* 

"excellent" 

Herniated  disc 

8 

6 

2 





Acute  fibromyositis 

8 

8 







Torticollis 

1 

— 

— 

1 

— 

STUDY  4® 

"significant" 

Pyramidal  tract 

and  acute  myalgic 

disorders 

30 

27 

— 

2 

1 

TOTALS 

138 

104 

28 

4 

2 

(75.3%) 

(20.3%) 




“An  excellent  result,  following 
methocarbamol  administration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm."^ 


“In  no  instance  was  there  any 
significant  reduction  in  voluntary 
strength  or  intensity  of  simple 
reflexes."* 


Southmi 


“This  study  has  demonstrated 
that  methocarbamol  (Robaxin)  is 
a superior  skeletal  muscle  relax- 
ant in  acute  orthopedic  condi- 
tions."* 
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new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  Be,  B®. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. ..plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B,j. 


new 


* 


Lysine-Vltamlns 


WITH  IRON  SYRUP 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  is  1 teaspoonful  daily.  Available  In  bottles  of  4 and  16  fl.  oz. 
Each  teaspoonful  (B  cc.)  contains; 


1-Lyslne  HCI 300  mg. 

Vitamin  Bia  Crystalline 26  mcgm. 

Thiamine  HCI  (Bj) lo  mg. 

Pyridoxine  HCI  (Bo) 6 mg. 

Ferric  Pyrophosphate  (Soluble) 260  mg. 

Iron  (as  Ferric  Pyrophosphate) 90  mg. 

Sorbitol 3.6  Gm. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

U.  S.  Pat.  OK. 


(Erythromycin  Stearate,  Abbott) 


V against 
staph-,  strep 
and 


pneumococci 


indications: 

In  infections  caused  by  staphylococci, 
streptococci  (including  enterococci)  and 
pneumococci.  Also,  against  organisms 
that  have  become  resistant  to  other  anti- 
biotics. ERYTHROCIN  should  be  used 
where  patients  are  allergic  to  penicillin  or 
other  antibacterials. 
dosage: 

Usual  adult  dose  is  250  mg.  every  six 
hours;  for  severe  infections,  usual  dose  is 
500  mg.  every  six  hours.  Child's  dose  may 
be  reduced  in  proportion  to  body  weight. 
supplied: 

In  bottles  of  25  and  100  Filmtabs  (repre- 
senting 100  and  250  mg.  of  ERYTHROCIN 
activity).  Also,  in  cinnamon-flavored  oral 
suspension:  75-cc.  bottles.  Each  5-cc. 
teaspoonful  represents  100  mg.  of 
ERYTHROCIN  activity. 


I 


® PHmtab^  Film-sealed  tablets,  Abbott:  pat.  applied  for. 


(D  199«.  AI90TT  LASOAATOHICt,  NOHTH  CHiCAOO.  ILLIHOI* 


•09O«? 


1 


remarkable  effectiveness 
against  the  cocci- 
ptus  a safety  record 
unmatched  in  systemic 
antibiotic  therapy 


Now,  after  more  than  six  years  of  extensive 
use,  there  has  not  been  a single  serious 
reaction  to  ERYTHROCIN.  Additionally,  the 
often-met  problem  of  resistance  has  re- 
mained unusually  low  with  ERYTHROCIN. 

Therapeutically,  you’ll  find  ERYTHROCIN 
highly  effective  against  the  majority  of  coc- 
cal  organisms.  Where  severe  viral  attacks 
occur,  ERYTHROCIN  may  well  be  the  wea- 
pon to  counteract  those 
dangerous  complications. 


Qj&Crott 
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Now.  IN  BOTH  FilMTAB  AND  ORAL  SOLUTION,  patients 
get  high  penicillin  V blood  levels  with  Compocillin- 
VK.  Note  the  chart.  Concentrations  are  three  times 
higher  than  an  equivalent  dose  of  potassium  peni- 
cillin G. 

Compocillin-VK  is  indicated  whenever  you  desire 
oral  penicillin  therapy.  In  severe  infections,  oral 
penicillin  should  be  supplemented  by  parenteral 
therapy  to  obtain  the-maximum  therapeutic 
response. 

Indications: 

Against  all  organisms  sensitive  to  oral  penicillin 
therapy.  For  prophylaxis  and  treatment  of  complica- 
tions in  viral  conditions.  And  as  a prophylaxis  in 
rheumatic  fever  and  rheumatic  heart  disease. 

Dosage: 

J^epending  on  the  severity  of  the  infection,  the  usual 
adult  dose  is  125  to  250  mg.  (200,000  to  400,000  units) 


every  four  to  six  hours.  For  children,  dosage  may  be 
reduced  in  proportion  to  body  weight. 

Supplied : 

In  Filmtabs,  representing  125  mg.  (200,000  units)  of 
potassium  penicillin  V,  bottles  of  50  and  100.  In  250 
mg.  (400,000  units),  bottles  of  25  and  100. 

For  Oral  Solution,  Compocillin-VK  comes  in  dry 
granules  for  easy  reconstitution  with  water.  Cherry- 
flavored,  the  granules  come  in  40-cc.  and  80-cc. 
bottles.  Each  5-cc.  teaspoon  of  solution  represents 
125  mg.  (200,000  units)  of  potassium  penicillin  V. 


COMPOCILLIN-V®  Oral  Suspension  (Ready-Mixed), 
Hydrabamine  Penicillin  V,  Abbott,  comes  in  40-cc. 
and  80-cc.  bottles.  Each  tasty,  banana-flavored  5-cc, 
teaspoonful  represents  180  mg.  (300,000  ^ n q 
units)  of  penicillin  V.  At  all  pharmacies.  LluTTOtl 
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indications: 

Against  a wide  range  of  staphylococcal, 
streptococcal,  pneumococcal  and 
enterococcal  infections.  A drug  of  choice 
for  treating  serious  infections  caused  by 
organisms  that  resist  all  other  antibiotics. 

dosage: 

Administered  intravenously.  In  pneumo- 
coccal, streptococcal  and  enterococcal 
infections,  a dosage  of  25  mg. /Kg.  will 
usually  be  adequate.  Majority  of  staphy- 
lococcal infections  will  be  controlled  by 
25  to  50  mg. /Kg.  per  day.  It  is  recom- 
mended thatthedaily  dosages  be  divided 
into  two  or  three  equal  parts  at  eight-or 
12-hour  intervals. 

supplied:  '' 

In  vials  containing  a sterile,  lyophilized 
powder,  representing  500  mg.  of  risto-  ■ ' 

cetin  A activity.  , ' 

^ I 

j 

( 

( 


(RISTOCETIN.  ABBOTT) 
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provides  bactericidal  action 
against  coccat  infections 

provides  successful  short-term  therapy 
against  endocarditis’ 

provides  clinical  effectiveness  against 
resistant  staphylococci  and  enterococci^ 

Now,  after  almost  a year,  SPONTIN  has  proved 
to  be  an  exceptionally  valuable  agent  for  treating 
serious  coccal  infections. 

Some  of  the  outstanding  clinical  responses 
to  SPONTIN  therapy  involved  enterococcal  en- 
docarditis, staphylococcal  pneumonias  and 
staphylococcal  bacteremias.  These  were  patients 
who  were  going  downhill  steadily— -in  spite  of 
treatment  by  other  antibiotics. 

Results,  of  course,  were  not  always  good. 
Sometimes,  the  patient  was  treated  with 
SPONTIN  too  late.  Occasionally,  there  were  side 
effects  and  SPONTIN  had  to  be  withdrawn.  But 
generally,  SPONTIN  proved  extremely  useful  and 
many  times— lifesaving.  Be  sure  ^ QQ  ^ 
your  hospital  has  it  stocked.  VAX)1j0iX 

1.  Antibiotics  Annual,  1956- ’57,  p.  706. 

2.  Antibiotics  Annual.  1957-’58,  p.  180-7. 
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NEW  YORK  17,  N.  Y, 


tCItNCt  FO* 

Division.  Chis.  Plbir  A Co.,  (no.  thi  wonio-t 
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triASOuia 


well 

tolerated 


effective 
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CLINICAL, 
RESULTS 
Cured 
Improved 
V Failure 


adults 
172  (80%) 
28  (13%) 
17  (7%) 


children 
148  (89%) 
8(5%) 
11  (6%) 


all  Staph 
infections 
71  (88%) 
7(9%) 
3(3%) 


Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as;  staphy* 
lococci  (including  strains  resistant  to  other  anti* 
biotics),  streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu* 
mococci,  gonococci,  Hemophilus  influenzae. 


Per  cent  of  “antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.i 


100 


Tao 


chloramphenicol 


erythromycin 


penicillin 


(b)  children 
Total -0.6% 

(1  out  of  167) 

Skin  rash  — none 
Gastrointestinal  — 
0.6%  (1  out  of  167) 


REACTIONS: 

(a)  adults 
Total-9.2% 

(20  out  of  217) 

Skin  rash  — 1.4% 

(3  out  of  217) 

Gastrointestinal  — 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


stability  In  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation 

Dosage  and  Administration;  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.j  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules  — 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.;  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride.  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Aug.) 
1958.  4.  Celmer,  W.  D.,  et  al.;  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 


I 


October,  1958 


Dee  AW  ARE  State  Medical  Jocrnal 


XIX 


now— an  antibiotic  troche  that 


The  cough  control  provided  by  homarylamine  (a  non-narcotic  antitussive) 
approximates  that  of  codeine. 

Three  antibiotics  (bacitracin,  tyrothricin,  neomycin)  act  in  combination 
against  a wide  variety  of  pathogens— with  little  danger  of  side  reactions. 
The  anesthetic-analgesic  effect  of  benzocaine  brings  soothing  relief  to  in- 
flamed tissues  of  mouth  and  throat. 

Pentazets  now  extend  the  therapeutic  usefulness  of  convenient  troche 
medication.  Each  pleasant-tasting  Pentazets  troche  acts  promptly  against 
the  most  bothersome  aspects  of  mouth  and  throat  irritations. 

PRESCRIBE 

Pentaxets 

antitussive— antibiotic  -anesthetic-analgesic  troches 


Dosage:  Three  to  5 troches  daily  for  3 to  6 days. 
Supplied:  In  vials  of  12. 

Pentazets  is  a trademark  of  Merck  £ Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1.  PA. 
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NEW  styling 

for  known  standard 

To  diabetics  and  their  physicians,  Clinitest  means  rapid  and  reliable  urine-sugar  testing- 
standardized  for  accurate  results  every  time.  And  now,  the  new  streamlined  model  (No.  2105) 
gives  your  diabetics  this  standard  test  in  the  best  looking,  most  efficient  form. 

CLINITEST 

BRAND 

urine-sugar  analysis  set 


• functional:  full-view  test  tube 

always  in  place 

■ refillable:  takes  either  bottle 

of  36  or  sealed-in-foil  Clinitest 
reagent  tablets 

• attractive:  two-tone,  neutral 

gray  plastic  case 

Model  No.  2105  Clinitest  Urine- 
Sugar  Analysis  Set  contains  everything 
needed  for  accurate  standardized 
testing:  bottle  of  36  Clinitest  Reagent 
Tablets,  test  tube,  unbreakable  dropper, 
color  scale— instruction  sheet,  analysis 
record,  diabetic’s  identification  card 


MODEL  NO.  2105 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


S€7S8 


for  unsurpassed  performance  at  the  clinical  level 


I ■ t 


Achromycin 


Citric  Acid 


MrontiiV 


CITRIC  ACID 
the 
additive 
choice 
of 

Lederle  Research 


triple  assurance  of  maximum  antibiotic  potency 

In  developing  ACHROMYCIN  V,  Lederle  research  scientists 
aimed  for  patient  response  rather  than  laboratory  results,  and 
chose  citric  acid  for  its  outstanding  value  under  clinical  con- 
ditions. Citric  acid  is  unique  in  that  it  contains  THREE  free 
carboxyl  groups  in  every  molecule  to  combine  with  the  metal- 
lic ions  which  interfere  with  gastrointestinal  absorption.  This 
activity  thus  leaves  the  pure  active  tetracycline  molecule 
available  for  full  absorption  and  rapid  action  at  the  site  of 
infection. 


Idmwm'ilt 


F 


TCTRACYCUNC  WITH  CITRIC  ACIO  LCOCRUE 


ASSURES  EVERY  PATIENT  PRECISE 

a 

ANTIBIOTIC  ACTION  UNDER  THE  VARIED 
CONDITIONS  OF  REALISTIC  CLINICAL  PRACTICE  ’’  ^ 

produces  optimal  gastric  conditions 

p 

Ideally,  most  antibiotics  are  given  on  an  empty  stomach.  Since  citric  acid  helps  control  un- 
favorable variances  in  gastric  content,conditions  in  the  stomach  are  optimal  with  ACHROMYCIN  V 
tetracycline  with  citric  acid. 


prevents  interference  with  absorption 

Sequestering  of  antibiotic  molecules  by  free  metallic  ions,  always  present  in  the  intestinal 
tract,  can  deprive  patients  of  a full  therapeutic  dose.  The  three  active  carboxyl  radicals  which 
protect  the  action  of  ACHROMYCIN  V trap  these  free  cations  and  allow  uninhibited  antibiotic 
absorption. 

provides  for  peak  antibiotic  action 

At  the  site  of  infection  where,  in  essence,  all  antibiotics  are  proved,  ACHROMYCIN  V combats 
a wide  range  of  pathogens  under  optimal  tissue  conditions.  Citric  acid,  a factor  of  medically 
established  value  in  the  natural  acid-base  regulating  mechanism  of  the  G.i.  tract,  facilitates  a 
more  complete,  and  rapid  antibiotic  action. 

MORE  DOCTORS  PRESCRIBE 
ACHROMYCIN  V THAN  ANY  OTHER 
BROAD-SPECTRUM  ANTIBIOTIC 


LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 

^ ' -REG,  U.S.  »»AT.  Off. 


BONADOXIN 

STOPS 
MORNING 
SICKNESS,  BUT. 


Highest  percentage  of  relief: 
In  Drugs  of  Choice^,  clinical  data 
on  several  tlierapics  for  nausea 
and  vomiting  of  pregnancy  is 
summarized,  bo.nadoxin  aflorded 
the  highest  percentage  of  relief 
in  the  "excellent”  (79%)  and 
“good”  (16%)  combined 
categories.  The  majority  o(  cases 
were  completely  controlled  in 
the  first  week  of  treatment, 
almost  all  on  one  tablet  nightly. 


Safe,  too: 

BONADOXiN  doesn’t  "stop”  the 
patient.  It  is  free  of  side  effects 
commonly  associated  with 
overpotent  antinauseants. 
Goldsmith,  reporting  on  620 
controlled  cases,  states  that 
"toxicity  and  intolerance 
[are]  zero."® 


BONADOXIN 


DOESN’T 

^TOP 

PHE 

OTIENT ! 


NEW  Y01U(  17,  N,  T. 


SCtCMCC  rON 
THE  WORLD'S 
WCLL-DCJMB 


Now 

available  in  tablet  or  drop  form. 

Dosage:  usually  one  tablet  or  one  tsp. 

(5  cc.)  at  bedtime.  Severe  cases  may  require 
another  dose  on  arising. 

Supplied:  tiny  pink-and-blue  tablets, 
bottles  of  25  and  100.  Bonadoxin  Drops  in 
30  cc.  dropper  bottles. 

Each  tiny  pink-and-blue  Bonadoxin  tablet  contains: 
Meclizine  HCl  (25  mg.) 

.. .for symptomatic  relief 
Pyridoxine  HCl  (50  mg.) 

...for  metabolic  action  and  prompt 
antinauseant  effect. 


Infant  colic? 

Non-narcotic  Bonadoxin  Drops  stop  colic 
in  about  85%  of  cases. 

Each  cc.  contains; 

Meclizine  Dihydrochloride. . .8.33  mg. 
Pyridoxine  Hydrochloride. . .16.67  mg. 
Dosage: 


under  6 months 

0.5  cc. 

2 or  3 times 
daily,  on  the 

6 months  to  2 years 

1.5  to  2 cc. 

2 to  6 years 

3 cc. 

tongue,  in 
fruit  juice  or 
water 

adults  and  children 
over  6 years 

1 teaspoon  (5  cc.) 

Supplied: 

fruit-flavored,  clear  green  syrup  in  30  cc. 
dropper  bottles. 

References:  1.  Drugs  of  Choice  1958-1959,  . 

St.  Louis,  C.  V.  Mosby  Company,  1958,  p.  347. 
2.  Goldsmith.  J.  W.:  Minnesota  Med. 

40:99  (Feb.)  1957. 
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Creuomycin  is  a trademark  of  Merck  & Co..  Ino. 
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9,  April  19^.  179.  Friedntn,  The  troatacnt  of  chronic  headache  with  Konro-- 

I'se  of  tranqullisers  in  the  treatment  of  headac>  . Am.  Pract.  & Digest  Treat.  8;9lj, 
,M.A,  l63illllj  March  30,  1907.  Frie' , . . T.  and  Karcelzat,  W.  L. t AdTsrse 


irabajsiate  [Mlltowi]  - a clinical  stfidy,  A?n,  J.  F^/chiat.  In  press,  1957. 


G1 bbs , 


Relaxant  effects  of  meprobamate  in  disf;bl  Mt;  r.s  resulting  from  ruscnloakeletal  and 
li53,  July  1956.  186.  Gillette,  H.  E.t  The  effect  of  meprobamate  on  cerebral  palsy, 
srs  and  poirpora  hoaorrharica  (Correspccdence) . J.A.M.A.  l6l;96,  Kay  5,  1956.  188. 
An  evaluation  of  meprobamate  in  the  treatment  of  alcoholisc.  Ann.  Kew  Tork  Acad.  Sc. 

’’Habit-forming"  indivi.duals  (Queries  and  Minor  Notes).  J.A.M.A.  l63:5l5>  Feb.  9, 
c.  Ohio  K.  J.  <2tl306,  Dec.  1956-  192.  Rollietar,  L.  E.,  Elkins,  H.,  Hiler,  E.  C. 


nd.  Sc.  67j?89,  Kay  9,  1957.  193.  Hollister, 
19lj,  Holo^c’..,  J.  E.,  Thomas,  O^C.  and 
90.  dj^^> 

robair.atc 

tranquili Jr^.T.uproD^ata  use  for  p 

chamate  ( 

. P.  Clin 
obamate  i: 

J.  Chronic 

).  J.A.M.A.  l60iU31, 

06.  206.  Lame 
A.  Arch. 

LeVan,  P. 

Clinical  e 

.1  Ineffectiveness  of  Diamex  in 
in  treatment.  Southwestern  Hed. 

treatment  of  chronically  ill  psyi 

:^198 


I Stannard , A ^ n 
-C 


in  asBC 


(o^espcndence)  71  J.A.H.A,  IblsOiili,  June  16,  1956.  1^. 

aaQiSffliEstiai 


Eabit-foriuln 
hiatr 


treatment, 
town  in  the*" 


the  treatment 
37:Ii28,  July 


pTc^--?7Tbt  iTTxh 
j^.ldhoo{J_;^ilepsy 


ychiatric 
blication, 

Osin ski,  V 
Epondence) . 

of  eix 
robamate , 

1957,  p?  

cn,  V.  H,:  A tvn-year  conpai^ti've  -sway  of 
n (meprobamate)  with  psychotic  patientB. 

7.  227 
in  convu 


Tre 

iatea  •fc3i.h-iif6proC^ 

7.  220.  Pelner,  L.> 
ients.  jRead  at  tht| 


Dr&ka,  C.  ?. * 
to  2-T!Kithyl- 
).  Gaaad. 
e & Throat, 
preliminary 
ugelmass,  I.  N.  t, 
oifrespond- 
/Hay  9,  1907. 
rugs.  North- 
roperties  of 
disorders. 
, C.  F.j  Jn- 
’-in  — A 
Ann.  New 
Pediatrics  1?: 
f’-ug  -reaction 
’vania  K.  J. 

0.,  Boyd, 
meprobamate 


Tisw  York  Acad., 
,e;^o hamate  (Correspond- 
Am^.ric^an  J’sychosomatic 
*ic  cases,  in 
fiiT^.taraxics  in 
^sxfcs  in'^nem^C^syciii^wlIfCpatien^  J. 
J.  Psychiat.  llli:25?.  Sept.  1907.  226, 


^f^.J"does  not*  impjair^nien^ 

P^^pei^armance  ■'’"relieves  both-meiital  and  muscular  ^ 

■iltown)  fer  .ac  treav-r-unc  er:o t-xcn.u.  u_ ^ s.:  ..ic 


eat.  7<1573, 

■ • does  notraffect  autonomic'  function  "4^  snx- 

L.:  ry  report  c..  v *e  or  for  prs-anes- 

cf  ward  t -i'aicn  on  the  quality  and  quantity  cf  tranquilizer  uti- 
rders  cf  ruaole  tone.  Ann.  New  York  Acad.  Sc. 
with  meprobamate  ( Corre spend enj^) . Lancet  2i 

).  J.A.M.A. 

239.  Sen- 
Three  cases 

pproaiPts  w M.  Times 

in  rheumatic  diseaeec.  . I6,  1907. 

LABOKATORIES  ■ New  Brunswiclti  New  Jersey,  1957.  2l{it« 
eriatrics  S'Tl  5^152,  Feb.  1907.  2ii0.  Smith,  h.  T«:  Tho  newer  drugSM-iss  the  treat- 

adelphia,  March,  1907,  pp.  303-308.  2lj6.  Sokoloff,  0.  J. ? Meprobamate  (Hiltewn)  as 

, Cct.  1906.  2ii7»  Steffen,  C.  G. , Chervin,  H,  and  Van  Vranken,  B.s  Reaction  foilcw- 
Stewart,  E.  K. : The  use  cf  tranquiiizing  drugs  in  gynecology.  West.  J.  Surg.  61it 

land  J.  Med.  206t35ij,  Feb.  21,  1907.  200,  Thai,  N.s  Premedication  for  electroshock 

7:02,  Feb.  1906.  201.  Thisisnn,  J. i Newer  drags  in  the  treatment  of  acute  alcoholism 
ng,  Atlanta,  Georgia,  Dec.  26,  1900.  202.  Thiiaaim,  J.  and  Gauthier,  J.  ¥. ; Mltown 

17:19,  March  1906  . 203.  TTseker,  ¥.  I.t  The  place  of  Kiltown  in  general  practiced 

1 evaluation  of  meprobamate  therapy  in  a chronic  schizophrenic  population.  Am.  J. 
. Surg. , Gynec.  & Cbst.  1CI|J233,  Feb.  1957 » 206.  Turvey,  S,  E.  C,:  Meprobamate  for 
<63,  June  1906.  207-.  rsxi  de  Erve,  J.  and  Childs,  D.  R.t  Meprobamate  reactions.  J. 
cas  (The  new  ataractic  drugs).  Prensa  sied.  argent.  I;3s2667,  Aug.  31,  1906.  209»  ¥ein- 


tion.  KortensioU 
906.  233.  Rushia,  E 
S.  B.s  Tbs  effects 
The  val 
Hypotensive 
g drug:  us 

new  tranqui 
ode  Island 

O. :  ’Mood’ — rrrsrspy 

P.  ; Mepro'«®te  (Miltown) 
spasm  due  "^J^^uWALLACE 


(CHLOROTHIAZIDE)  * 


FORD,  R.  V.,  Rochelle,  J.B.III,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L: 
JAMA  166:129,  Jan.  11, 1958. 

“. . . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL'  relieves  or  prevents  the  fluid 
"build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  'DIURIL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective— even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  'DIURIL'  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 


OlURiL  is  a trade-mark  of  Merck  & Co.,  InCs 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.. Inc., Philadelphia  l,  Pa. 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in”  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


CajtHulra  (250  n>tc./260.000  u.),  bottles 
of  16  and  100.  Half ’Strength  CapmUca 
(126  m(r./126,000  u.),  bottles  of  16 
and  100.  Suapenaton  (125  mir./125.000 
u.),  2 oz.  bottles.  Pediatric  Dropa  (100 
mK  /100,000  u.),  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 

25  PATIENTS  ON 

TETRACYCLINE  ALONE 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 

• • 

• • • • 
• • • • • 
• • • • • 

• 

• 

Monilial  overgrowth  (rectal  swab)  None  ^ Scanty  ^ Heavy 

Childs.  A.  J.:  British  M.  J.  1:660  1956. 


•MTtTtCLiN,  • -MVCOITATIfl',* 


‘•WMTCIN- 


TMAOCHAKKt 


When 


the  bronchial  free 
has  too  much  “bark' 


ROBITUSSIN*^ 


Antitussive-Demulcent-Expectorant: 

Glyceryl  guaiacolate  100  mg.  and  desoxyephedrtne  hydrochloride  1 mg.  per  5 cc. 


( ROBITUSSIN'A-C 

Robitussin  with  Antihistamine  and  Codeine:^!lme  formula  as  RobitusSin,  plus 
prophenpyridamine  maleate  7.5  mg.  and  codeine  phbsphate  10  mg.  per  5 cc.  (Exempt  narcotic) 


make  cough  MORE  PRODUCTIVE, 
LESS  DESTRUCTIVE 


“Significantly  superior” 2 cough  therapy  for  “markedly” 
reducing  the  severity  and  frequency  of  coughing, 1 for 
increasing  respiratory  tract  fluid, ^ for  making  sputum 
easier  to  raise, 3 and  for  relieving  respiratory  discomfort.^ 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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FOR  LEG  FATIGUE  AND  MILD  VARICOSITIES 


Recent  clinical  research  demonstrated  the  excel- 
lent value  of  Supp-hose  for  leg  fatigue,  and  mild 
disorders  where  heavy  surgical  stockings  are 
not  prescribed.  The  advantage  of  Supp-ho.se  is 
that  it  looks  just  like  any  sheer  nylon  stocking, 
thus  it  overcomes  one  of  the  main  objections  of 
the  patient  concerned  about  her  ajiiiearance. 

so  MANY  WOMEN  COMPLAIN  ABOUT  LEG  FATIGUE! 

As  you  know,  expectant  mothers,  housewives, 
working  women,  and  women  with  mild  varico- 
sities all  complain  about  discomfort  of  the 
extremities.  Supp-hose  eases  this  leg  fatigue  and 


gives  gentle  support  all  day  long.  Yet  Supp-hose 
contains  no  rubber!  Every  stitch  is  fine  nylon 
with  a special  twist  that  provides  an  elastic 
quality. 

A VERY  ECONOMICAL  STOCKING! 

Patented  Supp-hose  costs  a woman  just  one- 
third  what  she  usually  pays  for  heavier  surgical 
stockings.  And  wear  tests  indicate  Supp-hose 
should  give  five  times  the  wear  of  ordinary 
nylons.  Supp-ho.se  is  available  in  proportioned 
sizes  in  beige,  natural  and  white.  At  drug  and 
department  stores. 


KAYSER-ROTH  hosiery  company,  Inc.,  200  Madison  Avenue,  N.  Y.  16,  N.  Y.  Sold  In  Canada. 


t 


Trilafoit 

H perphenazine 


an'a^ent  of  choice  in  treating  tension  qi 


• effective  without  somnolence 

• allows  the  patient  to  continue  his  normal  activities 


essential  ally  of  the  doctor 


in  relieving  anxiety,  tension 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW 


Trilafon  Tablets  — 2 mg.  and  4 mg.;  bottles  of  50  and  500. 


Trilafon  Repetabs,®  4 mg.  for  prompt  effect 

in  the  outer  layer  and  4 mg.  for  prolonged  action  in  the 

timed-action  inner  core;  bottles  of  30  and  100. 


For  complete  details  on  Trilafon  consult  Schering  literature. 
(1)  Marangoni,  B.  A.;  Am.  Pract.  & Digest  Treat.  S;1959,  1957. 
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. . . without  the  necessity  of  dietary  restrictions 


'Cytellin’  provides  the  most  rational 
and  practical  therapy  available. 
Without  any  dietary  adjustments, 
it  lowers  elevated  serum  cholesterol 
concentrations  in  most  patients. 

In  a number  of  studies,  every 
patient  who  co-operated  obtained 
good  results  from  'Cytellin’  ther- 
apy. On  the  average,  a 34  percent 
reduction  of  excess  serum  choles- 

♦'Cytellin'  (Sitosterols,  Lilly) 


terol  (over  150  mg.  percent)  has 
been  experienced. 

In  addition  to  lowering  hyper- 
cholesteremia, 'Cytellin’  has  been 
reported  to  effect  reductions  in  C/P 
ratio,  SflO-100  and  Sfl2-400  lipo- 
proteins, "atherogenic  index,”  beta 
lipoproteins,  and  total  lipids. 

May  we  send  more  complete  infor- 
mation and  bibliography'? 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.  A. 
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SYMPOSIUM: 


Recent  Developments  in  the  Diagnosis  and  Treatment  of 

Cardiovascular  Disease 


Introduction 


Twenty  years  ago  leading  heart  special- 
ists were  content  to  make  a diagnosis  of 
congenital  heart  disease.  To  be  more  spe- 
cific was  purely  academic  inasmuch  as  there 
was  no  definitive  treatment  for  the  condi- 
tion. 

Twenty  years  ago  when  an  anesthetist 
was  confronted  by  the  sudden  onset  of 
tachycardia  in  his  patient,  he  played  the 
law  of  averages  and  treated  the  patient  for 
the  most  common  form  of  tachycardia. 
Sometimes  he  was  wrong. 

Twenty  years  ago  a patient  with  thyro- 
toxicosis was  offered  a choice  of  three 
methods  of  therapy:  a major  surgical  op- 
eration, medical  treatment  or  x-ray  treat- 
ment. The  latter  two  were  not  always  satis- 
factory and  the  first  was  sometimes  impos- 
sible due  to  the  condition  of  the  patient. 

Twenty  years  ago  there  was  little  to  offer 
the  patient  suffering  with  angina  pectoris 
except  nitroglycerine.  True,  certain  groups 
were  advocating  removal  of  the  thyroid 
gland  but  this  was  a major  surgical  opera- 
tion and  the  patient  was  known  to  have 
serious  heart  disease. 

The  Memorial  Hospital  has  been  privi- 
leged in  the  past  to  do  its  share  of  medical 


pioneering  in  the  state  of  Delaware.  The 
Carpenter  Memorial  Clinic,  established  in 
1935,  and  the  Chest  Conference,  established 
several  years  later,  have  proven  their  useful- 
ness by  the  test  of  time. 

Once  again  the  Memorial  Hospital  is 
proud  to  assume  its  share  of  medical  pro- 
gress. 

Cardiac  catheterization  and  angiocardi- 
ography, procedures  once  performed  only  in 
medical  teaching  centers,  are  now  being 
done  in  many  non-university  hospitals. 
Memorial  Hospital  is  equipped  to  carry  out 
these  tests.  Indeed,  the  image  amplifier  in 
the  x-ray  department  is  a piece  of  equip- 
ment found  in  few  hospitals  in  this  country. 

The  oscilloscope  or  operating  room  car- 
dioscope  is  now  standard  equipment.  It  is 
used  in  any  instance  where  there  is  any 
doubt  regarding  the  past  or  present  status 
of  the  patient’s  cardiovascular  system. 

The  establishment  of  an  isotope  labora- 
tory provided  the  latest  in  the  diagnosis  and 
treatment  of  diseases  of  the  thyroid  gland 
and,  indirectly,  of  the  heart. 

The  following  articles  summarize  the  data 
of  these  recent  advances. 
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NOTES  ON  CARDIAC  CATHETERIZATION 


Stanley  Verbit,  M.D.* 


Cardiac  catheterization  is  one  of  the 
most  accurate  methods  used  in  the  diag- 
nosis of  cardiovascular  and  pulmonary  dis- 
eases. It  is  an  important  supplement  to  the 
information  obtained  from  all  other  studies 
of  the  cardiac  patient:  a detailed  history, 
complete  physical  examination,  electro- 
cardiogram, x-ray  studies  and  angiocardi- 
ography. 

Because  of  recent  developments  in  sur- 
gical techniques,  performing  open  heart 
surgery  with  the  use  of  heart-lung  machines, 
the  classification  of  surgically  correctable 
heart  abnormalities  has  been  expanded. 
Almost  any  anatomical  or  valvular  defect 
may  be  considered  for  operative  correction 
but  accurate  and  early  diagnosis  of  the  ex- 
act nature  of  the  cardiac  defect  becomes  in- 
creasingly important. 

Catheterization  of  patients  with  cardiac 
problems  generally  can  be  undertaken  with- 
out great  difficulty  or  danger  of  mortality. 
The  study  usually  is  carried  out  on  a fluoro- 
scopic table.  During  the  entire  period  of 
the  study,  the  patient  is  continuously  moni- 
tored with  an  oscilloscope  to  detect  the  de- 
velopment of  any  ectopic  rhythm  or  other 
change  in  the  electrocardiogram.  After  the 
catheter  is  introduced  into  the  heart  man- 
ipulation of  the  catheter  through  the  heart 
chambers  is  done  under  fluoroscopic  guid- 
ance. 

In  right  heart  catheterization  the  cathe- 
ter is  introduced  into  a vein  draining  into 
the  median  basilic  system.  The  left  arm  is 
preferred  to  the  right  because  manipulation 
of  the  catheter  within  the  heart  chamber  is 
easier  with  this  approach.  In  children, 
where  the  arm  veins  are  not  .satisfactory, 
the  saphenous  vein  at  the  femoral  area  may 
be  used. 

^As-sislant,  Department  of  Me<ficine 


The  usual  plan  of  study  is  to  collect  data 
(oxygen  samples  and  pressure  readings)  in 
a rapid,  uninterrupted  manner  from  the 
cardiac  chambers.  The  usual  procedure  is 
to  wedge  the  catheter  into  the  pulmonary 
arterioles  and  collect  the  data  in  the  follow- 
ing order:  main  branches  of  the  pulmonary 
artery,  the  truncus  of  the  pulmonary  artery, 
outflow  tract  of  the  right  ventricle,  mid- 
portion of  the  right  ventricle,  tricuspid  area 
of  the  right  ventricle,  tricuspid  area  of  the 
right,  auricle,  right  auricle,  superior  vena 
cava  and- inferior  vena  cava.  If,  during  the 
catheterization,  the  catheter  enters  any 
chamber  of  the  left  heart,  pulmonary  vein 
of  the  aorta,  blood  specimens  and  pressures 
are  obtained  out  of  sequence. 

Because  of  the  technical  surgical  ad- 
vances in  acquired  valvular  and  congenital 
heart  disease,  information  is  required  from 
areas  in  the  heart  which  cannot  be  sup- 
plied by  right  heart  catheterization.  A tech- 
nique of  catheterizing  the  left  side  of  the 
heart  is  used  so  that  pressure  tracings  of 
the  left  atrium,  left  ventricle  and  aorta  can 
be  recorded.  A modification  of  the  tech- 
nique of  Fisher  is  most  commonly  used, 
employing  a right  posterior  intercostal  ap- 
proach to  introduce  a needle  directly  into 
the  left  auricle.  A polyethylene  catheter  is 
then  threaded  through  the  needle  into  the 
auricle,  the  left  ventricle  and  the  aorta. 
Data  are  obtained  from  the  left  heart  cham- 
bers and  the  regions  adjacent  to  the  aortic 
and  mitral  valves. 

Complications  observed  during  or  after 
completion  of  the  cardiac  catheterization 
usually  are  of  a minor  character  when  rigid 
attention  is  given  to  observing  the  details 
of  the  technique.  Development  of  ab- 
normalities of  cardiac  rhythm  is  the  most 
important  complication.  Premature  con- 
tractions are  often  noted  on  the  monitoring 
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electrocardiogram  during  manipulation  of 
the  catheter  within  the  heart.  These  are  re- 
corded when  the  tip  is  passed  through  the 
tricuspid  valve  or  lies  in  contact  with  the 
intraventricular  septum  and  promptly  sub- 
side when  the  position  of  the  catheter  is 
changed.  All  types  of  transient  cardiac 
arrythmias  have  been  recorded.  The  most 
serious  arrythmia  is  that  of  ventricular  pre- 
mature contractions.  When  these  are  en- 
counted  and  the  abnormal  stimulation  is 
not  promptly  corrected,  runs  of  ventricular 
tachycardia  can  result.  The  prompt  with- 
drawal of  the  catheter  from  the  irritable 
focus  will  prevent  this  complication  if  early 
recognition  of  the  ectopic  beats  or  runs  of 
ventricular  premature  contractions  are 
noted.  Catheterization  should  not  be  car- 
ried out  unless  adequate  electrocardio- 
graphic monitoring  is  available. 

Other  infrequent  complications  reported 
are:  venous  thrombosis  of  the  vein  through 
which  the  catheter  is  passed,  blood  loss  and 
air  embolism.  In  left  heart  catheterization 
hemopericardium  and  asymptomatic  pneu- 
mothorax can  occur. 

The  purpose  of  passing  a catheter  into 
the  heart  chambers  is  to  obtain  data  on  in- 
tracardiac and  intravascular  pressures  as 
well  as  the  oxygen  content  of  the  blood 
within  the  chambers  studied.  Once  the 
catheter  is  introduced  into  the  desired  car- 
diac chamber  continuous  intracardiac  pres- 
sures are  recorded.  The  patterns  of  the  pres- 
sure curve  and  the  range  of  pressure  varia- 


tion within  the  heart  chamber  studied  serve 
to  identify  areas  of  abnormally  high  and 
low  pressures,  to  define  intracardiac  valv- 
ular blocks,  to  aid  in  locating  abnormal 
communications  between  the  right  and  left 
heart  and  to  help  in  identifying  the  loca- 
tion of  the  catheter  tip  while  blood  gas  de- 
terminations are  .sampled. 

The  content  of  oxygen  within  the  car- 
diac chambers  is  determined  from  a gas 
analysis  of  mixed  venous  blood 'taken  from 
the  right  side  of  the  heart  and,  where  ab- 
normal communications  are  present,  from 
the  left  side  of  the  heart  and  aorta.  Sam- 
ples of  venous  blood  usually  are  taken  from 
the  branches  of  the  pulmonary  artery,  main 
pulmonary  artery,  right  ventricle  and  right 
auricle.  Abnormal  communications  between 
the  structures  of  the  right  heart  circulation 
and  those  of  the  pulmonary  vein,  left  au- 
ricle, left  ventricle  and  aorta  produce  a 
left  to  right  shunt.  A sample  of  blood  will 
show  a higher  oxygen  content  than  that  of 
mixed  venous  blood.  When  a dynamic 
right  to  left  shunt  exists  contamination  of 
the  pulmonary  venous  blood  can  be  recog- 
nized by  arterial  blood  gas  analysis. 

The  recent  advances  in  surgical  tech- 
niques make  it  important  to  diagnose  as 
early  and  correctly  as  possible  all  cardio- 
vascular lesions.  Cardiac  catheterization  is 
the  most  important  and  essential  study  to 
obtain  all  possible  pathologic,  physiologic, 
and  anatomic  information. 


280 


Delaware  State  Medical  Journal 


October,  1958 


RADIOLOGIC  ASPECTS  OF  CARDIAC  CATHETERIZATION 

Paul  A.  Shaw,  M.D.* 


In  the  early  development  of  cardiac 
catheterization  high  radiation  levels  were 
encountered  and  made  the  examination  dif- 
ficult. Patient  exposure  was  high  and  per- 
sonnel protection  was  cumbersome. 

The  advent  of  the  image  amplifier  in- 
troduced a factor  of  600  x in  the  procedure 
enabling  the  operator  and  radiologist  to 
follow  the  catheter  adequately  with  the 
minimum  radiation  hazard.  This  high  in- 
crease in  visibility  allows  the  operator  to 
work  without  dark  adaptation  and  shortens 
the  time  of  the  total  procedure. 

Technically,  a large  amount  of  apparatus 
is  needed.  X-ray  equipment  must  be  ade- 
quate in  power,  the  image  amplifier  must 
be  part  of  the  x-ray  machine  and  cinefluoro- 
graphic  equipment  is  valuable.  A cardio- 
scope  must  be  used  to  monitor  the  cardiac 
system.  A transducer  apparatus  connected 
to  a two  channel  recorder  is  used  to  meas- 
ure pressures.  All  this  equipment  must  be 
checked  for  mal-function  before  the  exam- 
ination is  started.  A necessary  piece  of 
equipment  is  a central  electrical  grounded 
plate,  so  that  no  high  frequency  interfer- 
ence occurs  in  any  of  the  electrical  ma- 
chines. This  plate  is  a 12  inch  square  of 
heavy  brass  or  copper  with  a large  flexible 
wire  and  a battery  clip  attached.  The  plate 
has  four  brass  bolts  along  three  edges.  The 
clip  is  attached  to  a good  electrical  ground 
on  the  x-ray  machine.  All  ground  leads 
from  the  other  equipment  are  then  attached 
by  clips  to  the  brass  bolts. 

Use  of  the  image  amplifier  does  not  re- 
quire dark  adaptation  except  for  the  ra- 
diologist. The  surgeon  can  work  in  a well 
lighted  room.  Saline  drip  mechanisms  are 
neces.sary  and  frequently  troublesome.  No 
particular  apparatus  is  perfect  for  this  func- 
tion. Use  of  a plastic  foam  mat  on  the 
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x-ray  table  gives  considerable  relief  to  the 
patient. 

The  team  consists  of  the  cardiac  surgeon 
and  physicians  to  run  and  monitor  the 
pressure  writer  and  the  cardioscope.  The 
x-ray  group  consists  of  the  radiologist  and 
at  least  two  x-ray  technicians. 

The  procedure  is  straight  forward  and 
should  proceed  without  major  difficulty. 
Blood  samples  for  gas  analysis  require  care- 
ful technique.  Fluoroscopy  time  should  be 
measured.  At  the  rate  of  1 milliampere  per 
second,  ample  time  is  available  for  mod- 
erately prolonged  procedures  without  caus- 
ing excessive  radiation.  Several  procedures 
were  monitored  for  personnel  doses  and  at 
1 MA.  levels  no  significant  dose  was  re- 
corded at  2 and  4 foot  distances.  The  dose 
to  the  patient  is  restricted  by  shutter  clo- 
sure and  low  millamperage.  Patient  doses 
vary  but  do  not  exceed  6 to  8 R.  for  10 
minute  fluoroscopy.  The  above  figure  rep- 
resents an  air  dose  level  and  is  not  actual 
energy  absorbed.  A factual  dose  per  cubic 
centimeter  of  tissue  would  be  much  less. 
Secondary  distribution  lateral  to  the  pa- 
tient can  hardly  be  measured  18  inches 
away.  At  table  side  the  maximum  level 
was  2 milliroengtens  within  6 inches  of  the 
patient.  A lead  rubber  fluoroscopic  shield 
cut  this  level  to  zero.  It  can  be  seen  that 
radiation  exp>osure  is  minimal  when  com- 
pared with  the  importance  of  the  examin- 
ation. 

Cinefluorographic  film  can  be  made  using 
the  cardiac  catheter  as  a probe.  Sizes  and 
irregularities  of  the  chambers  can  be  rough- 
ly outlined  by  making  a kinetic  record  film 
of  the  catheter  in  different  positions.  Cardio 
angiographic  opacification  is  somewhat  less 
dramatic  when  performed  through  a small 
catheter  in  a cardiac  chamber.  High  den- 
sity opaques  are  required.  This  method 


October,  1958 


Delaware  State  Medical  Journal 


281 


may  be  required  by  special  circumstances 
however  and  valuable  information  may  be 
obtained.  Cardiac  opacification  through  the 
catheter  with  the  tip  in  the  superior  vena 
cava  gives  better  opacification  since  dilu- 
tion is  lessened  and  a visible  dye  charge  is 
formed  en  bloc. 

Rapid  injection  by  a remote  controlled 
gas-fired  syringe  is  vital  to  proper  opaque 
bloc  formation.  Both  cinefluorography  and 
cassette  changers  are  satisfactory  for  mak- 
ing the  records  on  films.  Radiation  levels 
are  necessarily  higher  because  of  the  film- 
ing and  are  approximately  equal  in  each 
type  of  procedure. 

An  angiocardiogram  can  be  carried  out 
as  a separate  examination  using  a large 
ureteral  catheter  type  of  tube  inserted 
through  an  anterior  cubital  vein  and  with 
its  tip  at  the  most  distal  level  of  the  su- 
perior vena  cava.  Use  of  the  cassette  chang- 
er allows  the  films  to  be  examined  within 
15  to  20  minutes.  The  entire  procedure 
should  require  30  to  40  minutes. 

The  above  outline  of  the  x-ray  participa- 
tion in  cardiac  diagnosis  has  not  included 
many  technical  details.  It  may  be  stated 
that  the  procedure  outlined  is  safe,  effective 
and  reasonable  in  cost.  Radiation  danger 
is  controlled  and  kept  to  a minimum.  Our 
experience  has  been  satisfactory  in  all  the 
cases  carried  out  at  Memorial  Hospital  to 
date.  Our  effort  is  based  on  the  slogan  of 
“maximum  information  with  minimum  ra- 
diation.” In  the  future,  with  refinements 
of  technique,  an  even  better  radiation  level 
may  be  obtained. 

The  following  case  report  is  used  as  a 
description  of  the  manner  in  which  infor- 
mation concerning  a cardiac  situation  can 
be  built  up  by  proper  use  of  x-ray  examin- 
ations. 

This  patient  was  a negro  male,  age  forty- 
one  with  a complaint  of  weakness.  The  in- 
itial x-ray  examination  consisted  of  stand- 
ard PA  and  lateral  chest  films;  from  this 
examination  we  were  able  to  determine 
that  the  cardiac  volume,  as  seen  by  the 
cardiac  shadow  on  the  films,  was  definitely 
increased.  We  were  unable  to  determine 
any  chamber  abnormality  and  we  were  un- 


able to  determine  any  indication  of  the 
ability  of  the  cardiac  muscle  to  contract. 

The  second  examination  was  ordinary 
fluoroscopy.  The  information  gained  with 
ordinary  fluoroscopy  was  not  much  greater 
than  what  we  had  gained  by  the  standard 
chest  examination;  however,  the  image  am- 
plifier examination  gave  us  a very  adequate 
determination  of  the  ability  of  the  cardiac 
musculature  to  contract.  We  were  able  to 
see  that  the  large  heart  did  not  have  a very 
forceful  impulse.  We  were  also  able  to  see 
that  the  impulse  seemed  to  be  less  efficient 
towards  the  base  of  the  left  ventricle.  On 
the  right  side,  we  were  able  to  see  that  the 
force  of  the  contraction  of  the  right  ven- 
tricle was  less  in  degree  near  the  base  of 
the  right  ventricle. 

In  the  initial  examination,  we  saw  a 
double  shadow  on  the  right  side  of  the 
spine.  (Figure  1.)  Under  the  image  ampli- 


Figure  1 

PA  Chest  Film  — showing  double  shadow  on  right 
side  of  heart. 


fier,  we  were  able  to  determine  that  this 
was  part  of  the  cardiac  system  and  that  it 
showed  a contractile  ability  compatible  with 
an  auricle.  We  took  a few  feet  of  cinefluoro- 
graphic  film,  making  thereby  a permanent 
record  of  the  kinetic  ability  of  this  heart. 
In  this  film  we  were  able  to  see  the  non- 
synchronous  contraction  of  ventricles,  when 
compared  with  the  abnormal  right  sided 
shadow  which  we  found  in  the  first  chest 
examination;  again,  this  gave  us  some  in- 
dication that  the  shadow  was  auricular. 

The  last  examination  was  an  angiocardio- 
gram. This  was  done  quickly  and  efficiently. 
A catheter  was  inserted  into  the  anti-cu- 
bital  vein  and  its  tip  was  placed  proximal 
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to  the  large  tributaries  and  the  superior 
vena  cava  was  used  as  a reservoir  for  col- 
lecting the  opacifing  media.  This  examina- 
tion was  done  using  the  Sanchez-Perez  cas- 
sette changer,  with  a remote  control  syringe 
which  is  gas  fired  and  the  whole  examina- 
tion was  automatic,  once  the  syringe  was 
energized.  We  secured  twelve  films  in  less 
than  eight  seconds.  This  opacification  pro- 
cedure showed  us  very  definitely  that  the 
abnormal  shadow  on  the  right  side  of  tne 
spine  in  the  original  chest  examination  was 
a thickened  wall  of  the  left  auricle.  The 
auricle  was  not  increased  in  volume  or  size, 
but  showed  a very  definite  thickening  of 
its  wall.  (Figure  2.) 


Figure  2 

Opacification  technique  — demonstrates  that  the 
abnormal  shadow  in  the  double  shadow  is  left 
auricle. 

From  the  facts  built  up  in  this  series  of 
examinations,  it  was  able  to  be  inferred 
that  this  individual  probably  had  had  a 
pericardial  effusion  and  pericarditis  at  some 
time  in  the  recent  past  and  that  we  were 
now  dealing  with  a fibrinous  pericarditis, 
which  was  limiting  muscle  contraction,  par- 
ticularly near  the  base  of  the  ventricular 
chambers.  This  situation  could  not  be  out- 
lined in  any  single  examination  but  did  re- 
quire a progressive  sequence  of  examina- 
tions in  the  form  outlined  above. 

An  overall  plan,  such  as  was  formulated 
in  this  individual,  gives  maximum  informa- 
tion. Decisions  made  from  individual  re- 
ports of  a single  examination  are  frequently 
misleading  unless  they  are  corroborated  or 
supplemented  by  other  examinations.  The 
.situation  in  this  individual  was  such  that 
one  item  of  information  was  obtained  from 
one  examination,  another  item  was  then  ob- 


tained from  another  type  of  examination 
and  by  the  time  the  four  examinations  had 
been  completed,  the  situation  had  reached 
a diagnostic  level  and  the  circumstances  of 
the  cardiac  disability  could  be  fairly  well 
outlined. 

The  same  procedure  applies  in  many 
diagnostic  problems.  The  original  standard 
examination  should  be  used  as  a beginning, 
but  the  results  of  this  examination  should 
merely  be  considered  as  preliminary  infor- 
mation and  a carefully  formulated  plan  of 
subsequent  examinations  may  allow  the 
conclusion  to  arise  at  a fairly  accurate  diag- 
nosis. These  examinations  should  be  correl- 
ated as  to  their  sequence.  The  initial  ex- 
amination of  a P.A.  and  lateral  film  of  the 
chest  seems  to  be  a very  satisfactory  begin- 
ning. Opacification  of  the  esophagus  with 
oblique  films  may  be  the  second  part  of 
this  first  phase  of  the  examination.  Careful 
cardiac  fluoroscopy,  particularly  with  the 
image  amplifier,  seems  to  be  a very  satis- 
factory method  of  examination,  since  with 
the  image  amplifier,  the  examiner’s  eyes 
are  sharply  limited  to  a moderate  size  seg- 
ment of  the  cardiac  musculature  and  an 
accurate  determination  of  its  ability  and 
its  action  can  be  obtained. 

The  cinefluorographic  examination  is  a 
satisfactory  and  accurate  record  of  the 
fluorographic  examination  by  the  image 
amplifier.  In  other  words,  it  constitutes  a 
kinetic  record  of  cardiac  motion  and  mus- 
cular contraction. 

The  angiocardiogram,  done  in  the  man- 
ner outlined  above,  was  rather  simple.  The 
patient  had  no  reaction.  The  danger  of 
overloading  the  right  ventricle  was  greatly 
diminished  by  using  the  superior  vena  cava 
as  a reservoir  for  the  opacifing  material. 
The  rate  at  which  the  films  were  taken  was 
estimated,  but  in  this  case  seemed  to  be 
entirely  adequate.  The  resulting  angiocar- 
diogram gave  the  needed  information,  with 
a small  degree  of  radiation  exposure  to  the 
patient.  Total  exposure  involved  in  this 
examination  and  in  the  previous  examina- 
tions spread  out  over  a period  of  fourteen 
to  twenty  days  does  not  seem  to  be  exces- 
sive. The  exact  mea.surement  of  the  air 
dose  of  radiation  is  not  particularly  impor- 
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tant,  since  each  area  that  is  exposed  was 
not  always  the  same  area.  In  image  ampli- 
fication fluoroscopy,  the  level  is  small.  In 
cinefluorography,  the  radiation  level  is 
moderately  higher,  but  the  machine  is  un- 
der constant  motion  and  consequently  no 
single  square  centimeter  is  given  the  maxi- 
mum amount  of  radiation. 

In  the  angiographic  examination,  an  area 
corresponding  to  a 10  x 12  film  does  receive 
a moderate  degree  of  radiation  dosage;  but, 
again,  in  an  individual  of  this  age,  with  a 
disease  process  of  sufficient  importance  for 
this  investigation,  the  amount  of  radiation 
received  becomes  insignificant  from  the 
point  of  view  of  general  health. 


Secondary  radiation  exposure  is  frequent- 
ly considered  to  be  significant,  but  present 
day  measurements  show  secondary  radia- 
tion within  a patient’s  body  is  of  small  im- 
port. 

The  general  situation  in  cardiac  diag- 
nosis seems  to  be  of  the  type  that  requires 
a well  planned  radiologic  approach,  using 
careful  determination  of  examination, 
which  will  give  maximum  information;  and, 
secondary  correlation  of  the  information 
from  each  examination  should  be  reserved 
until  all  the  examinations  are  completed. 
A complete  review  of  all  the  facts  will  give 
a very  satisfactory  degree  of  diagnostic  in- 
formation. 
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THE  SURGERY  OF  CARDIOVASCULAR  DISEASE 

John  J.  Reinhard,  Jr.,  M.D.* 


For  many  years  reparative  surgery  of 
congenital  cardiovascular  disease  has  been 
well  established.  Division  and  ligation  of 
patent  ductus  arteriosus,  the  resection  and 
restoration  of  the  normal  caliber  of  the 
aorta  in  coarctation  of  the  aorta,  are  all 
widely  known  and  accepted.  Thoracic  sur- 
gical centers  perform  these  procedures 
routinely. 

Interchamber  defects  such  as  interauric- 
ular  and  interventricular  septal  defects,  as- 
sociated with  other  abnormalities  or  present 
alone,  require  heart  and  lung  machines  and 
open  cardiac  surgery.  These  procedures  are 
best  performed  in  teaching  medical  centers. 

Surgery  in  acquired  cardiovascular  dis- 
ease, however,  has  achieved  universal  ac- 
ceptance and  surgical  correction  of  de- 
formed valves  has  been  particularly  success- 
ful in  the  treatment  of  mitral  stenosis.  It 
is  not  known  generally  that  the  first  re- 
section of  small  portions  of  the  stenotic  mi- 
tral orifice  was  performed  by  Cutler  in  1922. 
Souttar,  in  1925,  first  used  today’s  ap- 
proach through  the  left  auricular  appendage 
with  the  finger  dilating  the  mitral  valve, 
producing  splitting  of  the  commissures. 

For  twenty  years  Cutler,  Sweet,  Bland, 
and  Smithy  continued  their  efforts  in  the 
surgery  of  the  mitral  valve,  contributing 
greatly  to  our  knowledge  in  this  field.  But 
no  practical  results  were  obtained  until  the 
late  1940’s.  At  this  time  Harken  and  Bailey 
independently  reported  their  experience,  re- 
peating Souttar’s  technique  with  instru- 
mental and  finger  fracture  of  the  stenosed 
commissures.  In  spite  of  the  original  high 
mortality  the  procedure  became  widely  ac- 
cepted and,  as  more  and  more  suitable  cases 
were  presented  to  the  cardiac  surgeon,  the 
mortality  rate  fell  and  the  operation  was 
widely  accepted. 

Today,  after  ten  years  of  pioneer  effort, 
patients  suffering  from  the  cicatricial  end 
results  of  rheumatic  fever  can  be  rehabili- 
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tated  and  restored  to  useful  occupations. 
Many  resume  completely  normal  activity. 
Much  of  the  original  scepticism  has  abated 
and  most  practitioners  of  general  medicine 
have  at  least  one  patient  who  has  been  re- 
stored to  a useful  existence  by  mitral  com- 
missurotomy. 

Indications  for  surgery  are  now  com- 
paratively clear.  The  ideal  candidate  is  one 
who  presents  pure  mitral  stenosis  and  be- 
ginning symptoms  of  cardiopulmonary  dys- 
function as  evidenced  by  dyspnea  on  exer- 
tion and  fatigue  out  of  all  proportion  to  his 
physical  activity.  As  soon  as  the  practi- 
tioner has  demonstrated  to  his  own  satis- 
faction that  the  patient’s  symptoms  are 
progressive,  even  though  these  may  be  alle- 
viated by  medical  measures,  the  patient  is 
a candidate  for  consideration  of  valvulo- 
plasty. Surgery  for  mitral  stenosis  at  such 
an  early  stage  would  carry  an  infinitely 
lower  mortality  and  much  cardiac  disability 
would  be  obviated. 

In  experienced  hands  serious  postopera- 
tive complications  are  rare  and  the  over-all 
mortality  rate  is  well  below  5 per  cent.  The 
most  serious  complication  following  the 
surgical  relief  of  stenosis  is  postoperative 
emboli  from  either  dislodged  clots  from 
the  left  auricle  in  patients  who  are  fibril- 
lating,  or  dislodged  particles  from  the  cal- 
cific valve  leaflets. 

At  the  Memorial  Hospital  fifteen  pa- 
tients have  undergone  mitral  commissuro- 
tomy; fourteen  have  had  excellent  postoper- 
ative results.  In  this  series  one  patient  had  a 
major  complication  of  brain  damage  sec- 
ondary to  hypotension  which  was  experi- 
enced in  the  operative  period  before  the 
valve  could  be  split.  Thirteen  of  the  fifteen 
patients  had  no  complications  and  were  dis- 
charged, on  the  average,  21  to  25  days 
following  commi.ssurotomy.  All  of  these  pa- 
tients have  had  excellent  postoperative  re- 
sults and  have  returned  to  their  former 
occupations. 
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The  surgery  of  mitral  insufficiency  has 
had  less  successful  results.  However,  when 
minimal  to  moderate  insufficiency  is  associ- 
ated with  mitral  stenosis  it  frequently  is 
possible,  on  splitting  the  commissures,  to 
obtain  some  increased  pliability  of  both  the 
valve  leaflets  and  the  fused  chordae  tendinae 
and  the  mitral  insufficiency  may  be  greatly 
benefited.  However,  when  the  latter  condi- 
tion predominates  in  the  mechanical  dis- 
ability of  the  valve  open-heart  surgery  again 
seems  to  be  the  procedure  of  choice. 

The  acquired  heart  disease  of  the  great 
vessels,  such  as  luetic  and  arteriosclerotic 
aneurysms,  are  today  being  attacked  more 
and  more  vigorously  as  lateral  resections  are 
possible  in  luetic  aneurysms,  and  even  re- 
section of  the  aneurysm  with  the  use  of 
plastic  prostheses.  These  procedures  are 
now  being  routinely  done  at  the  Memorial 
Hospital. 

The  greatest  challenge  to  the  cardio- 
vascular surgeon  is  the  large  group  of  pa- 
tients who  have  had  impaired  myocardial 
circulation  because  of  coronary  artery  dis- 
ease. Many  clinics  originally  reported  glow- 
ing results  in  internal  mammary  ligation  for 
this  condition.  However,  the  results  do  not 
tend  to  bear  out  the  original  reports.  There 
may  be  some  benefit  but  this  has  not  been 
completely  demonstrated. 

Revascularization  procedures,  such  as  the 
internal  mammary  implant  of  Vineburg, 
seem  to  show  greater  promise.  In  this  pro- 
cedure the  internal  mammary  artery  is  im- 
planted into  a tunnel  created  in  the  myo- 
cardium, and  it  is  possible  to  demonstrate 
collateral  circulation  that  develops  follow- 
ing this  procedure.  Many  of  these  patients 
seem  to  be  benefited  and  certainly,  in 
selected  cases,  good  results  are  obtained. 
The  Beck  procedure  seems  to  produce  some 
revascularization  of  the  heart  and  abrading 
of  the  epicardium,  either  with  instrumental 
means  or  the  use  of  powdered  asbestos  or 
irritating  particles  in  the  pericardium, 
also  seems  to  give  symptomatic  improve- 
ment. It  is  in  this  field  that  the  greatest 
challenge  to  the  cardiovascular  surgeon  lies, 
inasmuch  as  this  is  the  greatest  reservoir 
of  cardiac  disability. 


Case  Report 

The  following  case  illustrates  the  appli- 
cation of  the  latest  methods  of  diagnosis 
and  treatment  in  congenital  heart  disease. 

The  patient,  a 25-year-old  girl,  was  first 
studied  in  November  1956,  because  of  com- 
plaints of  shortness  of  breath  on  exertion 
for  two  to  three  years  and  chest  pain  for 
one  year.  She  presented  a grade  2 blowing 
diastolic  murmur  heard  best  at  the  second 
interspace.  Fluoroscopic  examination  re- 
vealed a slight  enlargement  of  the  right 
heart  with  prominent  pulmonary  vascular 
markings.  The  ECG  was  normal  and  the 
hemoglobin  was  16  gms.  No  definite  diag- 
nosis was  made  but  intra-arterial  septal 
defect  was  suspected. 

She  was  restudied  in  May  of  1957,  be- 
cause of  a rash,  joint  pains,  and  fever  which 
subsequently  reached  102°.  Her  murmur 
was  now  variable  in  quality  and  intensity 
between  grade  1 and  2 in  the  pulmonary 
area.  Transient  conjunctival  petechiae  and 
a questionable  enlarged  spleen  were  noted. 
However,  repeated  blood  cultures  were  neg- 
ative. CRPA  was  negative  and  her  anti- 
streptolycin  titer  was  normal.  She  was  given 
a course  of  penicillin  which  was  followed 
by  slow  lysis  of  her  symptoms  and  fever. 

Although  her  condition  had  returned  to 
normal,  the  murmur  remained  and  became 
louder.  Cardiac  catheterization  was  per- 
formed in  January  1958,  because  of  the 
possibility  of  her  having  subacute  bacterial 
endocarditis  engrafted  on  a patent  ductus 
arteriosis.  O2  content  of  the  blood  was: 

RA  13.3 

RV  14.1 

low  in  PA  15.5 
high  in  PA  15.8 

This  represented  a rise  in  O2  saturation  of 
10%  just  beyond  the  pulmonary  valve.  All 
pressures  were  normal.  The  impression  was 
that  of  a small  patent  ductus.  Because  of 
the  previous  febrile  episode,  surgery  seemed 
indicated.  In  February  1958,  thoracotomy 
was  performed  and  a patent  ductus  1 cm. 
long  and  4 mm.  in  diameter  was  found. 
This  was  divided  and  sutured  without  in- 
cident. Postoperatively,  she  has  done  well. 
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SURGERY  FOR  THE  CARDIAC  PATIENT 


A.  Henry  Clagett,  Jr.,  M.D.* 


Advances  in  surgery  and  anesthesia,  par- 
ticularly the  latter,  in  the  past  fifteen  years 
have  changed  older  concepts  regarding  sur- 
gery on  the  cardiac  patient.  This  subject 
does  not  concern  itself  with  cardiac  surgery 
which  is  discussed  elsewhere  but  with  the 
patient  who  has  heart  disease  in  whom 
extracardiac  surgery  is  indicated. 

One  of  the  largest  groups  of  patients  in 
this  category  are  those  who  have  had  a 
myocardial  infarction  and  need  abdominal 
surgery  such  as  cholecystectomy  or  hernia 
repair.  If  the  surgical  condition  is  an 
emergency,  such  as  an  acute  appendix  or 
abscess  of  the  gall-bladder,  little  can  be 
done  about  selecting  the  proper  time  for 
surgery.  In  elective  surgery,  however,  the 
first  principle  is  to  wait  at  least  six  months 
after  the  acute  myocardial  infarction.  If, 
during  this  period,  there  have  been  no  com- 
plications such  as  myocardial  failure  or 
coronary  insufficiency,  the  patient  should  be 
a good  surgical  risk. 

At  times  we  have  been  forced  to  operate 
on  patients  who  had  had  severe  myo- 
cardial infarcts  long  before  the  six  months 
period  had  expired.  One  patient  was  ad- 
mitted to  the  hospital  for  treatment  of  can- 
cer of  the  esophagus  and  developed  myo- 
cardial infarction  while  awaiting  surgery. 
The  problem  in  this  case  was  whether  it 
was  more  dangerous  to  proceed  with  surgery 
or  to  wait  and  allow  more  chance  for  the 
malignancy  to  metastasize.  A compromise 
was  effected  and  the  patient  was  operated 
on  four  weeks  after  having  had  the  myo- 
cardial infarct.  The  patient  survived. 

The  two  most  common  complications  in 
patients  undergoing  surgery  are  coronary 
insufficiency  and  cardiac  arrhythmias.  The 
first  is  avoided  by  keeping  the  patient  well 
oxygenated  and  preventing  any  fall  in  blood 
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pressure.  The  second  is  avoided  by  choice 
of  an  anesthetic  agent  that  will  not  be  irrit- 
able to  the  myocardium.  Monitoring  the 
cardiac  rhythm  has  been  facilitated  in  the 
past  few  years  by  use  of  the  operating  room 
oscilloscope.  The  use  of  this  will  be  dis- 
cussed later. 

Patients  with  valvular  heart  disease  in 
the  absence  of  congestive  heart  failure  have 
withstood  anesthesia  well  except  those  with 
disease  of  the  aortic  valve.  In  such  cases, 
the  same  precautions  should  be  taken  as 
with  patients  who  have  myocardial  damage. 
The  great  danger  is  coronary  insufficiency 
due  to  improper  filling  of  the  coronary 
arteries. 

Patients  with  hypertensive  cardiovascular 
disease  in  general  will  tolerate  surgery  well. 
It  is  imperative  to  take  positive  action  to 
see  that  the  blood  pressure  is  not  lowered 
significantly.  This  is  to  prevent  coronary 
insufficiency  and  renal  failure. 

The  operating  room  oscilloscope  has  been 
used  in  this  hospital  for  almost  three  years 
and  has  been  used  with  over  500  patients. 
It  is  an  instrument  which  allows  continuous 
visualization  of  the  electrocardiogram  at  all 
times.  Furthermore,  if  a permanent  record 
is  desired,  it  can  be  taken  simultaneously. 
This  instrument  is  of  greatest  value  with 
the  patient  who  develops  tachycardia  while 
undergoing  a surgical  procedure.  (Figure 
1.)  In  a patient  who  has  had  a myocardial 
infarction,  the  onset  of  ventricular  tachy- 
cardia not  only  is  common  but  also  is  of 
grave  prognostic  significance.  It  is  essential 
that  this  arrhythmia  be  differentiated  from 
an  auricular  tachycardia,  in  which  instance 
the  prognosis  is  not  so  bad  and,  from  the 
practical  standpoint,  the  treatment  is  ex- 
actly the  opposite  of  that  for  ventricular 
tachycardia.  With  the  oscilloscope,  the 
diagnosis  of  the  tachycardia  can  be  made  at 
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Figure  1 

—Tachycardia  of  supraventricular  origin. 

“Ventricular  tachycardia.  It  is  apparent  that 
these  arrhythmias  are  diagnosed  at  a glance. 
This  is  most  important  during  surgical  opera- 
tion because  the  prognosis  and  the  treatment 
of  each  is  entirely  different  from  that  of  the 
other. 


a glance  and  proper  treatment  instituted. 
In  several  patients,  change  in  the  amplitude 
and  direction  of  the  terminal  ventricular 
complex  (T  wave)  has  given  warning  of 
impending  or  actual  coronary  insufficiency. 
Without  any  doubt,  the  use  of  this  instru- 
ment has  been  responsible  for  saving  a num- 
ber of  lives. 

The  above  are  but  a few  of  the  factors 
which  have  made  surgery  and  the  admin- 
istration of  an  anesthetic  agent  a relatively 
safe  procedure  for  the  cardiac  patient.  This 
has  been  a great  stride  forward  but  it  is  a 
small  sample  of  the  tremendous  advances 
which  we  have  a right  to  expect  in  the  next 
decade. 
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USE  OF  RADIOACTIVE  IODINE  IN  EVALUATION 


AND  TREATMENT  OF  CARDIAC  PROBLEMS 


Robert  W.  Frelick,  M.D.* 


Radioactive  iodine  has  become  a valuable 
tool  in  the  diagnosis  and  treatment  of  many 
cardiac  problems.  Its  chief  value  diagnos- 
tically is  for  the  recognition  of  underlying 
hyperthyroidism  in  patients  with  heart  dis- 
ease. In  five  years  of  experience  with  the 
Isotope  Laboratory  at  The  Memorial  Hos- 
pital we  have  been  continually  impressed 
by  the  number  of  patients  whose  primary 
complaints  were  those  of  cardiac  failure  or 
irregularity  but  who,  on  routine  uptakes, 
were  found  to  have  evidence  of  hyper- 
thyroidism. Re-evaluation  of  the  patient 
often  revealed  other  clinical  findings  sug- 
gestive of  this  diagnosis,  but  often  only  one 
or  two  of  the  salient  features  were  noted 
such  as  tachycardia,  auricular  fibrillation, 
a goiter,  or  a slight  tendency  to  nervous- 
ness. Frequently  the  usual  signs  and  symp- 
toms of  hyperthyroidism  were  “masked,” 
particularly  in  patients  over  50  years  of  age. 
A typical  picture  of  Grave’s  disease  was 
seldom  seen.  While  the  difficulty  in  diag- 
nosing hyperthyroidism  in  the  cardiac  pa- 
tient has  been  emphasized  in  the  past,  it 
seems  likely  that  many  of  these  patients 
were  missed  until  the  advent  of  radioactive 
iodine  since  the  basal  metabolism  test  often 
would  be  of  no  help  in  cardiac  problems.’ 
We  feel  that  even  our  usual  24-hour  uptake 
study  of  radioactive  iodine  does  not  pick  up 
many  cases.  In  the  last  year  or  two  we 
have  been  interested  in  6-hour  and  72-hour 
uptakes,  72  hour  FBI  conversion  ratios,  and 
more  recently  in  an  in-vitro  technique  for 
determining  thyroid  function.^  In  some  pa- 
tients all  these  plus  protein-bound  iodine 
and  cholesterol  studies  are  necessary  to  de- 
termine a diagnosis.  In  still  other  patients 
the  only  criterion  we  have  for  establishing 
diagno.sis  is  a response  to  therapy. 

Probably,  from  the  point  of  view  of 
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treatment,  1-131  therapy  has  been  most 
dramatic  for  those  classified  as  thyro- 
cardiac  patients  who  have  cardiac  decom- 
pensation, angina,  or  tachycardia,  without 
response  to  usual  therapy.  They  have  shown 
almost  uniform  improvement  after  treat- 
ment with  1-131.  Our  experience  in  this 
clinic  includes  18  patients  of  this  type.  Of 
these  patients  13  showed  response.  (See 
table  1)  One  patient,  an  80-year-old  woman 
who  had  been  treated  for  hyperthyroidism 
with  propylthiourocil  for  a number  of  years, 
was  given  1-131  at  a time  when  she  was  be- 
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Thyro-Cardiac  Patients  I 131  Therapy.  No  dif- 
ference in  age  or  sex  between  groups  — ages 
range  41-81  yrs. 
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coming  toxic  and  could  no  longer  be  con- 
trolled by  the  usual  medical  means.  She 
was  given  a .small  initial  dose  but  went  into 
thyroid  storm  with  increased  cardiac  rate 
and  fever  and  did  not  survive.  As  a rule, 
however,  this  is  not  a problem.  We  have 
chosen  to  treat  some  of  our  patients  with 
propylthiourocil  or  similar  drugs  prior  to 
the  administration  of  1-131  in  an  attempt 
to  avoid  a thyroid  storm  after  1-131  ther- 
apy. Others,  depending  on  their  age  and 
clinical  condition,  have  been  treated  with 
1-131  directly.  Some  patients  of  the  latter 
group  have  been  treated  with  propylthiouro- 
cil and  or  inorganic  iodine  following  the  ad- 
ministration of  the  radioactive  iodine  in  an 
attempt  to  avoid  the  slight  hyperthyroidism 
often  noted  one  to  two  weeks  after  therapy. 
Not  all  authorities  agree  that  this  is  of 
value.  Our  patients  have  been  followed 
closely  and  many  have  been  hospitalized  for 
observation  during  this  period. 

The  technique  for  doing  these  studies, 
evaluating  the  results,  and  deciding  upon 
the  therapy  dose  is  not  included  in  this 
paper.  Any  patient  who  is  a diagnostic 
problem  is  discussed  in  Therapy  Confer- 
ence, and  no  patient  is  given  therapy  with- 
out first  being  discussed  in  Therapy  Con- 
ference with  cardiologists  and  internists.* 

The  actual  administration  of  the  1-131  to 
the  patient  is  a simple  procedure.  At  the 
present  time  we  are  using  radioactive  iodine 
in  capsule  form  for  the  diagnostic  studies 
so  that  all  the  patient  has  to  do  is  swallow 
the  capsule.  For  therapy,  the  iodine  is  ad- 
ministered in  a tasteless  liquid  which  the 
patient  drinks  like  water.  The  average  pa- 
tient who  comes  in  for  a diagnostic  work-up 
is  given  the  1-131  one  day  and  returns  in 
24  hours  for  the  counting  procedure.  If  a 
6-hour  uptake  is  desired,  the  time  of  ad- 
ministration is  so  set  that  the  count  can  be 
made  on  the  same  day.  Counting  is  a rel- 
atively brief  test.  Our  laboratory  uses  a 
scintillation  counter  instead  of  a Geiger 
counter.  The  patient  has  no  sensation  from 
the  1-131  or  from  the  counting  procedure 
which  seldom  takes  more  than  10  or  15 
minutes.  Some  patients  are  scanned  to  de- 
termine the  location  and  size  of  the  thyroid 

* Members  of  the  Therapy  Committee:  Drs.  A.  Henry 
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gland  and  to  find  any  toxic  nodules  or 
occult  nodules  which  may  be  suspicious  of 
tumor.  P'or  this  scanning  the  patient  lies 
on  a table  underneath  the  scintillation 
scanning  device  and  the  activity  in  the 
gland  is  mapped  out  automatically  without 
any  subjective  sensation.  If  a 72  hour  FBI 
conversion  ratio  is  desired  the  patient  is 
asked  to  return  72  hours  after  the  original 
diagnostic  dose  to  have  a lOcc.  sample  of 
oxalated  blood  taken. 

There  are  several  “hazards”  which  affect 
the  accuracy  of  1-131  tests.  In  patients 
who  are  having  routine  uptake  studies  any 
previous  administration  of  iodine,  even  that 
in  vitamins,  may  interfere  with  the  results. 
The  same  is  true  of  propylthiourocil  and 
several  other  drugs  which  will  block  the  up- 
take of  radioactive  iodine.  If  the  patient 
has  been  taking  propylthiourocil,  he  may 
have  a higher  than  usual  uptake  shortly 
after  it  is  discontinued.  If  he  has  been  tak- 
ing thyroid  extract,  he  may  have  an  ele- 
vated uptake  several  weeks  after  it  is 
stopped  although  it  eventually  will  be  de- 
pressed. We  do  not  like  to  do  radioactive 
iodine  studies  on  patients  who  have  had 
diagnostic  gall-bladder  or  renal  studies 
within  three  to  six  months.  If  the  patient 
has  been  taking  thyroid,  we  like  to  have  him 
discontinue  it  for  two  months  although 
occasionally  we  may  get  a good  uptake  in 
a patient  who  has  been  off  it  for  only  one 
month.  A patient  who  has  had  previous 
surgery  or  1-131  therapy  also  may  pose 
problems  in  evaluating  the  uptake  response. 
In  our  cardiac  patients  mercurial  diuretics 
often  may  be  misleading.  Furthermore,  pa- 
tients who  have  congestive  failure  with 
edema  frequently  have  a slow  uptake  of 
radioactive  iodine  that  is  not  a true  re- 
flection of  the  thyroid  status. 

We  have  presented  a brief  list  of  the 
variables  which  may  influence  uptake 
studies  and  which  have  encouraged  us  to 
see  if  we  can  adapt  the  in-vitro  technique 
for  wider  use.  In  the  in-vitro  technique  the 
patient  is  never  exposed  to  radioactivity.  If 
the  in-vitro  technique  is  desired,-  blood  may 
be  drawn  from  the  patient  at  any  time, 
preferably  prior  to  the  administration  of  the 
radioactive  iodine.  This  has  the  advantage 
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that  organic  iodines  given  as  therapy  or  in 
diagnostic  x-ray  studies  such  as  IVP  and 
cholangiograms  will  not  interfere  with  the 
study.  The  blood  is  incubated  with  1-131 
iodinated  tri-iodothyronine  solution  and  the 
percentage  of  uptake  in  the  red  cells  is  de- 
termined. This  appears  to  be  a reflection  of 
thyroid  function.  Theoretically,  this  has  the 
advantage  of  measuring  the  thyroid  meta- 
bolism at  the  cell  level.  Otherwise,  1-131 
uptake  is  only  a measure  of  the  amount  of 
iodine  accumulated  by  the  thyroid  gland. 
Usually  this  is  a function  of  thyroid  activity 
but  in  some  instances  such  as  cretinous 
goiters  or  in  Hashimoto’s  stroma  there  may 
be  a high  uptake.  Also,  where  the  gland  is 
iodine  starved  there  may  be  a high  uptake 
in  a normal  gland  or  in  a gland  which  is 
actually  sub-normal  in  activity.  Therefore, 
it  is  important  to  know  as  much  as  possible 
about  the  clinical  status  of  each  patient  in 
order  to  best  interpret  the  uptake  results. 
The  procedure  is  without  injury  to  the  pa- 
tient and  it  is  particularly  useful  for  the 
patient  who  is  afraid  of  the  BMR  breathing 
apparatus.  Nervousness  itself  does  not  in- 
fluence the  result.  Some  patients  who  have 
a chemical  PBI  that  is  increased  because 
they  have  been  given  previous  iodine  will  be 
found  to  have  a decreased  1-131.  Therefore, 
the  chemical  PBI  and  the  1-131  uptake  may 
supplement  each  other  in  discovering  pa- 
tients who  have  been  taking  iodides.^ 

The  radioactivity  involved  in  the  diag- 
nostic study  is  minimal.  The  amount  of 
iodine  given  is  not  enough  to  have  any 
physiological  effect.  We  try  to  restrict  the 
1-131  therapy  to  patients  above  the  ages  of 
35-40  even  in  the  hyperthyroid  non-cardiac 
patients.  Above  this  age  group  there  is 
little  fear  of  complications  such  as  develop- 
ment of  thyroid  cancer.  Clinical  experience 
with  1-131  in  the  treatment  of  thyroid  dis- 
ease is  now  some  18  years  old  and  so  far 
there  has  been  no  evidence  in  humans  that 
1-131  is  a carcinogentic  agent.  Naturally 
there  is  not  particular  concern  about  genetic 
influence  in  the  older  age  group.  Occasion- 
ally there  will  be  a patient  who  may  develop 
a thyroid  storm  with  1-131  therapy.  More 
frequently,  a week  or  two  after  therapy  the 
patient  will  have  a little  swelling  in  the  neck 
or  may  develop  a mild  cough  or  hoarseness 


that  may  last  for  another  week.  There  ap- 
pear to  be  no  other  side  effects  or  long-term 
radiation  hazards.  The  question  has  been 
raised  whether  patients  made  hypothyroid 
or  myxedematous  will  tend  to  become 
arteriosclerotic.  Some  studies  have  indi- 
cated that  as  the  cholesterol  rises  there  is  a 
decreased  turnover  rate  so  that  if  the  de- 
velopment of  arteriosclerosis  is  increased  by 
the  hypothyroid  state  it  is  at  a very  slow 
rate.  In  most  of  our  patients  this  would  be 
of  no  clinical  significance  since  many  have 
such  far  advanced  disease  that  without 
therapy  they  would  not  last  long. 

In  1954  Blumgart^  pointed  out  that 
radioactive  iodine  was  of  value  for  euthy- 
roid patients  with  intractable  angina  and 
failure.  For  years,  surgical  thyroidectomy 
or  anti-thyroid  drugs  had  been  used  for  cer- 
tain patients  to  decrease  the  thyroid  func- 
tion. Radioactive  iodine  has  proved  to  be  a 
better  method.®  Since  there  is  no  surgical 
risk,  the  patients  can  be  made  hypothyroid 
and  the  degree  of  hypothyroidism  can  be 
controlled  by  the  administration  of  thyroid. 
This  induction  of  hypothyroidism  is  easier 
and  more  certain  with  1-131  than  with  the 
anti-thyroid  drugs.  The  rationale  for  treat- 
ing the  intractable  cardiac  patient  by  this 
method  is  obvious  since  cardiac  output  is 
geared  to  metabolic  demand.  By  inducing 
a hypothyroid  state  the  cardiac  require- 
ments of  the  decreased  metabolic  state  may 
be  met  by  a heart  that  has  been  impaired 
by  organic  heart  disease.  The  etiology  of 
the  heart  disease  is  of  secondary  importance. 

Not  every  patient  who  is  intractable  to 
routine  therapy  is  a candidate  for  1-131 
therapy.  Those  most  likely  to  be  helped 
have  congestive  failure,  but  also  have  some 
evidence  of  cardiac  reserve  with  a demon- 
strated ability  to  improve  under  intensive 
medical  management.  The  patient  with  a 
rapidly  progressive  heart  disease,  or  the 
terminal  patient,  is  not  likely  to  survive  the 
period  between  therapy  and  the  onset  of 
hypothyroidism.  Therefore,  a well  stabilized 
patient  is  ideal.  The  Therapy  Committee 
has  thrashed  through  many  such  problems. 
It  is  not  always  easy  to  decide  whether  a 
patient  has  had  sufficient  trial  of  conserva- 
tive measures  for  supplemental  1-131.  There 
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seems  to  be  little  value  in  giving  the  drug 
to  every  terminal  cardiac  patient.  Natur- 
ally, the  patient  who  is  already  myxedema- 
tous or  hypothyroid  is  not  likely  to  benefit 
from  treatment.  Therefore,  a pre-treatment 
evaluation  including  an  1-131  uptake  study 
is  necessary  to  determine  if  the  patient  is  a 
candidate  for  therapy.  Since  therapy  often 
induces  myxedema,  a patient  must  be  will- 
ing and  able  to  follow  through  with  his 
physician  if  supplemental  low  doses  of  thy- 
roid medication  become  necessary.  Co- 
operation from  the  patient  is  essential. 
Since  the  euthyroid  gland  normally  takes 
up  less  radioactive  iodine  than  the  hyper- 
thyroid gland,  euthyroid  patients  require 
more  radioactive  iodine  to  irradiate  the 
gland  enough  to  induce  hypothyroidism  or 
myxedema.  Blumgart  and  others  have  em- 
phasized the  desirability  of  inducing  myxe- 
dema, and  then  controlling  most  of  the  un- 
desirable effects  of  the  myxedema  with  low 
doses  of  thyroid.  Others  have  tried  to  give 
just  enough  radioactive  iodine  to  induce 
hypothyroidism  without  myxedema.  We 
have  used  both  courses  of  therapy  and  are 
not  yet  certain  in  our  own  minds  as  to  the 
best  method  of  approach. 

Some  of  our  best  results  have  been  in  pa- 
tients who  have  been  treated  with  1-131  in 
sub-myxedema  (hypothyroid)  doses.  Un- 
fortunately, this  hypothyroidism  is  usually 
transient,  not  more  than  4 to  12  months, 
and  is  followed  by  a return  of  the  euthyroid 
state.  This  means  that  the  patient  may 
then  need  further  1-131  therapy.  On  several 
occasions  patients  have  not  been  followed 
as  carefully  as  we  would  wish,  have  not  re- 
turned for  follow-up  after  showing  initial 
improvement,  or  have  gradually  slipped  into 
more  trouble  without  the  physician  or  pa- 
tient realizing  that  he  is  losing  the  hypo- 
thyroidism. On  the  other  hand,  some  pa- 
tients definitely  have  been  improved  by  this 
temporary  respite  and  have  been  able  to 
maintain  improvement  after  returning  to  a 
euthyroid  state.  The  latter  group  of  pa- 
tients, in  contrast  to  the  myxedematous 
group  who  may  be  very  difficult  to  control 
with  small  doses  of  thyroid,  suggest  that 
the  ideal  approach  would  be  to  give  sub- 
myxedema treatment  to  a patient  who  can 
be  carefully  followed.  This  ideal  is  difficult 


to  achieve.  Our  own  experience  includes 
many  patients  who  died  .shortly  after  ther- 
apy. We  were  dealing  with  a “bad”  group 
of  cardiac  patients,  and  some  of  our  choices 
were  probably  patients  who  were  too  term- 
inal to  benefit  from  therapy.  Other  pa- 
tients who  .showed  no  definite  improvement 
have  lived  and  are  doing  relatively  well.  It 
is  difficult  to  know  whether  patients  who 
show  no  great  improvement  but  who  are 
still  living  6 months  to  several  years  later 
would  have  been  so  well  if  they  had  not  had 
the  1-131  therapy.  Some  have  had  to  be 
treated  more  than  once.  Patients  with  in- 
tractable angina  are  frequently  considered 
to  be  better  candidates  for  1-131  therapy 
than  those  with  intractable  failure,  al- 
though I think  that  some  of  the  deaths  we 
have  seen  in  patients  with  intractable  an- 
gina suggest  that  we  delayed  their  treat- 
ment too  long.  Since  angina  is  more  sub- 
jective and  more  difficult  to  evaluate  we 
find  this  group  of  patients  difficult  to  choose. 
We  feel  that  with  our  increasing  experience 
we  can  achieve  results  (see  table  II)  similar 
to  those  of  Blumgart.’s  survey.'  Of  his  pa- 
tients with  angina  pectoris,  40%  had  ex- 


Table  2 

Cardiac  Patients — I 131  Therapy.  No  difference  in 
ages  or  sex  between  groups — ages  range  41-81  yrs. 
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cellent  results,  35%  were  good,  and  25% 
were  not  worth  while.  Of  his  patients  with 
congestive  failure,  20%  were  reported  as 
excellent,  40%  good,  40%  not  worth  while. 
(See  table  2.) 

In  summary,  1-131  is  a valuable  agent  in 
the  diagnosis  of  hyperthyroidism,  particu- 
larly that  which  is  not  clinically  apparent 
in  cardiac  patients.  The  cardiac  patient 
with  unexplained  tachycardia,  fibrillation 
and  failure  may  be  an  unrecognized  hyper- 
thyroid. In  addition,  1-131  is  of  value 
therapeutically  both  for  patients  who  are 
recognized  initially  as  toxic  thyro-cardiacs, 
and  for  those  whose  thyrocardiac  state  is 
only  picked  up  incidentally.  In  these  pa- 
tients 1-131  gives  dramatic  results  because 
they  will  improve  by  just  bringing  them 


down  to  a euthyroid  level.  Also,  a group  of 
euthyroid  cardiac  patients  with  intractable 
failure  and  angina  have  been  definitely 
benefited  by  inducing  hypothyroidism  with 
1-131. 
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DIABETES  DETECTION  WEEK 


Finding  unknown  diabetics  and  guiding 
them  to  medical  care  is  a year  round  effort 
culminating  in  the  drive  during  Diabetes 
Week.  This  drive  is  sponsored  by  the  Amer- 
ican Diabetes  Association,  which  was  found- 
ed by  and  is  composed  of  physicians.  The 
Association  works  through  42  local  Affili- 
ate Associations  and  through  nearly  900 
Committees  on  Diabetes  organized  within 
State  and  County  Medical  Societies. 

The  year-round  effort  is  featured  by  an 
annual,  nation-wide  Diabetes  Week,  during 
which  as  many  persons  as  possible  are 
screened  for  diabetes. 

IT  IS  IMPORTANT  THAT  ALL  PRAC- 
TICING PHYSICIANS  COOPERATE 
IN  THE  DIABETES  DETECTION  PRO- 
GRAM. 

Helping  to  detect  diabetes  is  one  way 
of  giving  better  medical  care  to  more  peo- 
ple. Out  of  every  160  patients  that  come 
into  a physician’s  office,  one  may  be  an  un- 
known diabetic.  The  physician  who  wants 
to  improve  the  care  of  his  patients  will 
want  to  detect  diabetes  as  early  as  pos- 
sible in  the  people  for  whom  he  is  medically 
responsible. 

THE  SIMPLEST  TESTS  FOR  DETECT- 
ING DIABETES  ARE  AS  FOLLOWS: 

Get  a urine  specimen  two  hours  after  a 
full  meal  containing  plenty  of  starch  and 
test  the  specimen  for  sugar.  Use  one  of 
these  simple  tests: 

BENEDICT’S  QUALITATIVE  TEST 
Place  21/^  cc.  (half  a teaspoonful)  of  Bene- 
dict’s Solution  in  a test  tube.  Add  4 drops 
of  urine  and  shake  well.  Place  the  tube  in 
boiling  water  for  five  minutes.  Apply  the 
color  comparison  chart  to  the  liquid  to  de- 
termine the  result.  A cloudy  green,  brown, 
yellow,  orange  or  red  color  means  sugar  in 
the  urine.  If  it  remains  a clear  blue,  this 
will  mean  no  sugar  and  a negative  result. 

CLINITEST.  Place  5 drops  of  urine 
in  a test  tube.  Rinse  the  dropper  and  add 


10  drops  of  water.  Next  put  in  a Clinitest 
tablet.  The  mixture  will  boil;  after  it  stops, 
wait  15  seconds.  Then  shake  the  tube  and 
compare  the  color  of  the  fluid  with  the  color 
chart.  Any  shade  of  blue  means  a negative 
result  — no  sugar  in  the  urine.  Any  other 
color  means  that  sugar  is  present. 

SUGAR  TEST  DENCO.  Place  Sugar 
Test  Denco  powder  ( a little  less  than  a 
crushed  aspirin)  on  a piece  of  white  paper. 
Drop  one  drop  of  urine  on  the  powder.  If 
the  color  of  the  powder  changes  to  black, 
the  sample  is  positive  — it  contains  a meas- 
urable amount  of  sugar.  Disregard  other 
color  changes. 

Caution:  Blotting  paper  should  not  be 
used  for  tbe  white  sheets  described  above 
because  it  absorbs  the  urine  before  any 
reaction  can  take  place. 

CLINISTIX.  Dip  test  end  of  Clinis- 
tix  in  urine  (or  moisten  with  a drop  of 
urine,  or  pass  through  urine  stream).  Ob- 
serve at  exactly  one  minute.  Negative:  no 
blue  color  develops.  Positive:  moistened  end 
turns  blue. 

TES-TAPE.  Tear  an  inch  and  a half 
of  tape  from  the  dispenser,  dip  it  into  the 
specimen,  remove  and  wait  one  minute. 
Negative:  no  color  change.  Positive:  moist- 
ened end  turns  to  some  shade  of  green. 

DREYPAK.  This  is  produced  by  the 
American  Diabetes  Association  for  use  par- 
ticularly in  mass  screening.  The  individual 
takes  the  strip  home,  dips  it  quickly  into 
a specimen  of  urine,  lets  it  dry,  and  re- 
turns it  — by  mail  or  otherwise.  The  tester 
suspends  the  strip  for  one  minute  in  a pan 
of  boiling  Benedict’s  Solution.  If  the  filter 
paper  turns  cloudy  green,  yellow,  orange  or 
red,  there  is  sugar  in  the  urine.  (Packs  of 
20  to  30  strips,  held  by  a plastic  clothespin, 
can  be  tested.) 

Some  of  these  testing  materials  may  be 
available  without  charge  through  the  local 
Committee  on  Diabetes.  Please  call  Olym- 
pia 4-3310  after  October  15.  It  is  advisable 
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to  use  clean  sterile  bottles  to  obtain  the 
specimens  if  they  are  collected  outside  the 
physician’s  office. 

WHAT  LABORATORY  FINDINGS  SUG- 
GEST THE  PRESENCE  OF  DIABETES? 

1.  The  presence  of  any  amount  of  glucose 
in  the  urine 

2.  Blood  sugar  values  (expressed  in  mg. 
per  100  cc.  blood)  above  the  following 
levels  should  make  one  alerted  to  the 
presence  of  diabetes: 

A.  Venous  blood  sugar: 

1.  Folin-Wu  method  — over  120 
fasting,  or  post-prandial,  two 
hours 

B.  Capillary  blood  sugar: 

1.  Folin-Malmros  method  — over 
120  fasting,  over  140  after  eat- 
ing. 

2.  True  glucose  value  methods  — 
over  120  fasting,  over  140  after 
eating. 

If  the  laboratory  reports  borderline  values, 
verification  should  be  made  by  further 
blood  sugar  determinations,  or  a glucose 
tolerance  test,  subsequent  to  three  days  of 
normal  diet,  containing  a daily  minimum 
of  250  Gm.  of  carbohydrate.  If  there  is  a 
complicating  illness  such  as  hyperthyroid- 
ism or  infection,  the  confirmatory  tests 
should  not  be  performed  until  the  illness 
has  subsided.  A family  history  is  extremely 
important.  Most  diabetics  are  found  where 
there  is  a positive  family  history. 

IF  A DIABETES  DETECTION  PRO- 
GRAM IS  SET  UP,  HOW  CAN  YOU 
COOPERATE? 

Most  importantly,  by  testing  your  own 
patients.  Test  every  patient  who  comes  in- 
to the  office  during  Diabetes  Week.  Try  to 
test  all  patients  once  a year.  Tell  them  of 
the  importance  of  diabetes  detection  to 
themselves  and  the  community,  and  advise 
them  to  have  members  of  their  families 
tested  for  glycosuria.  Test  all  relatives  of 
diabetics  at  all  times,  especially  during 
Diabetes  Week. 

To  improve  the  statistics  on  incidence, 
report  to  the  Committee  on  Diabetes  (of 
your  Medical  Society)  the  number  of  pa- 


tients tested  during  Diabetes  Week,  the 
number  showing  glycosuria,  and  the  num- 
ber of  these  determined  to  be  true  dia- 
betics. 

You  can  also  cooperate  by  offering  your 
services  to  the  Committee  on  Diabetes.  It 
will  need  volunteers  to  give  talks  about  the 
Diabetes  Detection  program  — to  business- 
men, Parent-Teacher  Associations,  women’s 
organizations,  and  other  groups  whose  co- 
operation is  essential  if  our  unknown  dia- 
betics are  to  be  guided  to  medical  care.  The 
services  of  physicians  will  be  needed  at 
testing  centers,  too. 

HOW  DOES  THE  MASS  SCREENING 
PROGRAM  GET  PEOPLE  TO  THEIR 
PHYSICIANS? 

Every  individual  tested  is  asked  the  name 
of  his  physician.  If  the  test  for  glycosuria 
is  negative,  the  individual  is  informed  — 
and  in  some  communities  the  doctor,  too. 
If  the  test  is  positive,  both  are  notified  and 
the  individual  advised  to  see  his  physician 
for  further  examination.  Sometime  later 
there  is  a follow-up  to  help  make  certain 
that  the  advice  has  been  or  will  be  heeded. 

The  Diabetes  Detection  Drive  can  suc- 
ceed only  with  the  cooperation  of  the  prac- 
ticing physician.  You  are  the  first  and  main 
line  of  detection,  as  you  are  the  first  and 
only  line  of  treatment.  Your  help  is  essen- 
tial if  unknown  diabetics  are  to  be  brought 
under  medical  care  and  thus  remain  effec- 
tive members  of  the  community. 

Our  State  Diabetic  Society  is  called  the 
Delaware  Diabetes  Association,  which  is  the 
recently  incorporated  affiliate  of  the  Amer- 
ican Diabetes  Association.  The  Delaware 
Diabetes  Association  has  an  active  Com- 
mittee on  Diabetes  Detection  and  Public 
Education,  viz.;  Dr.  Leonard  Tucker,  Dr. 
Leroy  R.  Kimble,  Dr.  Wm.  Thomas  Hall, 
Dr.  Harold  A.  Tarrant,  Dr.  Edward  M. 
Bohan,  Chairman,  of  Wilmington;  Dr. 
Robert  L.  Klingel,  Rehoboth  Beach;  Dr. 
J.  R.  Elliott,  Laurel;  and  Dr.  Floyd  I.  Hud- 
son, Dover. 

Any  of  these  members  will  be  glad  to 
assist  you  during  or  before  Diabetic  Week, 
November  16  to  22.  The  address  is  the 
Academy  of  Medicine,  Wilmington. 
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EXPERIENCES  WITH  PERCUTANEOUS  NEEDLE 
BIOPSY  OF  THE  LIVER* 


Norman  N.  Cohen,  M.D.,**  Werner  J.  Hollendonner,  M.D.,***  and 

Ralph  M.  Myerson,  M.D.**** 


During  the  past  three  and  one-half  years 
316  percutaneous  needle  biopsies  of  the 
liver  have  been  performed  on  300  patients 
hospitalized  at  the  Philadelphia,  Pennsyl- 
vania Veterans  Administration  Hospital. 
This  paper  summarizes  our  experiences  with 
this  procedure  and  attempts  to  correlate 
the  biopsy  findings  with  the  clinical  picture 
and  the  laboratory  evaluation  of  liver  func- 
tion. 

Materials  and  Methods 

The  indications,  contraindications,  pre- 
cautions and  technique  reported  in  the  lit- 
erature on  previous  occasions  were  fol- 
lowed’  ’**.  The  Vim  Silverman  needle  was 
used  in  all  cases,  and  except  for  a few  in- 


stances, the  intercostal,  transthoracic  ap- 
proach was  utilized.  Exceptions  to  this 
approach  were  those  cases  in  whom  a large 
nodular  mass  presented  subcostally  or 
where  it  was  desired  to  obtain  tissue  from 
the  left  lobe  of  the  liver.  Prior  to  the  biopsy 
the  patients  were  studied  for  bleeding 
tendencies  and  the  prothrombin  time  was 
routinely  checked.  Following  the  biopsy  the 
patient  was  kept  at  absolute  bed  rest  for 
24  hours  during  which  time  frequent  blood 
pressure  and  pulse  determinations  were 
made. 

Results 

The  results  of  the  effectiveness  of  liver 
biopsy  are  tabulated  in  Table  I.  Of  the  316 


Table  I 

Results  of  316  Percutaneous  Needle  Biopsies  of  the  Liver 


Disease  ] 

NTo.  Patients 

Positive 

Not  Diagnostic 

Failure  of  Procedu’’^ 

Cirrhosis  

105 

91  (86.7%) 

7 

(6.7%) 

7 

(6.7%) 

Metastatic  Carcinoma  . . 

45 

33  (73.3%) 

10 

(22.2%) 

2 

(4.4%) 

Acute  Hepatitis 

31 

21  (67.7%) 

10 

(32.3%) 

0 

Sarcoidosis  

16 

11  (68.7%) 

4 

(25%) 

1 

(6.3%) 

Cholangiolitic  Hepatitis . 

11 

9 (82%) 

1 

(9%) 

1 

(9%) 

Tuberculosis  

9 

5 (55%) 

4 

(45%) 

0 

Hepatoma  

7 

4 (57%) 

3 

(43%) 

0 

Hemochromatosis  

6 

6 (100%) 

0 

0 

Chronic  Hepatitis 

4 

3 (75%) 

1 

(25%) 

0 

Biliary  Cirrhosis 

3 

(67%) 

1 

(33%) 

0 

Hemolytic  Anemia 

3 

3 (100%) 

0 

0 

Hodgkin’s  Disease  

3 

0 

3 

(100%) 

0 

Cholangioma  

2 

0 

2 

(100%) 

0 

*Misc.  Liver  Diseases  . . 

6 

4 (67%) 

2 

(33%) 

0 

Total  Liver  Disease  . . 

251 

192  (76.5%) 

48 

(19.1%) 

11 

(4.4%) 

No  Hepatic  Disease  . 

65 

0 

Total  

316 

11 

(3.5%) 

* Includes  one  case  each  of  chronic  lymphatic  leukemia,  chronic  myelogenous  leukemia,  berylliosis,  constitutional  hyperbilirubi- 
nemia, histoplasmosis,  liver  abscess. 


biopsies  attempted  there  were  11  cases  in 
which  the  procedure  was  classified  as  un- 

*From  the  Medical  Service,  Veterans  Administration  Hos- 
pital. Philadelphia,  Pennsylvania 
®*Resident  in  Medicine 
®**Formerly  Resident  in  Medicine 
***®Assistant  Chief.  Medical  Service 


successful  due  to  failure  to  obtain  liver 
tissue,  inadequate  liver  tissue,  laboratory 
accidents  or  the  presence  of  foreign  tissue 
in  the  biopsy  specimen.  This  failure  rate  of 
3.5%  is  in  keeping  with  that  reported  by 
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other  workers-  ”’’^.  Sixty-five  biopsies  were 
performed  in  patients  in  whom  the  diagnosis 
of  a normal  liver  was  made.  This  group  in- 
cluded a number  of  patients  in  whom  ab- 
dominal or  thoracic  neoplasms  were  present 
and  the  presence  of  a normal  liver  was  sub- 
sequently confirmed  at  operation  or  autopsy. 
Others  in  this  group  were  patients  with 
obscure  diseases  in  whom  a liver  biopsy  was 
done  in  an  attempt  to  establish  a diagnosis. 
Of  the  remaining  251  with  hepatic  diseases, 
liver  biopsy  was  considered  positive  in  192 
or  76.5%.  A positive  biopsy  was  defined  as 
one  which  established  the  diagnosis  or  con- 
firmed the  previously  made  clinical  impres- 
sion. As  noted  in  Table  I a high  yield  of 
positive  biopsies  was  obtained  in  patients 
with  cirrhosis  of  the  liver,  metastatic  car- 
cinoma, viral  hepatitis,  cholangiolitic  hepa- 
titis, sarcoidosis  and  hemochromatosis. 

The  impressive  results  of  this  procedure 
in  the  diagnosis  of  focal  lesions  such  as 
metastatic  carcinoma  of  the  liver  have  been 
reported  repea tedly®’^^’’*.  In  the  present 
series,  73.3%  of  45  biopsies  were  positive  for 
metastatic  neoplasm.  Of  primary  neoplasms 
of  the  liver,  4 of  7 hepatomas  were  diag- 
nosed by  needle  biopsies.  Two  cholangiomas 
were  missed.  A correlation  of  the  results  of 
liver  biopsy  with  alkaline  phosphatase  de- 
terminations substantiates  the  value  of  the 
latter  laboratory  study  in  primary  and 
metastatic  neoplasms  of  the  liver.  In  this 
group  of  patients,  the  alkaline  phosphatase 
was  elevated  in  89%. 

The  value  of  liver  biopsy  was  well  demon- 
strated in  the  granulomatous  diseases  in- 
cluding sarcoidosis,  tuberculosis,  histoplas- 
mosis and  berylliosis.  Positive  tissue  was 
obtained  in  70%  of  this  group.  This  co- 
incides with  the  figures  of  others  in  this 
type  of  case’’’\ 

Biopsy  was  positive  in  a high  percentage 
of  cases  with  diffuse  parenchymatous  dis- 
ea.ses  of  the  liver.  Only  6.7%  of  successful 
biopsies  were  not  diagnostic  in  patients  with 
cirrhosis  of  the  liver.  In  these  cases  the 
possibility  of  obtaining  normal  appearing 
tissue  from  a regenerating  hepatic  nodule 
should  be  entertained.  Although  32%  of 
biopsies  in  acute  hepatitis  were  not  con- 
sidered to  be  diagnostic,  many  of  the.se  were 


performed  in  the  later  stages  of  the  disease 
when  the  acute  pathological  changes  may 
well  have  disappeared.  Of  six  cases  of 
hemachromatosis  the  diagnosis  was  success- 
fully established  in  all  with  the  use  of  ap- 
propriate staining  technique. 

Complications 

Hemorrhage  was  the  only  serious  com- 
plication encountered.  It  occurred  in  two 
of  the  patients,  one  of  whom  developed  a 
hemorrhagic  pleural  effusion  following  the 
biopsy  procedure.  This  was  treated  by 
thoracentesis  with  an  uneventful  recovery. 
Serious  intra-abdominal  hemorrhage  occur- 
red in  a 36  year  old  negro  man  with  tuber- 
culosis of  the  liver  and  jaundice  of  long 
duration.  At  emergency  laparotomy,  a 5 
mm  rent  in  the  liver  capsule  was  found. 
Recovery  was  uneventful.  There  were  no 
fatalities  in  this  group.  In  a review  of 
20,016  biopsies  of  the  liver,  Zamchek  and 
Klausenstock  reported  an  “adjusted”  mor- 
tality of  0.085%^®.  Terry  noted  an  inci- 
dence of  significant  hemorrhage  in  0.2%  of 
7,532  biopsies’ \ In  the  present  series,  both 
patients  whose  biopsies  were  complicated 
by  hemorrhage  had  normal  prothrombin 
times  and  it  was  felt  that  unforunate  posi- 
tioning and  movement  of  the  needle  and  or 
the  patient  was  responsible  for  the  bleeding. 
In  25  patients  whose  prothrombin  times 
range  from  30  to  50%  of  normal,  there  was 
no  instance  of  hemorrhage. 

Discussion 

The  value  of  various  diagnostic  tests 
should  be  reappraised  from  time  to  time 
and  this  was  the  primary  purpose  of  this 
study.  Any  diagnostic  procedure  which 
carries  a potentially  significant  morbidity 
or  mortality  should  be  carefully  evaluated 
as  to  its  usefulness  in  diagnosis  from  the 
standpoint  of  its  use  in  a general  hospital. 
The  evaluation  should  be  approached  both 
from  the  viewpoint  of  safety  and  diagnostic 
accuracy.  From  the  data  presented,  it  is 
concluded  that  liver  biopsy  is  a useful  pro- 
cedure in  the  diagno.sis  of  cirrhosis  of  the 
liver,  metastatic  and  primary  carcinoma  of 
the  liver,  viral  hepatitis,  cholangiolitic  hepa- 
titis, hemachromatosis  and  in  the  granule- 
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matous  disorders  including  sarcoidosis  and 
tuberculosis.  From  the  few  cases  studied,  it 
appears  to  be  of  little  or  no  benefit  in  the 
diagnosis  of  various  lymphomata.  In  many 
patients,  it  has  been  of  value  in  preventing 
exploratory  laparotomies  in  patients  with 
carcinoma.  A negative  biopsy  for  carcinoma, 
however,  by  no  means  excludes  the  possi- 
bility of  a primary  or  metastatic  neoplasm. 
Improvement  in  the  percentage  of  positive 
biopsies  may  result  from  proper  macroscopic 
examination  of  the  biopsy  tissue  as  advo- 
cated by  Terry"*  or  by  the  use  of  I,s,  label- 
led serum  albumin  as  an  aid  in  localizing 
focal  lesions'". 

This  study  confirms  the  findings  of  many 
others  that  needle  biopsy  of  the  liver  is  a 
valuable  diagnostic  tool.  The  hazard  to  the 
patient  when  the  biopsy  is  performed  by 
experienced  personnel  is  very  slight.  The 
procedure  increases  the  diagnostic  accuracy 
by  a significant  percentage  felt  to  warrant 
this  risk. 

Summary  and  Conclusions 

The  results  of  316  percutaneous  needle 
biopsies  performed  on  300  patients  over  a 
three  and  one-half  year  period  has  been 
presented  and  the  results  of  the  diagnostic 
value  of  this  procedure  tabulated. 

Liver  biopsy  established  the  diagnosis  or 
confirmed  the  clinical  impression  in  76.5% 
of  patients  with  diseases  of  the  liver.  High 
degrees  of  positive  results  were  obtained  in 
cirrhosis  of  the  liver,  metastatic  carcinoma, 
hepatitis,  hemachromatosis  and  in  the 
granulomatous  diseases  of  the  liver. 

Two  hemorrhagic  complications  were  en- 
countered. In  one  patient  a bloody  pleural 


effusion  treated  satisfactorily  by  thora- 
centesis was  encountered.  In  another,  per- 
sistent intra-abdominal  bleeding  necessi- 
tated an  abdominal  operation.  There  were 
no  fatalities. 


The  authors  feel  that  percutaneous  liver 
biopsy  has  proved  to  be  of  sufficient  diag- 
nostic value  to  warrant  the  relatively  slight 
hazards  of  the  procedure.  A failure  rate  of 
19.1%  where  liver  biopsy  was  not  diag- 
nostic of  the  underlying  diseases  emphasizes 
that  this  procedure  is  no  panacea  in  the 
diagnosis  of  liver  disease.  In  such  cases, 
other  diagnostic  measures  or  exploratory 
laparotomy  are  necessary. 
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MENTAL  REHABILITATION  OF  THE  PATIENT 
WITH  MYOCARDIAL  INFARCTION 


Anthony  R.  Tortora,  M.D.* 


The  increasing  incidence  of  myocardial 
infarction  and  the  frequent  recovery  of  such 
patients  are  producing  a new  responsibility 
for  the  medical  practitioner:  rehabilitation 
of  the  coronary  patient.  A discussion  of 
treatment  of  coronary  attacks  should  em- 
phasize the  need  for  emotional  readjust- 
ment. This  subject  was  stressed  in  an 
earlier  paper  which  considered  the  hazards 
of  prolonged  bed  rest.^ 

Coronary  arterial  disease  is  primarily  a 
chronic  process  and  our  concern  should  be 
for  more  than  just  the  treatment  of  acute 
phases  of  myocardial  infarction.  Medical 
management  of  acute  aspects  of  the  “heart 
attack”  is  so  exciting  to  the  physician  that 
the  psychological  handling  may  be  over- 
looked. However,  he  must  make  a con- 
certed effort  to  restore  the  patient  to  a full 
life.  This  is  complete  rehabilitation.  One 
of  the  essential  aspects  of  rehabilitation  is 
the  prevention  of  psychologic  invalidism. 
The  physician  plays  an  active  role  in  the 
genesis  of  invalidism.  Since  a patient  re- 
covered from  an  acute  “heart  attack”  can 
be  employed  again,  the  need  for  averting 
iatrogenic  psychologic  crippling  is  even  more 
cogent^ 

Despite  an  increase  in  the  number  of 
coronary  attacks,  more  patients  survive. 
This  is  due  to  a better  understanding  of 
cardio-va.scular  physiology  and  the  basic 
mechanisms  which  produce  coronary  dis- 
ease. Therefore,  a greater  need  exists  for 
psychologic  handling  of  these  patients. 

The  thought  of  a “heart  attack”  brings 
fear  to  the  mind  of  the  patient.  Later,  it 
creates  a new  way  of  life  to  which  the  pa- 
tient must  adapt  him.self.  He  may  live  a 

*A.HHislanl  AHendin^f  Physician.  Inlcrnal  Medicine,  ('oney 
Island  Hospital.  Mrooklyn.  New  York. 


long  time  and  needs  to  be  encouraged  to 
find  useful  activity  and  to  maintain  an  in- 
terest in  life.  The  attending  physician 
should  not  be  helpless  in  this  situation.  Nor 
should  his  help  consist  of  a few  sympa- 
thetic and  encouraging  words.  Important 
from  the  onset  is  an  encouraging  attitude 
on  the  part  of  both  the  physician  and  the 
family,  and  a hopeful  attitude  on  the  part 
of  the  patient.  The  patient  who  has  had  a 
coronary  attack  should  be  started  on  a re- 
habilitation program  promptly. 

The  readjustment  of  most  patients  can 
be  accomplished  with  the  help  of  the  family 
physician  and  the  family.  This  can  be 
achieved  only  by  good  rapport,  i.e.,  doctor- 
patient  relationship  from  the  onset.^  The 
patient  should  have  a minimum  of  resist- 
ance and  a maximum  of  genuine  co-opera- 
tion. Excessive  or  unwarranted  reassurance 
and  early  promises  seldom  fool  the  patient. 
Maximum  long  range  benefit  can  be 
achieved  only  if  the  physician  treats  his  pa- 
tient as  a totally  integrated,  bio-psycho- 
social  entity.  This  requires  not  only  the 
knowledge  of  the  basic  medical  science  but 
also  a sensitivity  to  the  subtle  manifesta- 
tions of  the  patient’s  attitude  and  aware- 
ness of  the  interpersonal  processes  which 
function  between  him  and  the  patient.  The 
physician  who  is  sufficiently  mature  in  his 
interpersonal  orientation  will  remain  ob- 
jective although  he  may  react  towards  his 
patient  with  sympathy,  concern,  admira- 
tion or  even,  at  times,  with  justifiable 
anger.^  It  must  be  remembered  that  the 
psyche  and  soma  are  biologically  one  and 
that  there  can  be  no  dichotomous  arrange- 
ment between  mind  and  body. 

Total  patient  therapy  includes  control  of 
emotional  factors.  Fundamental  to  success- 
ful rehabilitation  is  tbe  patient’s  willingness 
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to  follow  his  prescribed  regimen.  Frequently, 
due  to  fear  and  anxiety,  the  patient  begins 
to  doubt  his  ability  to  recover.  Or  he  may 
refuse  to  accept  the  reality  of  his  disease. 
In  calming  the  patient  and  providing  a 
sense  of  security,  means  should  be  employed 
to  facilitate  a normal  perspective.  Although 
fear  and  anxiety  are  universal  phenomena, 
their  meanings  are  completely  personal  and 
the  reaction  of  the  sufferer  is  the  essential 
guide  to  care.  Some  patients  can  be  made 
to  accept  the  condition  philosophically  with 
an  optimistic  outlook  and  may  proceed 
smoothly  and  rapidly.  Other  patients  may 
proceed  at  a slower  pace. 

The  physician  directs  but  also  must  man- 
age the  patient  for  years.  It  usually  is  not 
desirable  to  tell  the  patient  the  extent  of 
the  “attack”;  on  the  other  hand  one  should 
not  minimize  it.  This  depends  on  the  sen- 
sitivity and  vulnerability  of  the  patient  but 
he  should  be  made  to  realize  that  he  has  a 
chronic  condition  which  will  require  fre- 
quent observation  and  psychotherapeutic 
help. 

Many  devices  must  be  employed  in  order 
to  bring  a proper  psychotherapeutic  ap- 
proach to  emotional  disturbances  as  they 
arise.  Gentleness  and  delicacy  have  been 
stressed  by  many.  However,  over-sympa- 
thetic understanding  may  retard  therapeutic 
progress.  Achievement  of  effective  re-ad- 
justment  does  not  demand  cruelty,  but  it 
does  require  a masculine  type  of  firmness.’ 
The  physician  who  gives  willingly  of  his 
time  for  ample  discussion  not  only  is  ful- 
filling a professional  obligation  but  also  is 
employing  a potent  therapeutic  tool.  Re- 
gardless of  the  intelligence  or  outward  calm- 
ness of  a patient,  an  element  of  trepidation 
always  underlies  the  “attack.”  Moreover, 


the  patient  has  some  psychologic  regression 
so  that  the  physician  assumes  a dominant 
position  and  his  relationship  to  the  patient 
tends  to  resemble  the  child-parent  relation- 
ship of  the  patient’s  earlier  years.  Detailed 
explanations,  given  unhurriedly  and  genu- 
inely, are  essential  if  the  patient  is  to  de- 
rive the  fullest  benefit.  This  approach  can 
serve  many  purposes.  Misunderstanding  is 
avoided  and  full  co-operation  is  encouraged; 
fear  and  anxiety  are  lessened;  a close 
patient-physician  rapport  is  established  and 
the  physician’s  understanding,  sympathy 
and  patience  are  helpful  in  avoiding  iatro- 
genic disease. 

With  this  in  mind,  what  advice  should  be 
given  a patient  in  regard  to  activity?  It  is 
well-documented  that  almost  as  many  at- 
tacks of  myocardial  infarction  occur  when 
the  patient  is  at  rest  as  when  he  is  exerting 
himself.  I see  no  justification  for  prohibit- 
ing all  exertion.  I believe  the  patient  should 
be  allowed  those  activities  which  do  not 
cause  chest  discomfort  and  dyspnea.  The 
presence  of  symptoms  will  determine  how 
nearly  normal  his  life  may  be. 

Successful  rehabilitation,  therefore,  de- 
pends largely  on  the  ability  of  the  attend- 
ing physician  to  control,  neutralize  and  pe’"- 
haps  eliminate  the  anxiety  and  fears  of  the 
“heart  attack”  by  the  inculcation  of  the 
positive  virtues  of  optimism,  hope,  and 
courage. 
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MEDICAL  COURT  CASES 

HOWARD  NEWCOMB  MORSE 

Counsellor  at  Law 
Member  of  the  Bar  of  the  Supreme  Court 
of  the  United  States  of  America 

6900  South  Shore  Drive  • Chicago  49,  Illinois 


“AUTHORIZATION  FOR  EXTENT  OF  OPERATION” 


BANG  VS.  CHARLES  T.  MILLER  HOSPITAL  AND  DR.  FREDERIC  E.  B.  FOLEY 
Supreme  Court  of  Minnesota  88  N.  W.  2d  186 


This  was  an  action  for  damages  for  an 
alleged  assault  or  unauthorized  operation 
by  Dr.  Frederic  E.  B.  Foley  on  Helmer 
Bang,  the  plaintiff-patient.  The  District 
Court  of  Ramsey  County,  Minnesota, 
entered  an  order  denying  the  plaintiff’s  al- 
ternative motion  to  vacate  dismissal  of  his 
action  or  for  a new  trial,  and  he  appealed. 
The  Supreme  Court  of  Minnesota  reversed 
the  order  of  the  lower  court  and  granted  a 
new  trial. 

Helmer  Bang  began  having  urinary 
trouble.  He  consulted  a doctor  in  his  home 
town  of  Austin,  Minnesota,  who  sent  him  to 
the  hospital  for  a cystoscopic  examination 
which  was  made  by  two  local  doctors  in 
Austin.  Bang  testified  that  they  informed 
him  of  an  enlargement  of  the  prostate  gland 
and  bladder  soreness  and  recommended 
either  Rochester  or  Dr.  Foley  in  St.  Paul. 

Bang  consulted  with  Dr.  Foley  at  the  lat- 
ter's office  in  St.  Paul.  Dr.  Foley  testified 
that  at  that  time  the  patient  complained  of 
diminished  size  and  force  of  the  urinary 
stream  and  increased  frequency  of  urina- 
tion. He  said  that  the  patient  described 
various  urinary  symptoms  and  that  a rectal 
examination  of  the  prostate  was  performed. 
Not  being  certain  at  that  time  of  the  exact 
nature  of  the  patient’s  ailment.  Dr.  Foley 
informed  the  patient  that  he  wished  to 
make  a cystoscopic  examination  the  follow- 


ing day  and  suggested  that  the  patient  be 
admitted  to  the  Charles  T.  Miller  Hospital 
in  St.  Paul  for  further  investigation,  which 
was  done.  He  said  that  he  informed  his 
patient  “that  the  purpose  of  his  going  into 
the  hospital  was  for  further  investigation 
with  a view  to  making  a prostate  operation 
if  the  further  examination  showed  that  that 
was  indicated.” 

The  important  question  for  determina- 
tion was  whether  the  evidence  presented  a 
fact  question  for  the  jury  as  to  whether  the 
patient  consented  to  the  severance  of  his 
spermatic  cords  when  he  submitted  to  the 
operation.  Dr.  Foley  testified  on  cross- 
examination  that  he  did  not  tell  the  patient 
at  the  time  of  the  office  visit  that  any  ex- 
amination he  had  made  or  was  going  to 
make  had  anything  to  do  with  the  sper- 
matic cords,  nor  did  he  recall  explaining  to 
the  patient  what  a prostate  gland  operation 
involved.  He  also  said  that  the  patient’s 
life  was  in  no  immediate  danger  because  of 
his  condition  on  that  day. 

When  questioned  as  to  whether  he  had 
any  conversation  with  Dr.  Foley  at  the 
operating  table  or  during  the  entire  period 
when  he  was  in  the  operating  room.  Bang 
replied  that  with  the  exception  of  a morn- 
ing greeting  “and  stuff  like  that”  nothing 
was  said  to  him  with  reference  to  the  opera- 
( Continued  on  page  302) 
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DIABETES  DETECTION  WEEK 


There  are  many  diseases,  cancer  and 
coronary  artery  disease  being  two  outstand- 
ing examples,  about  which  our  knowledge 
of  prevention  and  treatment  is  meager.  It 
behooves  us,  therefore,  to  make  good  use  of 
every  known  diagnostic  and  therapeutic  aid 
for  conditions  about  which  our  knowledge 
is  more  abundant.  One  of  these  conditions 
is  diabetes. 

The  Delaware  Diabetes  Association  is 


undertaking  a commendable  program  of 
education,  both  public  and  professional. 
The  professional  portion  of  this  program  is 
more  of  a reminder  than  an  introduction  of 
new  material.  While  one  week  each  year  is 
.set  aside  as  Detection  Week,  the  Society 
urges  physicians  to  be  at  all  times  alert  to 
the  possibility  of  this  disease  as  a diagnosis. 

It  seems  to  be  the  same  old  story  of  “not 
looking”  rather  than  “not  knowing.” 


ATOMS  FOR  PEACE 


The  benefits  of  having  a Radioactive  Iso- 
tope Laboratory  in  the  community  are 
many.  At  first  thought,  one  might  con- 
sider this  laboratory  merely  as  an  adjunct 
in  the  treatment  of  malignant  disease. 
While  it  is  of  definite  value  in  this  field, 
that  is  only  a small  portion  of  its  full  value. 


IATROGENIC 

It  is  pathetic  to  see  a patient  recover 
from  a severe  illness  such  as  an  infarct  of 
the  myocardium  and  then  spend  his  re- 
maining days  in  a state  of  inactivity  and 
fear  because  of  fear  on  the  part  of  the  at- 
tending physician.  Much  has  been  written 
on  the  subject  of  rehabilitation.  Nowhere 
in  medicine  is  rehabilitation  more  important 
than  in  the  patient  who  has  had  a heart 
attack.  While  we  sometimes  think  of  re- 
habilitation as  the  procedures  prescribed 


It  has  now  become  indispensable  in  the 
diagnosis  and  treatment  of  diseases  of  the 
thyroid  gland.  By  the  same  token  it  is  of 
value  in  the  treatment  of  several  types  of 
heart  disease.  New  methods  are  being  de- 
scribed almost  daily  and  it  is  obvious  that 
this  branch  of  medicine  is  rapidly  growing 
and  has  far  to  go  in  the  future. 


DISABILITY 

during  the  period  between  the  end  of  the 
acute  illness  and  the  patient’s  return  to  a 
normal  life,  it  really  is  an  essential  part  of 
treatment  that  should  begin  at  the  onset  of 
the  illness.  The  attitude  of  the  physician 
can  be  a factor  that  determines  success  or 
failure.  As  Axel  Munthe  stated:  “.  . . there 
is  no  drug  as  powerful  as  hope  . . . the 
slightest  sign  of  pessimism  in  the  face  or 
words  of  a doctor  can  cost  the  patient  his 
life”. 
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tion.  The  patient  admitted  that  he  did  not 
expect  to  tell  the  doctor  what  to  do;  that  he 
had  faith  in  him;  and  that  he  did  not  ex- 
pect to  tell  him  how  to  perform  the  opera- 
tion. He  said  that  he  expected  the  doctor 
would  operate  to  do  what  was  necessary  to 
right  and  cure  his  condition.  He  testified 
that  he  did  not  ask  the  doctor  what  he  in- 


OCTOBER,  1958 

tended  to  do  and  left  it  up  to  him  to  do  the 
right  thing. 

The  Supreme  Court  of  Minnesota  held 
that  the  question  as  to  whether  the  patient 
consented  to  the  severance  of  his  spermatic 
cords  was  a fact  question  for  the  jury  and 
that  it  was  error  for  the  lower  court  to  dis- 
miss the  action. 
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“CORRECTIVE  MEASURES  NECESSITATED 


BY  AN  OPERATION” 

HOPKINS  VS.  UNITED  STATES 

District  Court  of  the  United  States  for  the  Western  District  of  Missouri  1 52  F.  Supp.  473 


This  was  a malpractice  action  under  the 
Federal  Tort  Claims  Act.  Since  early  child- 
hood the  plaintiff-patient  had  a disease 
known  as  fibrous  dysplasia  involving  the 
right  frontal  area  of  her  head.  The  disease 
was  progressive  and  caused  a marked  thick- 
ening of  the  right  frontal  bone,  pressing  on 
the  right  optic  nerve  and  the  right  orbit, 
causing  a partial  loss  of  vision. 

She  was  admitted  to  the  Veterans’  Ad- 
ministration Hospital  in  Kansas  City,  Mis- 
souri, and  after  extensive  investigation  and 
examination,  it  was  concluded  that  surgery 
was  necessary  to  relieve  the  pressure  on  the 
optic  nerve  and  retard  the  failing  visual 
acuity  of  the  right  eye.  It  was  concluded 
that  the  operation  was  to  be  a craniectomy, 
a piece-meal  removal  of  the  affected  bone  of 
the  frontal  area,  to  relieve  pressure  on  the 
optic  nerve  and  to  remove  pressure  on  the 
brain.  There  were  to  be  at  least  two  opera- 
tions, the  first  to  remove  the  diseased  bone 
and  to  make  a mold  of  the  defect  in  the 


skull,  and  the  second  to  install  a metal  plate 
which  would  be  made  from  the  mold  taken 
during  the  first  operation.  The  proposed 
operative  procedure  was  discussed  fully 
with  the  patient,  she  agreed  to  the  opera- 
tion, and  she  was  consequently  operated 
upon. 

The  patient  contended  that  the  operating 
surgeon  negligently  placed  the  metal  plate 
below  the  right  supra  orbital  ridge,  causing 
pressure  and  inability  to  close  the  right  eye. 
Subsequently,  the  necessity  for  correction 
and  readjustment  of  the  plate  became  mani- 
fest. 

The  Court,  in  holding  the  doctor  not 
liable,  declared:  “Negligence  cannot  be  in- 
ferred simply  . . . from  the  fact  that  the 
metal  plate  may  have  required  subsequent 
adjustment.  . . . While  I am  not  persuaded 
that  the  operations  were  unsuccessful  for 
the  purposes  for  which  they  were  intended, 
even  an  unsuccessful  result  is  not  evidence 
of  negligence.” 
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STATE  SOCIETY  PLANS  INSTITUTE  ON 
PREMATURE  CARE 


An  all-day  session  on  care  for  the  pre- 
mature infant  will  be  held  Wednesday,  De- 
cember 3,  at  the  Alfred  I.  du  Pont  Institute 
near  Wilmington.  Sponsored  jointly  by  the 
Committee  on  Education  of  the  Medical 
Society  of  Delaware  and  by  the  State 
Board  of  Health,  the  program  will  feature 
faculty  from  the  New  York  Hospital,  Cor- 
nell Medical  Center,  headed  by  Dr.  Murray 
Davidson.  Discussions  will  include  prac- 
tical and  theoretical  implications  of  feeding, 
anemias,  infections,  including  staphylo- 
coccal infection,  resuscitation  and  environ- 


mental control.  There  will  be,  in  addition, 
demonstrations  and  discussions  of  special 
equipment. 

Because  of  the  team  aspects  of  premature 
care,  the  program  will  be  designed  both  for 
physicians  and  for  nurses  involved  in  this 
work.  We  hope  that  doctors  and  hospitals 
will  make  a special  effort  to  encourage 
nurses  to  attend.  All  physicians  in  the 
Society,  as  well  as  all  house  staff  members, 
will  receive  formal  announcements  of  the 
program  within  the  next  few  days. 


PLEASE  HELP  IN  SCREENING  MATERNAL  DEATHS 


The  work  of  the  Medical  Society  of  Del- 
< aware’s  Committee  on  Maternal  and  Infant 
Mortality  is  generally  conceded  to  be  valu- 
able, particularly  its  detailed  review  of  all 
. deaths  involving  pregnancy  or  the  new- 
born. This  task,  difficult  already,  is  further 
complicated  by  the  occasional  failure  of 
some  physicians  to  specify  that  pregnancy 
existed  when  filHng  out  death  certificates  in 
cases  in  which  the  direct  cause  of  death 


was  unrelated  to  the  condition.  This  means 
that  the  Bureau  of  Vital  Statistics,  which 
refers  maternal  deaths  to  the  Committee 
for  study,  is  unable  to  pick  up  these  cases. 
Since  the  criteria  of  the  study  call  for  re- 
view of  all  deaths  of  all  expectant  mothers, 
regardless  of  cause,  the  Committee  asks 
that  you  note  pregnancy  on  the  death  cer- 
tificate whenever  it  exists,  regardless  of  its 
role  in  the  patient’s  death. 
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REPORT  OF  INTERNATIONAL  MEDICAL  MEETING 

Allen  C.  Wooden,  M.D. 


This  is  a first  hand  report  of  the  XVIth 
International  Congress  of  the  History  of 
Medicine.  This  year’s  Congress  took  place 
at  Montpellier,  France,  from  the  22nd  to 
the  28th  of  September.  The  Congress  mem- 
bers were  guests  of  the  Medical  School  of 
the  University  of  Montpellier,  one  of  the 
oldest  medical  schools  in  the  world.  The 
official  language  of  the  Congress  was 
French,  but  this  did  not  make  too  great  a 
language  barrier,  since  most  of  the  members 
spoke  more  than  one  language. 

Our  host,  the  medical  faculty  of  Mont- 
pellier, were  most  hospitable,  making  our 
stay  enjoyable  with  many  invitations  to  the 
governing  bodies  of  the  town,  the  mayor, 
chief  of  City  Council,  the  Chamber  of  Com- 
merce, etc.  The  members  were  also  invited 
to  the  private  homes  (chateaux)  of  the  Vis- 
count and  Viscountess  de  Soporta  for  a 
wonderful  musical  evening.  The  faculty  also 
arranged  historical  side  trips  to  cover  almost 
the  entire  area  immediately  surrounding  the 
charming  ancient  city  of  Montpellier. 

Many  of  the  delegates  were  outstanding 
men  in  medical  fields  other  than  medical 
history.  Present  among  the  distinguished 
guests  were  outstanding  surgeons,  psychia- 
trists, internists,  dermatologists,  etc.  Rep- 
resenting the  United  States  were  nine  phy- 
sicians, two  librarians,  and  one  histori- 
ographer. 

The  papers  presented  at  the  Congress 
were  in  general  of  a superior  quality  and 
reflected  a tremendous  amount  of  personal 
re.search  on  the  part  of  the  authors.  All  of 
the  European  countries  sent  representatives, 
Russia  being  represented  by  six  outstanding 
medical  historians. 

The  topics  covered  reflected  the  medical 
background  of  Montpellier  and  the  medical 
school’s  contribution  to  development  of 
great  clinical  teachers  and  clinical  hospitals 
throughout  Europe  and  France  in  partic- 
ular. 

From  a personal  viewpoint,  the  greatest 


value  of  this  meeting  was  the  friendly  feel- 
ing of  all  the  delegates  and  their  willingness 
to  share  ideas.  The  history  of  medicine  is 
merely  a study  of  the  growth  of  ideas  deal- 
ing with  human  ills  and  their  treatment 
through  the  ages. 

How  would  you  like  to  spend  about  a 
week  in  the  middle  ages?  Well  I did  and 
found  it  most  enlightening.  As  a historian 
I have  spoken  many  times  of  the  Monastery 
herb  gardens,  the  life  living  conditions  of 
the  people  of  the  walled  cities,  the  poor 
sanitation,  etc.  Now  it  is  with  a feeling  of 
having  been  there  that  I can  adequately  de- 
scribe the  beauty  of  the  medieval  abbey 
with  its  well  kept  herb  gardens  (where  sim- 
ple Galenical  pharmaceutical  drugs  were 
grown  and  prepared).  I can  feel  that  pres- 
ence of  many  thousands  of  people  crowded 
in  the  poorly  lighted  and  ventilated  walled 
cities  with  their  massive  gorgeously  dec- 
orated central  cathedrals,  the  ghetto  with 
its  towers,  iron  gates,  the  narrow  streets, 
university  towns  with  their  educational 
buildings  usually  surrounding  a great 
Cathedral  Church  — this  is  enough  of  the 
middle  ages! 

Now  for  a description  of  the  medical 
school — Montpellier  has  all  modern  build- 
ings for  its  teachings,  retaining  many  of  the 
old  structures  for  a reminder  of  the  long- 
dead  grandeur  of  the  past.  The  library  is 
magnificent  and  it  contains  many  of  the 
original  first  editions  of  the  incunabula.  A 
unique  feature  of  the  school  is  a joint  ana- 
tomical museum  containing  the  anatomical 
preparations,  scultpure,  and  collection  of 
many  distinguished  medical  graduates. 

In  conclusion,  may  I say  that  a complete 
resume  of  all  the  papers  delivered  at  the 
Congress  may  be  found  at  the  Delaware 
State  Medical  Library.  Any  one  sufficiently 
interested  in  the  historical  ascent  may  con- 
sult me  personally  concerning  pictures  of  all 
the  medieval  institutions  described  in  this 
report. 
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In  Biliary  Distress 

ZANCHOL 


Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  for  treating  common 
upper  respiratory  infections,  particularly  during  respira- 
tory epidemics;  when  bacterial  complications  are  ob- 
served or  are  likely;  when  patient's  history  is  positive 
for  recurrent  otitic,  pulmonary , nephritic,  or  rheumatic 
involvement. 


TABLETS  (sugar  coated) 
Each  Tablet  contains: 

Achromycin®  Tetracycline 

Phenacetin  

Caffeine  

Salicylamide  

Chlorothen  Citrate 


125  mg. 
120  mg. 
30  mg. 
150  mg. 
25  mg. 


r 


adanitis 


■ siiustis 


bronchitis 


pneumonitis 


Bottles  of  24  and  100. 

SYRUP  (lemon-lime  flavored) 

Each  teaspoonful  (5  cc.)  contains; 


Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl  125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


multifarious  sequelae 


Checks  Symptoms:  Includes  traditional  components  for 
rapid  relief  of  the  traditional  nonspecific  nasopharyn- 
gitis, symptoms  of  malaise,  chilly  sensations,  inconstant 
low-grade  fever,  headache,  muscular  pain,  pharyngeal 
and  nasal  discharge. 


Available  on  prescription  only. 


Adult  dosage  for  Achrocidin  Tablets  and  new  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 


.1 
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in  cases  of  tension 


(Reserpine,  Vale) 


. . . the  preferred  drug  wfiere  anxiety  or  emotional  agitation 
must  be  controlled 

. . . provides  sedation  without  hypnosis,  a sense 
of  relaxed  well  being  and  tranquility 

. . . effects  a graduol  and  sustained  lowering  of 
elevated  blood  pressure  in  patients  with 
mild,  labile  or  essential  hypertension 

siflilied:  o.l  mg.  and  0.25  mg.  tablets  in  bottles  of  100, 

500  ond  1000,  or  on  prescription  at  leading 
pharmacies 


t 

I 


kauwolfi 


-ekpentin 

in  cases  of  hypertension 

Rauval' 

(RauwolfU  Serpentina.  Vale) 

. . . double  assayed  to  insure  optimal  therapeutic  effect 

tesled  cheniuUy  to  Ntsirt  total  alkaioid  content 
tested  biole(ieany  to  insere  gniferoi  tiyfotensive  actwi 


. . . ideal  therapy  in  labile  and  moderofe  hyper- 
tension or  as  adjunctive  therapy  in  severe 
hypertension 

. . . achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquilization  with  prolonged 
effect  even  after  cessation  of  therapy 

Snpplitdi  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY,  INC.  allentown,  pa. 

Pharmaceuticals 


HELP  US  KEEP  THE 
THINGS  WORTH  KEEPING 


One  of  the  most  precious 
American  Heritages  is  the 
right  to  worship  as  you 
please.  But  protecting  oiu: 
American  heritages  costs 
money — because  peace  costs 
money. 

It  takes  money  for 
strength  to  keep  the  peace. 
Money  for  science  and  edu- 
cation to  help  make  peace 
lasting.  And  money  saved 
by  individuals. 

Your  Savings  Bonds,  as  a 
direct  investment  in  your 
country,  make  you  a Part- 
ner in  strengthening  Amer- 
ica’s Peace  Power. 

The  chart  below  shows 
how  the  Bonds  you  buy  will 
earn  money  for  you.  But 
the  most  important  thing 
they  earn  is  peace.  They 
help  us  keep  the  things 
worth  keeping. 

Think  it  over.  Are  you 
buying  as  many  Bonds  as 
you  might'? 


HOW  YOU  CAN  REACH  YOUR  SAVINGS  GOAL 
WITH  SERIES  E BONOS 

(in  just  a years,  11  months) 


If  you 
want  about 

$2,500 

$5,000 

$10,000 

each  week, 
save 

$4.75 

$9.50 

$18.75 

This  shows  only  a few  examples.  You 
can  save  any  sum.  buying  Bonds  by 
Payroll  Savings  or  where  you  bank. 
Start  your  program  now! 


ACCORDING  TO  THE  DICTATE 
S,  ' OF  HIS  OWNL^DNaCIENCf  r. 


HELP  STRENGTHEN  AMERICAS  PEACE  POWEI 


BUY  U.  S.  SAVINGS  BONDJ 


The  U.S.  OoiK’rnment  does  not  pay  for  this  aduertisiiif’.  The  Treasury  Department  thanks, 
for  their  patriotic  donation,  The  Advertising  Council  and  this  magazine. 


1 


WEIGHT  REDUCTION:  Obesc  patients  ma>j  resist  dieting)  because  they  fear  Ipiing  the  erjiotionkl  security  often  involved  in  overeating,  ambar  helps 
Ihem  hold  the  diet  line  by  giving  thei^  a more  alert,  brighter  outlook.  , without  jitters:;  Methamphetamine,  a potent  CNS  augmenter,  pro- 
duces less  cardiovascular  effect  than  amphetamine.  In  ambarI  it  is  combined  with  ju^t  enough  phenobarbital  to  prevent  overstimulation,  ambar 
EXTENTABS  provide  10-12  hours  of  appetite  suppreskion  in  one  controlkdrrelease,  kxtended-action  tablet:  methamphetamine  hydrochloride, 
10.0  mg.;  phenobarbital  (1  gr.)  64.8  ^g.  ambar  tablets  fof  conventional!  dosage  or  intermittent  therapy  contain  methamphetamine  hydro- 
chloride, 3.33  mg.;  phenobarbital  ( Va  ^r-)  21.6  mg.  a|.  h.  robins  company|  inc.,  Richmond,  Virginia,  Ethical  Ptermaceuticals  of  Merit  Since  1878 


methamphetamine  and  phenobarpitai 

iTABLETS  AND  EXTENTABS0 


Faster  rehabilitation  in 


Joint  Inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders— and  MEPROLONE  Is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antlrheu- 
matic-antlarthrltlc  agent. 


MEPROLONE-2  Is  Indicated  In  cases  of  severe 
Involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  Involvement  Is  only  moderately 
severe  or  mild,  ME PROLONE-1  may  be  Indicated. 

SUPPLIED:  Multiple  Compressed  Tablets  In 
three  formulas:  MEPROLONE-2— 2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
In  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  100).  MEPROLONE-5— 5.0  mg.  predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 


MERCK  SHARP  & DOHME  Division  of  MERCK  a CO.JNC..  Philadelphia  l,Pa. 


Rheumatoid  Arthritis 


multiple  compressed  tablets  ® 


THE  FIRST  MEPRObAMATE-PREONISOCONE  THERAPY 
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VARIDASE' 

STREPIOKINASE-SIREPIODORKASf  LECEPEE 


LEDERIE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMIO  COMPANY, 
Pearl  River,  New  York 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


PROTECTION  AGAINST  LOSS  OF  IN- 
COME FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment 
Book  sent  to  you  FREE  upon  request. 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 


FOR 


PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 


900  Ora 

5 1 3 Market  Street 
Fairfax 
Manor  Park 
Merchandise  Mart 


ge  Street 

723  Market  Street 
3002  Concord  Pike 
DuPont  Highway 
Gov.  Printz  Blvd. 
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ail  cold  symptoms 

New  timed-release  tablet  provides: 


. . . the  superior  decongestant  and  antihistaminic  action 
of  Triaminic 


..  .non-narcotic  cough  control  as  effective  as  with 
codeine^  but  without  codeine’s  draxubacks 


...an  expectorant  to  augment  demxdcent  fluids 

. . . the  specific  antipyretic  and  analgesic  effect  of  ivell 
tolerated  APAP 


. . . the  prompt  and  prolonged  activity  of  timed-release 
medication 


Each  Tussacesic  Tablet  contains: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  ....  25  mg.; 

pheniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan  (brand  of  dextro- 
methorphan HBr) 30  mg. 

Terpin  hydrate 180  mg. 


AP.AP  (N'-acetyl-para-aminophenol)  . 325  mg. 


To  reduce  upper  respiratory  congestion  and  irritating 
secretions. 

For  non-narcotic  control  of  the  cough  reflex. 

To  augment  demulcent  respiratory  secretions. 

For  specific,  highly  effective  antipyresis  and  analgesia. 


Tussagesic  Tablets  provide  relief  from  all  cold 
symptoms  in  minutes,  lasting  for  hours. 

Dosage;  One  tablet  in  the  morning,  mid- 
afternoon, and  in  the  evening,  if  needed.  The 
tablet  should  be  swallowed  whole  to  preserve 
the  timed-release  action. 


first -3  to  4 hours  of 
relief  from  the 
outer  layer 


then— 3 to  4 more  hours 
of  relief  from 
the  inner  core 


Also  available— lor  those  who  prefer  r-|-^ 

palatable  liquid  medication—  A USS3.^CS1C  SUSpCDSlOn 

lussagesic 


SMITH -DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


^nUOCMARR,  RCO.  U.  t-  PM.  OfP. 

tTRADCMARR,  ACQ.  U.  t.  PM.  OfR.<-THK  UPJ^pm 

• RAND  or  TITRACTCl.lNf 
^TRAOCMAAH,  ACO.  U.  t.  PAT.  Orr.— *hC  UAiOMM 

• AAMO  or  CATttALUNC  MOVOOIOCIM  lOOIVH 

ttTAAOCMAAA 


^cinf  Phosphate^ plus^Albamycin**) 

bur 

road-spectrum 
ntibiotic 
f first  resort 


bottles  of  16  and  100 
capsule  contains: 

jfJn^ftKphate  (tetracycline  phosphate 
l«x)  equivalent  to  tetracycline  hydro- 

■o 250  mg. 

(as  novobiocin  sodium). . . 125  mg. 

KM  tt  Flavored  Granules.  When 
Innt  water  is  added  to  fill  the  bottle, 
(5  cc.)  contains: 

tXwtacydine)  equivalent  to  tetra- 

' trochlorida  125  mg. 

; (as  novobiocin  calcium).  .62.5  mg. 
nMtaphosphate  100  mg. 


: is  2 capsules  q.Ld. 

I KM  eranules 

tnt  of  moderately  acute  infec- 
•nts  and  children,  the  recom- 
is  1 teaspoonful  per  15  to 
l^pf  body  weight  per  day,  administered 
• 4 oqual  doses.  Severe  or  prolonged 
Nm  require  higher  doses.  Dosage  for 
HM  ta  4 teaspoonfuls  3 or  4 times  daily, 
Mw  OM  the  type  and  severity  of  the  in- 
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whenever 

he 

starts 

to 


he’s 
ready 
for 


Delectavites 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 




t ^ ^ ^ \ Each  canmn* 

i \ Vitam.n  A ..  S.OOO  OnlU* 

j \ ^ \ Vitamin  O 1,000  Units* 

ViUmin  C 75  mg. 

, / ’’  W\  Vitamin  E - 2 Unitst 

! J ' i Vitamin  B-l 2.5  mg. 

/ V §f  V.  Vitamin  8-2 ,^....-..^..,2.5  mg. 

/ ViUmin  8-6, 1 mg. 

^ ' //  Vitamin  B-12  Activity 3 meg. 

PantMenol 5 mg. 

Nicotinamide 20  mg. 

There’s  nothing  easier  to  give 

. , Rutin 12  mg. 

or  tfl.k6—  Catcium  Carbonate 125  mg. 

than  Delectavites.  c^mu  n.^ 

riuorine 0.1  mg. 

A real  treat  • . . - ® * "'*• 

Magnesium 3.0  mg. 

the  children’s  favorite . . . 

tops  with  adults,  too.  •?lV’u'r.. 


WHITE  LABORATORIES,  INC, 
KENILWORTH,  N.  J. 


B«te.  One  Nugget  per  day 
guealied  Boies  ot  30-one 
month's  supply 
Boies  of  90-three 
months'  supply  or 
family  package. 


i 


(Miltown®)  capsules 


^ TRAOC-MARK  CME-732S 


1. Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source;  Independent  research 
organization;  name  on  request. 
2.  Baird,  H.  W.,  Ill : A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication,  1958. 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night 
relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption 
“T/ic  administration  of  meprobamate  in 
sustained  action  form  [^Meprospanl  produced 
a more  uniform  and  sustained  action  . . . 
these  capsules  offer  effectiveness  at 
reduced  dosage.’*^ 


Dosage:  2 Meprospan  capsules  q.  12  h. 

Supplied:  200  mg.  capsules,  bottles  of  30. 

Literature  and  samples  on  request  tJ^WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

%vho  discovered  and  introdveed  Miltown^ 


there’s  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  prim 
secondary  fibrositis  — 

early  rheumatoid  a 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti  inflammatory  effect  of  low-dosage 
corticosteroid'  . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate’  ’ brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 

nore  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy— 

nuch  less  likelihood  of  treatment-interrupting 
•ide  effects'  * . . . reduces  possibility  of  residual 
njury  . . . simple,  flexible  dosage  schedule 


HERAPY  SHOULD  BE  INDIVIDUALIZED 
cute  conditions:  Two  or  three  tablets  four  times  daily.  After 
esired  response  is  obtained,  gradually  reduce  daily  dosage 
nd  then  discontinue. 

ubacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
ifactory  control  is  obtained,  gradually  reduce  the  daily 
osage  to  minimum  effective  maintenance  level.  For  best 
Bsults  administer  after  meals  and  at  bedtime. 


recautions:  Because  sigmagen  contains  prednisone,  the 
iame  precautions  and  contraindications  observed  with  this 
teroid  apply  also  to  the  use  of  sigmagen. 


case 


it  calls  for 


corticoid'Salicylate  compound 


tablets 


Packaging:  sigmagen  Tablets,  bottles  of  100  and  1000. 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A.  159:645, 
1955.  2.  Spies.  T.  D.,  et  al.:  Postgrad.  Med.  17:1,  1955. 
3.  Gelli,  G.,  and  Della  Santa,  L.:  Minerva  Pediat. 
7:1456,  1955.  4.  Guerra,  F.:  Fed.  Proc.  12:326,  1953. 
5.  Busse,  E.  A.:  Clin.  Med.  2:1105,  1955.  6.  Sticker, 
R.  B.:  Panel  Discussion,  Ohio  State  M.  J.  52:1037, 1956. 


0.75  mg. 
325  mg. 
75  mg. 
20  mg. 


Composition 

meticorten®  (prednisone) 

Acetylsalicylic  acid  

Aluminum  hydroxide  

Ascorbic  acid  
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Tr  1^^  Pom  ..  .give  real  relief: 


A.RC.'"”Demeror 

ijMti 


Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  (2V2  grains). 

Caffeine  30  mg.  (V2  grain) 


Demerol  hydrochloride  30  mg.  (V2  grain) 


Do^: 

1 or  2 tablets. 


Narcotic  blank  required. 


Potentiated  Pain  Relief 

WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 


in^ery  special  cases^ 
a very  superior  brandy... 
specify 

ilfifisST 

COGNAC  BRANDY 


84  Proof  I Schieffelin  & Co.,  New  York 


^cocl  in 

*^ublic*^^elation<» 

^ Place  it  in  your  reception  room 

Today’s  Healili  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Saciety  Waman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 
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Dcrnt  Docfen.  - 

'■fo  taka  Acnmsi  muK  7nj2x(^cx^ 


On  vacation  — at  the  beach  — on  the  golf  course  — or  garden- 
ing in  your  own  back  yard,  sunburn,  insect  bites,  cuts  and 
abrasions  are  all  part  of  the  summer  picture. 

A handy  tube  of  Xylocaine  Ointment  means  prompt  relief  of 
pain,  itching  and  burning  for  your  patients.  After  you’ve  seen 
to  your  patients’  comfort,  remember  that  tube  of  Xylocaine 
Ointment  for  yourself. 

Just  write  “Xylocaine  Ointment’’  on  your  Rx  blank  or  letter- 
head, and  we  will  send  a supply  for  you  and  your  family. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Mass.,  U.S.A. 

XYLOCAINE  OINTMENT 

(brand  of  lidocaine*) 

2.5%  & 5% 

SURFACE  ANESTHETIC 


U.  S.  Pat.  No.  2,441,498  Made  in  U.  S.  A. 


“Much  better 


COSA-TETRACYN 

GLUCOSAMINE  POTENTIATED  TETRACYCLINE 


ORAL  SUSPENSION  NEW!  PEDIATRIC  DROPS 

hite)  (orange-flavored)  (orange-flavored)  5 mg.  per  c l 

nig.  12.5  mg.  per  tsp.  (5  cc.),  2 oz.  bottle  calibrated  dropper,  10  cc.  botl  ^ 


CAPSULES 

(black  and  w. 

250  mg.,  125  i 

COSA-TETRASTATIN* 

glucosamine  potentiated  tetracycline  with  nystatin 
antibacterial  plus  added  protection  against 
monilial  superinfection 

CAPSULES  (black  and  pink)  250  mg.  Cosa-Tetracyn, 
(with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.)  Cosa- 
Tetracyn,  (with  125,000  u.  nystatin),  2 oz.  bottle 


COSA-TETRACYDIN* 

glucosamine  potentiated  tetracycline-analgesic- 
antihistamine  compound 

For  relief  of  symptoms  and  malaise  of  the  comn  ^ 
cold  and  prevention  of  secondary  complicati  t 

CAPSULES  (black  and  orange)  Ea.  capsule  conta 
Cosa-Tetracyn  125  mg.  . phenacetin  120  mg.  . caff 
30  mg.  . salicylamide  150  mg.  . buclizine  HCl  15 


nKi.-KUKNCES:  1.  Carlozzi,  M.:  Ant.  Mctl.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  11.;  Wright,  W.  W.,  and  Staffa,  A.  W.:  Ant. 

& Clin.  'Iherapy  5:52  (Jan.)  19.58.  3.  Marlow,  A.  A.,  and  Bartlett,  G.  R.:  Gluco.saniine  and  Leukemia.  Proc.  Soc.  Exp.  Biol.  & Med.  fry 
1953.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  195{3.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June)  1958.  6.  Cornbleet,  T.;  Chcsrow. 
and  Bar.sky,  S.:  Ant.  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A.,  Bamford,  J.,  and  Bradley,  W.:  Ant.  MeR 
Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 


f: 


I’oven  in  research 

■lighest  tetracycline  serum  levels 
I lost  consistently  elevated  serum  levels 
afe,  physiologic  potentiation  (with  a natural  human  metabolite) 

^ad  now  in  practice 

lore  rapid  clinical  response 
• nexcelled  toleration 


.5-3)  Science  for  the  world’s  well-being 

r^l  PFIZER  LABORATORIES 

11’  Div.,  Chas.  Pfizer  and  Co.,  Inc. 

( I Brooklyn  6,  New  York 

I 


♦ Trademark 


Hi 
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VMB-200 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 

PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamafe 
in  each  tablet). 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


'Tremarin^^  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 

■■Premorln®"  coniugoted  estrogens  (equine)  Meprobamate  licensed  under  U.S.  Pat.  No.  2,724,720 


FRAIM’S  DAIRIES 

J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


PATRONIZE 

THE 

ADVERTISERS 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  viterra  pediatric, 

a good  supplement 

in  a great  new  package. 


• V 

' ''9  ^ ' 

\ ^ it  First, 

see  what  happens  when  ’ 
you  push  the  metered  plunger.  \ 


5 On  your  right, 
see  Flo-pack’s  tight 
seal  No  risk  of 
contamination. 


Infat>ts 

Children 

A (synthetic) 

5000  U.S.P.  Units 

333% 

167% 

0 (Calciferol) 

1000  U.S.P.  Units 

250% 

250%' 

B|  (Thibmine) 

1 mg. 

A00% 

133% 

■ 

B-  (Riboflavin) 

1 mg. 

167% 

110% 

B..  (Pyridoxine) 

1 mg. 

ft 

tf 

BialCysnocobalamin)  1 meg. 

ft 

tl 

C (Ascorbic  Acid) 

50  mg. 

500% 

250% 

Niacinamide 

10  mg. 

200% 

133% 

Panthenoi 

2 mg. 

3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


6 Let’s  take  a minute 
to  admire  the  formula. 


In  a d-sorliitol  base  for  better  yitaminBi,  absorption 
ItMinimuin  daily  requirement  has  not  been  estab- 
lished. 

DOSAGE:  0.6  cc.  or  as  directed  by  physician. 

In  50  cc.  bottles  ^ 

no  refrigeration  needed  ■ 


7 That  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA’  PEDIATRIC 


METERED 
I FLO-PACK 


Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoil- 
age or  leakage  disappear  with  vtterra  pediatric’s 
new  metered  Flo-pack.  Why  not  consider  these  ad- 
vantages when  you  recommend  a vitamin  supplement? 
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LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 


Baynard  Optical 
any 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


BAYNARD  BUILDING  MEDICAL  CENTER 

5th  & Market  Sts,  1003  Delaware  Avenue 

Wilmington,  Delaware 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


New 


Milprenx-  200 


a new  potency  for 
greater  dosage  flexibility 
in  treating  the  menopause 


SUPPLIED:  Bottles  of  60  tablets, 

DOSAGE:  One  tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods. 

Should  be  adjusted  to  individual  requirements, 

ALSO  AVAILABLE:  Milprem- 400 (400  mg. 

Miltown  + 0.4  mg.  Conjugated  Estrogens,  equine) 
in  bottles  of  60  tablets. 

Literature  and  samples  on  request 

WP  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


for  prompt 
relief 
from 
emotional 
and  somatic 
disturbances 
of  ovarian  decline 
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ANOGSNITAt.  fnURmiS  • OEHMATIT»«  VSNBNATA  • PSORIAW 


PERFORMANCE  WITH 


GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


xlL  JL  All  CREAM 

Hydrocortisone  0.5%  and  Special  Cual  Tar  Extract 
(TARBONIS®)  in  a greaseiess,  stainless  vanishing  credm  base. 


m OINTMENT 

Hydrocortisone  0.5%,  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TARBONIS)  in  an  okitment  base. 


1.  Welsh,  A.  L.,  and  Ede,  M.:  J.A.M.A.  1958. 

2.  Bleiberg,  J.:  J.M.  Soc.  New  Jersey  JJ:37,  1956. 

3.  Abrams,  B.  P.,  and  Shaw,  C.t  Clin.  Med.  J:839,  1956. 

4.  Bleiberg.  J.:  Am.  Practitioner  ;(;1404.  1957. 

_ 6.  Clyman,  S.  G.;  Postgrad.  Med.  jfl:309.  1957. 

reed  a car  N rick  / Jersey  City  6,  New  Jersey 


NEW!  TARCORTIN  LOTION 

excellvnt  for  loslone  of  head  and  hands 
Supplied:  plastic  squeeze  bottles,  % oz. 


e maintain 
prompt  city- wide 
delivery  service 
for  prescriptions. 


•I* 

CAPPEAU’ 


PHARMACISTS 
Wilmington,  Del. 


INC. 


AS  NEAR  AS  YOUR  TELEPHONE 


Delaware  Ave. 
& Dupont  St. 
Dial  OL  6-8537 


Ferris  Rd.  & 
W.  Gilpin  Drive 
Willow  Run 
WY  4-3701 


about 

46  CALORIES 

per  18  gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  Lkenie  By  Notional  Bokert  Servtcei,  Inc.,  Chicago 
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COrvmOMT  1997  THE  COCA-COLA  COMI 


wholesomeness, 

the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 


to  relieve 


CHLOROTHIAZIDE 


FINNERTY,  F.  A.,  Buchholz,  J.  H.  and  Tuckman,  J.:  J.A.M.A.  166:141, 

Jan.  11, 1958. 

DIURIL  (Chlorothiazide)  given  alone  to  85  patients,  ". . . caused  an  excellent 

diuresis,  with  reduction  of  edema,  weight,  blood  pressure,  and  albuminuria 

The  average  effective  dose  was  found  to  be  1 Gm.  per  day  by  mouth The  usually 

excellent  response  coupled  with  the  absence  of  significant  toxicity  and  lack  of 
development  of  drug  resistance  makes  chlorothiazide  ideal  for  the  prevention 
and  treatment  of  toxemia.” 

DOSAGE;  one  or  two  500  mg.  tablets  of  DIURIL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


OlURiL  is  a trademark  of  Merck  & Co.,  fnc. 


01958  Merck  & Co.,  InC: 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


aused  an  excellent 
iuresis,  with 
eduction  of  edema, 
I'eight,  blood  pressure, 
ind  albuminuria....” 


INV  INDICATION  FDD  DIDRESIS  IS  AN  INDICATION  FOR  OIUSIl 
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Make  sparkling  radiographs... 

order  fresh  SUPERMIX '‘TODAY 


SUPERMIX  LIQUIDS 

DEVELOPER 

REFRESHER 

STAIN-LESS 

FIXER* 

SPEED 

FIXER 

26  oz.  makes  1 gal 

12  or  more,  each 

$1.42  .... 

1.28 

$1.42  .... 

1 28 

$1.22  

1 in 

$1.27 

1.14 

80  oz.  makes  3 gal 

4 or  more,  each 

1 gal.  makes  5 gal 

4 or  more,  each 

3.84  .... 

3.46  .... 

5.07  .... 

4.56  .... 

5.07  .... 

4.56  .... 

4.25  

3.83  

3.52 

3.17 

4.61 

4.15 

*Comes  in  1 and  5 qt.  only,  to  make  1 and  5 gal.  of  solution. 


inless-steel  processing  tanks  are  no  longer  a luxury 
details  on  economical  G-E  “5-15-5”  models. 


Ask 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


BALTIMORE 

3012  Greenmount  Ave.  • HOpkins  7-5340 


DIRECT  FACTORY  BRANCHES 

PHILADELPHIA 

Hunting  Pk.  Ave.  at  Ridge  • BAldwin  5-7600 


THE  A.M.E.F. 
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SUPPORT 
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Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  add  urine' ...  higher  and 
r;*e.tter  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.^ 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.* 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYHEX-WHEREVER  SULFA  THERAPY  IS  INDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7J^  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  csiramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

references : 

1 Grieble.  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J,  Med, 
258:1-7,  1958 

2.  Editnrral:  .Yew  England  J.  Med.  258:48-49,  1958. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Peari  River,  New  York 
. u.  S.  Pat.  Off. 
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NEW  YORK  16.  N.  Y. 


Ct>whiMU 


PHERAL 


CM/ij/l/lj  Mj/UJLfX- 


ANTITUSSIVE  . DECONGESTANT  • A N T I H I STA M I N I C 


EXEMPT  NARCOTtC 


(4ct.)  CMtoiM : 


LABORATORIES 


general  use . . . 
in  general  practice 

fast,  effective  and  long-lasting  relief  from... 

BURNS  — sunburn,  cooking,  ironing 

PAIN  — hemorrhoids  and  inoperable  anorectal 
conditions,  cuts  and  abrasions,  cracked  nipples 

ITCHING  — insect  bites,  poison  ivy,  pruritus 


The  water-soluble,  nonstaining  base  melts 
on  contact  with  the  tissue,  releasing  the  Xylocaine 
for  immediate  anesthetic  action.  It  does  not 
interfere  with  the  healing  processes. 


Astra  Pharmaceutical  Products,  Inc., 
Worcester  6,  Mass.,  U.S.  A. 


XYI.OOAINE® 

(brand  of  lldocaine*) 


OIIMTMEMT  2.5%  & 5% 
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and  more 


for  Rauwiloid  IS  better  tolerated... 
"alaeroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 

Ford,  R.  V.,  and  Moyer,  J.  H.:  Kauwolfia 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad.  Med.  23:41  (Jan  ) 1958. 


for  three  years 


Many  such  hypertensives 

have  been  on 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 


After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 

When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

aUeroxyion  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

okeroxyion  1 mg.  and  hexamethonium  chloride  dihydrote  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  Yi  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  form. 


NORTHRIDCE, 

CALIFORNIA 


Compazine 


"iv 


nausea  and  vomiting 

—front  virtually  any  cause  [ 

• in  pregnancy — pre-  and  postoperative  states — 
gastroenteritis — alcoholism — cancer  and  chronic 
diseases 

• control  is  achieved  with  low  dosage — usually 
15  to  20  mg.  daily — and  often  within  a half 
hour  after  the  first  oral  dose 

.r 

‘Compazine’  is  remarkable  for  its  freedom  from  drowsiness.  Patients ' 
carry  on  normal  activities  and  often  experience  an  actual  alerting  etiect.  ■ 


. .for  iftiniediate  control  of  severe  vomiting: 

Ampuls,  2 cc,  (5  mg./cc.) 

NEW:  Multiple  dose  vials, 


Also  available: 


10  cc.  (5  mg./cc.) 


— always  carry  one  in  your  bag 


Tablets,  5,  10  and  25  mg.,  in  bottles  of  50  and  500. 

Spansule^  capsules,  10,  15  and  30  mg.,  in  bottles  of  30  and  250. 
Suppositories,  5 and  25  mg.,  in  boxes  of  6. 

Syrup,  5 mg. /teaspoonful  (5  cc.),  in  4 fl.  oz.  lightproof  bottles. 


Smith  Kline  & French  Laboratories,  PhiladelphiaM 


★T.M.  Re«.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F. 
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ANEMIA 


Complete  Contents  on  Page  iv 


Speed  patient  recovery  . . . 

help  meet  increased  nutritional  demands 


MI-CEBRINT® 


WITH 

B,2  ABSORPTION 
BOOSTER 


the  extended-range  therapeutic 
vitamin-mineral  tablet 


Available  in  bottles  of  30  and  100 
at  pharmacies  everywhere 

MI-CEBRIN  T®  (vitamin-minerals  therapeutic.  Lilly) 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.S.A. 


606340 
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Reports  on  studies  of  in  vitro  activity  of  CHLOROMYCETIN  over  the  past  few  years  indicate  that 
antibiotic  has  maintained  its  effectiveness  against  most  strains  of  staphylococcid“*  . Staphyloc 
do  not  acquire  resistance  to  chloramphenicol  [ CHLOROMYCETIN]  as  they  do  to  other  antibiotic 
spite  of  heavy  use  of  chloramphenicol  [CHLOROMYCETIN 

These  in  vitro  studies  are  borne  out  bv  excellent  clinical  results  with  CHLOROMYCETIN  in  treatn 
of  patients  for  severe  staphylococcal  infections,  including  staphylococcal  pneumonia,^  postopera 
wound  infections,®  postoperative  parotitis,^  and  puerperal  breast  abscesses.® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals " of  250 
in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated 
its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  F'urthermore,  as  with  certain  ( 
drugs,  adecpiate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES:  ( 1)  Royer,  A.,  in  Welch,  H.,  & Marti-Ibahez,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia 
1958,  p.  783.  (2)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  Arch.  Int.  Med.  101 :397,  1958.  (3)  Koch,  R.,  & Donnell,  G.:  California  Med.  8/ 
19.57.  (4)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Cauad.  M.  A.  }.  77:844,  1957.  (5)  Cooper,  M.  L.,  & Keller,  H 
].  Dis.  Child.  95:245,  1958.  (6)  Caswell,  II.  T,  et  al.:  Surg.,  Cijnec.  6-  Ohsf.  106:1,  1958.  (7)  Brown,  J.  V;  Sedwitz,  J.  L.,  & Manner. 
U.  S.  Armed  Forces  M.  }.:  9:161,  1958.  (8)  Sarason,  E.  L.,  & Bauman,  S.:  Surg.,  Gtjnec.  <b-  Obst.  105:224,  1957. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


IN  VITRO  SENSITIVITY  OF  STAPHYLOCOCCI  FROM  THREE  FOCI  OF  INFECTION 
TO  CHLOROMYCETIN  FROM  1953  TO  1957* 


JANUARY-JUNE,  1957 


OCTOBER,  1955-MARCH,  1956 
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TYPICAL  IMFERON  RESPONSES 


INTRAMUSCULAR  IRON-DEXTRAN  COMPLEX 


CHRONIC  BLOOD  LOSS: 


"...this  patient  did  not  receive  any  transfusion. of  blood  or 
any  hematinic  other  than  the  intramuscular  dose  of  iron.  His 
initial  concentration  of  hemoglobin  measured  5.8  gm.  per 
100  cc.  of  blood  and  in  spite  of  operation  [hemorrhoidectomy] 
and  further  loss  of  blood  t^e  concentration  increased  to 
12.2  gm.  within  less  than  3 weeks.  Concomitantly  with  the 
hematologic  improvement  there  was  clinical  improvement 
and  subsidence  of  the  initial  primary  symptoms  [unusual 
fatigability,  dyspnea,  palpitation  on  exertionj.’'^  ' 


INTOLERANCE  TO  ORAL  IRON: 


"..'.she  had  an  excellent  response  with  a reticulocyte  peak 
of  5.3  per  cent  on  the  seventh  day,  and  a complete  disap- 
pearance of  the  anemia  and  conversion  from  hypochromic 
to  normochromic  cells  by  the  end  of  two  months.  She  expe- 
rienced remarkable  improvement  in  pep  and  sense  of  well- 


being coincident  with  the  alleviation  of  her  anemia.”^ 

(1)  Hagedorn,  A.  B.:  Proc.  Staff  Meet.  Mayo  Clin.  32:705  (Dec.  11)  1957. 

(2)  Best,  W.  R.;  Louis,  J.,  and  Limarzi,  L R.;  M.  Clin.  North  America 
(Jan.)  1958,  p.  3. 

Supplied:  2-cc.  and  5-cc.  ampuls,  boxes  of  4.  Physician's  directions  in 
every  box.  There  are  50  mg.  of  elemental  iron  per  cc.  Request  brochure 
NDA  17,  Imferon. 

IMFERON®  is  distributed  by  Lakeside  Laboratories,  Inc.,  under  license 
from  Benger  Laboratories,  Limited. 
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relief 
. . . plus! 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEPERLE 


pneumonitis 
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sinusitis 

otitis 

bronchitis 


COMBINES : Traditional  components  for  re- 
lief of  the  annoying  symptoms  of  early  upper 
respiratory  infections . . . 

PLUS:  Protection  against  bacterial  compli- 
cations often  associated  with  such  conditions. 


TABLETS  (sugar  coated) 

Each  contains: 

ArUHOMYCLV  Tetracycline  12r.  rar. 

I’henacetln 120  mg. 

Caffeine  30  mg. 
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Bottles  of  24  and  100. 
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A(’lIUOMY(’IN*  Tetracycline  equivalent  to 
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Phenacetin 120  mg 

Sallcylarnide  150  mg 

Ascorbic  .\cid  (C)  25  mg 

Pyrilaminc  Maleato 15  mg 

Mothylparabcn  4 mg 

Propylparaben 1 mg 


Bottle  of  4 fl.  oz. 

Adult  dosage  for  ACHROCIDIN  Tablets 
and  new  calTcine-free  Syrup  is  two  tablets 
or  teaspoonfuls  of  syrup  three  or  four  times 
daily.  Dosage  for  children  adjusted  accord- 
ing to  age  and  weight. 

Available  on  prescriplio,.  '>nly. 


a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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the  clinical  results  are  positive  when 

restores  positive  nitrogen  balance 

The  anabolic  effects  of  Nilevar  are  quickly  manifest  both  to  the  patient 
and  to  the  attending  physician. 

When  loss  of  nitrogen  delays  postsurgical  recovery  or  stalls 
convalescence  after  acute  illness  and  in  severe  burns  and  trauma, 

Nilevar  has  been  found  to  effect  these  responses: 

• Appetite  improves  • The  patient  feels  better 

• Weight  increases  • The  patient  recovers  faster 

Similarly  Nilevar  helps  correct  the  “protein  catabolic  state”  associated 
with  prolonged  bed  rest  in  carcinomatosis,  tuberculosis,  anorexia  nervosa 
and  other  chronic  wasting  diseases. 

Nilevar  is  unique  among  anabolic  steroids  in  that 
androgenic  side  action  is  minimal  or  absent  in  appropriate  dosage. 

Nilevar  (brand  of  norethandrolone)  is  supplied  as  tablets  of  10  mg.  and 
ampuls  (1  cc.)  of  25  mg.  The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the  daily  dosage  is  0.5  mg. 
per  kilogram  of  body  weight,  in  single  courses  no  longer  than  three  months. 
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Functional  and  Organic  Control 


Monodrol  (brond  of  penthienofe). 
Moborol  (bfond  of  mephoborb<lol),ond 
Creofnalin  trodcmorkt  reg.  U.S.  Pot  Off. 


FfFr/e  ULCER 


Gastrointestinal 
Irritability  and  Tension 


MONODRAL 

"^'^MEBARAL 

j TABLETS 

'y(0^ ANTISECRETORY  . ANTICHOLINERGIC  . SEDATIVE 


Each  tablet  contains: 

Monodrol  bromide 5 mg. 

Mebaral 32  mg. 

PROVIDES: 

Dependable  control  of  hyperacidity  and 
hypermotility.  Spasmolysis.  Prompt  and 
prolonged  pain  relief  and  tranquillity. 

DOSE: 

Peptic  ulcer,  1 or  2 tablets  three  or  four 
times  daily.  Other  gastrointestinal  dis- 
orders, 1 tablet  three  or  four  times  daily. 

SUPPLIED:  Bottles  of  100  tablets. 


For  unsurpassed  results  in  PEPTIC  ULCER 

prescribe  Monodrol  with  Mebaral  in  conjunction 


LABORATORIES 

SEW  TO*K  IB  S T 


Comments  by  investigators  on 


(Methocarbamol  Robins,  U-S.  Pat.  No.  2770640) 




Rgbin^ 


— the  remarkably  efficient  skeletal  muscle  relaxant, 
unique  in  chemical  formulation,  and  outstanding  for 
sustained  action  and  relative  freedom  from  adverse 
side  effects. 


PUBLISHED  BKFCBeNCCS:  1.  Carpenter.  E.  B.:  Southern  Medic.*«l  Journal  51:027,  19.5A. 
2.  Forsyth.  H.  F.‘.  J.A.M  A.  167:103.  1058.  3.  Little,  J.  M..  and  Truitt,  R.  B..  Jr.:  J.  Pharm. 
A Exper.  Therap.  119:161.  1057.  4.  Korean.  A.  M..  lYultt.  E.  B..  Jr.,  and  Little,  J.  M.:  J. 
Am.  Ph.irm.  Assn.,  Scl.  Ed.  46:374,  1057.  5.  0‘Doherty.  D.  S..  and  Shields,  C.  D : J.A.M.A. 
167:160.  1958  6.  Park.  H.  W.:  J.A.M.A.  107:168.  1058.  7.  Truitt.  E.  B..  Jr..  nn<l  P.-«lter»on. 
R.  B-.  Proc.  Soc.  Exper.  BIO-  A Med.  05:423.  1057.  B.  Truitt.  R.  R . Jr..  Patterson.  R.  D., 
Moresn,  A.  ht..  and  Little.  J.  M.:  J.  Pharm.  A Exper.  Therap.  110:180,  1057. 


Supply:  Tablets  (white,  scored),  0.5  Gm.,  bottles  of  50  and  5(X). 


"In  the  author's  clinical  experi- 
ence, methocarbamol  has  af- 
forded greater  relief  of  muscle 
spasm  and  pain  for  a longer 
period  of  time  without  undesir- 
able side  effects  or  toxic  reac- 
tions than  any  other  commonly 
used  relaxants  . . 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878 


Summary  of  four  new  published  clinical  studies: 


Robaxin  Beneficial  in  95.6%  of  Cases  of  Acute  Skeletal  Muscle  Spasm'- ^ 


^ CONDITION 

NO.  1 

PATIENTS  1 

RESPONSE 

j 

STUDY  7* 

"marked” 

moderate  slight 

' " I 

none  i 

Skeletal  muscle 

5 

i 

spasm  secondary  to 

1 

acute  trauma 

33 

26 

6 1 

1 

STUDY  2* 

-‘pronounced" 

I 

Herniated  disc 

39 

25 

13  

1 ,1 

Ligamentous  strains 

8 

4 

4 

1 

Torticollis 

3 

3 



Whiplash  injury 

3 

2 

1 

1 

Contusions, 

I 

fractures,  and 

1 

muscle  soreness 

i 

due  to  accidents 

5 

3 

2 

— 1 

STUDY  3® 

"excellent" 

i 

1 

I 

Herniated  disc 

8 

6 

2 

1 

Acute  fibromyositis 

8 

8 



— 1 

Torticollis 

1 

1 

— 1 

STUDY  4® 

"significant" 

i 

§ 

Pyramidal  tract 

and  acute  myalgic 

i 

disorders 

30 

27 

2 

1 1 

TOTALS 

138 

104 

28  4 

2 1 

(75.3%) 

(20.3%)  ! 

i 

1 

"An  excellent  result,  following 
methocarbamol  administration, 
was  obtained  in  all  patients  with 
acute  skeletal  muscle  spasm. 


"In  no  instance  was  there  any 
significant  reduction  in  voluntary 
strength  or  intensity  of  simple 
reflexes."® 


Soiithmi 
illahidl  founuil 


"This  study  has  demonstrated 
that  methocarbamol  (Robaxin)  is 
a superior  skeletal  muscle  relax- 
ant in  acute  orthopedic  condi- 
tions."* 
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PREVENT 

both  cause  and  fear  of 


INA 

AHACKS 


proven 

safety 

for 

long-term 


use 


NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 

prolonged  relief  from  sustained  coronary 

anxiety  and  tension  with  vasodilation  with 

MILTOWN*  + PETN 

The  original  meprobamate,  pentaerythritol  tetranitrate 

discovered  and  introduced  a leading, 

by  Wallace  Laboratories  long-acting  nitrate 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”^ 

The  addition  of  Miltown  to  PETN,  as  in  Miltrate,“... appears  to  be  more  effective 
than  [PETN]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”=^ 


Miltrate  is  recommended  Jor  prevention  of  angina  attacks,  not  Jor  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  -I-  10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  For  cUtiical  supply  and  literature,  write  Dept.38B 

i.Frirdlandert  //.  S,:  The  role  of  ataraxicB  in  cardiology.  Am.  J,  Card.  1:395,  March  1958, 

S.  Shapiro,  S.:  Oh$crvat\on$  on  the  uee  of  meprobamate  in  cardiovuBCular  di$order$.  Angiology  S:50^,  Dee.  1957, 

\^*WALLACE  LABORATORIES,  New  Drunsivick,  N.J. 
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now— an  antibiotic  troche  that 


The  cough  control  provided  by  homarylamine  (a  non-narcotic  antitussive) 
approximates  that  of  codeine. 

Three  antibiotics  (bacitracin,  tyrothricin,  neomycin)  act  in  combination 
against  a wide  variety  of  pathogens— with  little  danger  of  side  reactions. 
The  anesthetic-analgesic  effect  of  benzocaine  brings  soothing  relief  to  in- 
flamed tissues  of  mouth  and  throat. 

Pentazets  now  extend  the  therapeutic  usefulness  of  convenient  troche 
medication.  Each  pleasant-tasting  Pentazets  troche  acts  promptly  against 
the  most  bothersome  aspects  of  mouth  and  throat  irritations. 

PRESCRIBE 

JPentaxets 

antitussive— antibiotic  -anesthetic-analgesic  troches 


Dosage  : Three  to  6 troches  daily  for  3 to  6 days. 
SuTpplied:  In  vials  of  12. 

Pentazets  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc..  PHIUDELPHIA  1.  PA. 
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1 Ladeez  and  gentlemen: 

leam  all  about  new  viterra  pediatric, 

a good  supplement 

in  a great  new  package. 


/^2  First, 

see  what  happens  when  , 
you  push  the  metered  plunger.  \ 


5 On  your  right, 
see  Flo-pack’s  tight 
seal.  No  risk  of 
contamination. 


VITERRA 


each  0.6  cc.  contains: 


Infants 

Children 

U.S.P.  Units 

333% 

167%  a 

U.S.P.  Units 

250% 

250%  Ja 

1 mg. 

400% 

133%  ^ 

1 mg. 

167% 

110%  , 

1 mg. 

.It 

H ^ 

1 meg. 

It 

h 

50  mg. 

500% 

250%  : 

10  mg. 
2 mg. 

200% 

133% 

3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 

no  drip,  no  waste, 
no  sticky  bottle. 


6 Let’s  take  a minute 
to  admire  the  formula. 


In  a d-sorbitol  base  lor  better  vitamin B,,  absorption 
tfMlnlmum  dally  requirement  has  not  been  estab- 
lished. 

' DOSAGE:  0.6  cc.  or  as  directed  by  physician. 

In  50  cc.  bottles 


7 That  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  pediatric.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA’  PEDIATRICS™ 

Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoil- 
age or  leakage  disappear  with  viterra  pediatric’s 
new  metered  Flo-pack.  Why  not  consider  these  ad- 
vantages when  you  recommend  a vitamin  supplement? 


Each  tca&poonful  (S  ce.)  contains : 


Dihydrocodeinone  bitartrate 


1.67  mg. 


Chuir-Tbimeton®  MaJeate 
(chlorprophenpyridamine  maleate)  ' 2 mg. 

Sodium  salicylate  0.225  Gr 
Sodium  citrate  , 0.12  Gm 
Caffeine  i 30  mg. 
Glyceryl  guaiacolate  ; 0.03  Gm 


©Exempt  narcotic. 


BLOOMFIELD.  NEW  JERSEY 


SCHERING  CORPORATION 


CN-J-61S8 


iir 


ACHROMYCIN-V 

letracycline  and  Citric  Acid  Lfdrrie 

A Do  cision  of  Physicians 

When  it  conies  to  prescrihiiifi 
hroad-spectrum  antihioties.  physicians 
today  most  fre(|ucntly  specify 
Achromycin  \ . 

The  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  haye  had  many 
opportunities  to  obserye  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently. 
Achromycin  \ tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  iiiyading  organisms. 
Achromycin  achieyes  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V — the  choice  of 
physicians  in  eyery  field  and  specialty. 


LEOERLE  LABORATORIES 

a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River.  New  York 
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How  +o  wi'n'  ’friends  ...  I 


Childten’sSize 

BAYER 

ASPIRIN 


iBAYEi 


^ 48  TABLETS  ¥ 


We  will  be  pleased  to  send  samples  on  request. 


The  Best  Tasting 
Aspirin  you  can  prescribe. 


The  Flavor  Remains  Stable 
down  to  the  last  tablet. 


25i  Bottle  of  48  tablets  {1}4 


grs.  each). 


THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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1 


new 

monovnca  tav-o 

lao 

14  trte««t|lflM*4»AftiA  wflM  |ttiC08Amkta> 

Capsules  / Oral  Suspension 

designed 
for 
effective 
control  of 
common 
gram- 
positive 
infections 


effective 


CLINICAL 

RESULTS 

Cured 

Improved 

Failure 


adults 
172  (80%) 
28  (13%) 
17  (7%) 


children 
148  (89%) 
8(5%) 
11(6%) 


all  Staph 
Infections 
71  (88%) 
7(9%) 
3(3%) 


Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy* 
lococci  (including  strains  resistant  to  othef  anti* 
biotics),  streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu> 
mococci,  gonococci,  Hemophilus  influenzae. 


Per  cent  of  “antibiotic-resistant"  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.' 


Tao 


o o 


chloramphenicol 


0)  CUD 


erythromycin 


penicillin 


tole 

rated . . 

REACTIONS: 

(a)  adults 
Total-9.2% 

(20  out  of  217) 

Skin  rash  — 1.4% 

(3  out  of  217) 

Gastrointestinal— 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


(b)  children 
Total -0.6% 

(1  out  of  167) 

Skin  rash— none 
Gastrointestinal  — 
0.6%  (1  out  of  167) 


NEW  YORK  17,  N.  r.- 

■h 


tTusCMAta 


Stability  in  gastric  acid  • rapid,  high  and  sus* 
tained  blood  levels  • high  urinary  concentrations 
• outstanding  palatability  in  a liquid  preparation 

Dosage  and  Administration:  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg, 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules  — 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.:  Antibiotic  Med.  & Clin.  Therapy  (Au:;.) 
1958.  4.  Celmer,  W.  0.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 


Investigator 

after  investigator  repel 


Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957. 
“Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  “All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”  . . if  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  if  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 


Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  H.  and  Parrish,  A.  E.:  J.A.M.A.  166:137, 
Jan.  11, 1958. 

“Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  other 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure."  "The  advantages  of  chlorothiazide  were  (1)  significant 
antihypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
(4)  effectiveness  with  simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


In  "Chlorothiazide:  A New  Type  ol  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  Septembi 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  Inc.,  Philadelphia  1.  Pa.^^ 


i effectiveness  of 


(CHLOROTHIAZIDE) 


in 


as  simple  as  J- 2^-3 


INITIATE  THERAPY  WITH  'DIURIL'. 

mg.  twice  a day  to  500  mg.  three  times  a day. 


'OIURIL*  is  given  in  a dosage  range  of  from  250 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1^000. 

*OIURIL'  i$  a trade-mark  of  Merck  & Co..  Inc. 


oth,  more  trouble-free  management  of  hypertension  with  'DiURiu 
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IN  OFFICE  SURGERY 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first... 
as  a local  anesthetic 
or  a topical  anesthetic 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials;  0.5%, 
1%  and  2%  without  epinephrine  and  with  epinephrine  1 :100,000;  al.so 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE^  HCl  SOLUTION 

(brood  of  lidocoine*) 


if  you  were 
in  the  rheumatoid  arthritic’s  shoes, 

Doctor... 


wouldn’t  you  want  a steroid 
with  a proved  record 

of  safety  and  success? 


METICORTEM 


prednisone 


you  can  count  on  rapid  relief  from  pain,  swelling  and  stiffness  followed 
by  functional  improvement  and  maintained  on  an  uncomplicated, 
low-dosage  regimen  with  minimal  chance  of  side  effectsf 
and  without  unexplained  weight  loss,  anorexia,  muscle  cramps 
as  reported  with  certain  other  corticoidsf 
^Round-table  Discussion  by  Leading  Investigators,  San  Francisco,  Calif.,  June  20,  1958. 


Meticorten,  1, 2.5  and  5 mg.  white  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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■ prompt,  aggressive 
antibiotic  action 

■ a reliable  defense  against 
monilial  complications 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

It  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world's  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  .action  against 
Candida  (Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 

MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Capsules  (250  mg. (250, 000  u.),  boltUs  of  J6  and  100.  Half-strength  Capsules  (125  mg./ 125,000  u.),  bottles  of  16  and  100, 
Suspension  (125  mg./ 125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg./ 100,000  u.  per  cc.).  10  cc.  dropper  bottles. 

SqyiBB 

’•UHTCIn'<S'  and  'mVCOITATIN*'!*  arc  IQU>BI  TAf..MARKt 


Quality  — the  Priceless  Ingredient 
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all  cold  symptoms 

New  timed-release  tablet  provides: 

. . . the  superior  decongestant  and  antihistaminic  action 
of  Triaminic 


..  .non-narcotic  cough  control  as  effective  as  ivith 
codeine,  but  without  codeine’s  draivbacks 


...an  expectorant  to  augment  demulcent  fluids 

. . . the  specific  antipyretic  and  analgesic  effect  of  well- 
tolerated  A PAP 


. . . the  prompt  and  prolonged  activity  of  timed-release 
medication 


Each  Tussacesic  Tabtet  contains: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  ....  25  mg.; 

pheniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan  (brand  of  dextro- 
methorphan HBr) 30  mg. 

Terpin  hydrate 180  mg. 


AP.\P  (N-acetyl-para-aminophenol)  . 325  mg. 


To  reduce  upper  respiratory  congestion  and  irritating 
secretions. 

For  non-narcotic  control  of  the  cough  reflex. 

To  augment  demulcent  respiratory  secretions. 

For  specific,  highly  effective  antipyresis  and  analgesia. 


Tussagesic  Tablets  provide  relief  from  all  cold 
symptoms  in  minutes,  lasting  for  hours. 

Dosage:  One  tablet  in  the  morning,  mid- 
afternoon, and  in  the  evening,  if  needed.  The 
tablet  should  be  swallowed  whole  to  preserve 
the  timed-release  action. 


first  —3  to  4 hours  of 
relief  from  the 
outer  layer 


then— 3 to  4 more  hours 
of  relief  from 
the  inner  core 


Also  available— lor  those  who  prefer 

palatable  liquid  medication—  J.  V1SS3.^CS1C  SVlSpCDSlOri 


Tussagesic 


SMITH -DORSEY 


a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 

VARIDAa 

STRiPTOKINASE-STREPIODORNASt 


BUCCAL 


*Rea.  U.  8.  Pat.  Off 


LEDERLE  LABORATORIES,  a Oivitlon  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 


ANKLE 

SPRAINED 

or 

SINUS 

INFLAMED? 


ECKERD’S 

DRUG  STORES 


COMPLETE 

DRUG  SERVICE 


FOR 


PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STGCKINGS 
TRUSSES 

900  Orange  Street 

513  Market  Street  723  Market  Street 

Fairfax  3002  Concord  Pike 


Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


« 

« 


I 


1 

I 


about 

46  CALORIES 

per  1 8 gram  slice 


BREAD 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 


Baked  exclusively  FOR  YOU  by 


Undar  License  By  Notional  Bakers  Services,  Inc.,  Chicago 
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Hospital  practice 

Self-regulated  schedules 

The  newborn  may  become  a feeding  problem  if 
the  formula  is  excessive  or  if  he  is  awakened  to 
be  fed  forcefully. 

The  young  infant  may  balk  at  new  food  or  pro- 
cedure. The  older  infant,  devoted  to  his  bottle, 
may  resent  weaning — it  takes  a certain  readiness 
for  weaning  to  make  the  change  agreeable.  Later, 
the  infant  may  become  somewhat  independent 
and  arbitrary — what  he  enjoyed  yesterday  he 
rejects  today. 


WHOLE  MILK  FORMULAS 


Age 

Months 

Whole 

Milk 

Fluid  Oz. 

Water 

Oz. 

Karo  Syrup 
Tbsp. 

Each 

Feeding 

Oz. 

Number  of 
Feedings  in 
24  Hours 

Total 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

3 

4 

6 

532 

2 

15 

13 

3 

4V2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

3Vz 

6 

5 

610 

5 

23 

11 

4 

6Vz 

5 

700 

6 

26 

10 

4 

7 

5 

760 

7 

28 

11 

3 

7Vz 

5 

740 

8 

30 

11 

2Vz 

8 

5 

750 

10 

32 

9 

2 

8 

5 

760 

12 

32 

9 

0 

8 

5 

640 

EVAPORATED 

MILK 

FORMULAS 

Evaporated 

Each 

Number  of 

Age 

Milk 

Water 

Karo  Syrup 

Feeding 

Feedings  in 

Total 

Months 

Fluid  Oz. 

Oz. 

Tbsp. 

Oz. 

24  Hours 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

4Vz 

5 

576 

3 

10 

15 

3Vz 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

6Vz 

5 

768 

6 

13 

22 

4 

7 

5 

812 

7 

14 

21 

3 

7 

5 

796 

8 

15 

20 

2 

7 

5 

780 

10 

16 

16 

1 

8 

4 

764 

12 

16 

16 

0 

8 

4 

704 

of  infant  feeding 


When  a feeding  problem  is  in  the  making,  sensi- 
ble decorum  will  solve  it.  Nature  invites  infant 
feeding  cooperation  through  hunger.  If  hunger  is 
appeased  on  demand  rather  than  by  clock  there 
will  be  fewer  problems — the  baby  is  the  best 
judge  of  when  he  wants  food  and  how  much. 
Feeding  must  be  adapted  to  the  infant  individu- 
ally to  make  it  a pleasurable  experience.  This  is 
the  current  objective  in  successful  infant  feeding 
formulated  for  normal  infants  in  the  charts  below; 

ADVANTAGES  OF  KARO‘  SYRUP  IN  INFANT  FEEDING 

Composition:  Karo  Syrup  is  a superior  dextrin- 
maltose-dextrose  mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rapidly  transformed 
into  dextrose  which  requires  no  digestion. 

Concentration : Volume  for  volume 
Karo  Syrup  furnishes  twice  as  many 
calories  as  similar  milk  modifiers  in 
powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and  de- 
void of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1 5 as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians— Book  of  In- 
fant Feeding  Formulas  with  conven- 
ient schedule  pads.  Write:  Karo  In- 
fant Feeding  Guide,  Box  280,  New 
York  46,  N.  Y. 


CORN  PRODUCTS  REFINING  COMPANY 
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diagnosis:  hypertension,  moderate  to  severe 


prescribed: 


* 


(Rauwolfia  Serpentina  and  Protoveratrines  A & B Combined) 


longed  hypotenjive  effect  combines  with  faster-acting. 


tiate  the  other's  hypotensive  activity  and  produce  ben- 
eficial vasodilitation,  without  ganglionic  or  adrenergic 
blockade  . . . without  direct  smooth  muscle  depression 
and  without  deranging  those  mechanisms  which  control 
blood  distribution  and  which  normally  prevent  postural 
hypotension. 


Relief  of  symptoms  is  produced  rapidly,  blood  pressure 
is  lowered  and  tranquility  ensues  . . . with  a minimum 
of  side  effects. 


supplied:  in  bottles  of  100  and  1000  tablets,  each  containing  50  mg.  Rauwolfia 
Serpentina  and  0.2  mg.  Protoveratrines  A and  B (the  chemically 
standardized  alkaloid  of  Veratrum  Alba),  or  on  prescription  at 
leading  pharmacies 


pressure  is  imperative 


"Hauwolfia  Serpentina's  gradual  tranquilizing  and  pro- 


I 


more  potent  Pr;otoveratrine  for  effective  therapy  with  a 
minimum  of  risk.  Each  of  the  agents  appears  to  poten- 


CHEMICAL  COMPANY,  INC.  allentowyi,  pa. 


Pharmaceuticals 


•Trade  Mark 


for 
colds 
of 

every 
description. 


one 

inclusive 

prescription 


com 


Each  CoRiciDiN  Forte  Capsule  provides 
Chlor-Trimeton®  Maleate 

(chlorprophenpyridamine  maleate) 4 mg. 

Salicylamide 0.19  Gm. 

Phenacetin 0.13  Gm. 

Caffeine  30  mg. 

Ascorbic  acid 50  mg. 

Methamphetamine  hydrochloride 1.25  mg. 

Dosage— 1 capsule  q.  4-6. 

Supplied— Bottles  of  100  and  1000. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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Provides  therapeutic  quantities 

Potent  ‘Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imum absorption  and  tolerance.  Just  two 
Pulvules  ‘Trinsicon’  daily  produce  a 
standard  response  in  the  average  uncom- 
plicated case  of  pernicious  anemia  (and 
related  megaloblastic  anemias)  and  pro- 


of  all  known  hematinic  factors 

vide  at  least  an  average  dose  of  iron  for 
hypochromic  anemias,  including  nutri- 
tional deficiency  types.  The  intrinsic  fac- 
tor in  the  ‘Trinsicon’  formula  enhances 
(never  inhibits)  vitamin  Bn  absorption. 
Available  in  bottles  of  60  and  500. 


♦ 'Trinsicon'  (Hematinic  Concentrate  with  Intrinsic  Factor,  Lilly) 

INDIANAPOLIS  6.  INDIANA.  U.S.A 


ELI  LILLY  AND  COMPANY 


«190I4 


DELAWARE  STATE  MEDICAL  JOURNAL 

Issued  Monthly  Under  the  Supervision  of  the  Publication  Committee 
Owned  and  Published  by  the  Medical  Society  of  Delaware 


volume:  30 


NOVEMBER,  1958 


NUMBER  11 


ETIOLOGY  OF  ANEMIA;  A PRACTICAL  APPROACH  TO 

THE  SUBJECT 


Andrey  Georgieff,  M.D.* 


The  term  “anemia”  refers  to  a reduction 
below  normal  in  the  number  of  red  blood 
cells  per  cubic  millimeter,  a reduction  in 
hemoglobin  concentration  or  both. 

Anemia,  in  the  language  of  the  clinician, 
means  a reduction  of  the  0_-carrying  sub- 
stance per  unit  volume  of  blood  since  this  is 
the  physiologic  basis  for  the  associated  signs 
and  symptoms,  e.g.,  dyspnea,  pallor,  tachy- 
cardia, etc. 

The  word  “anemia”  is  only  a symptom, 
as  is  “fever”  and  “cough”.  No  physician 
should  accept  a diagnosis  of  “anemia.” 
However,  many  physicians  will  prescribe  a 
“hematinic”  on  the  finding  of  a low  hemo- 
globin and  look  no  further.  Anemia,  with- 
out the  addition  of  a qualifying  or  descrip- 
tive term,  is  never  a satisfactory  diagnosis 
and  never  a valid  basis  for  therapy.  It  must 
be  emphasized,  also,  that  the  primary  ane- 
mias are  relatively  rare  conditions,  whereas 
in  an  overwhelming  majority  of  patients, 
anemia  is  an  expression  of  systemic  disease 
remote  from  the  tissues  of  blood  formation 
and  destruction.  Anemia  should  always  be 
regarded  as  a danger  signal  demanding 
careful  reevaluation  of  the  patient’s  general 
condition.  It  is  a medical  blunder  of  the 
worst  sort  to  fix  one’s  attention  upon  the 
blood  picture  while  a dangerous  underlying 
disease  goes  unattended. 

Terminology 

1.  Mean  corpuscular  volume  (or  MCV  or 
average  erythrocyte  volume)  expresses 

* Resident  in  Medicine.  St.  Francis  Hospital.  Wilmington. 

Delaware 


the  volume  of  the  average  red  cell.  It  is 
calculated  very  easily  from  the  following 
formula:  MCV  = i'’  The  nor- 

mal  MCV  equals  87  (plus  or  minus  7) 
cu.  microns.  Red  cells  smaller  than  80 
cu.  microns  are  called  microcytes,  and 
their  occurrence  as  a prominent  type  is 
referred  to  as  microcytosis.  Red  cells 
larger  than  94  cu.  microns  are  called 
macrocytes,  and  the  condition  of  their 
presence  is  macrocytosis. 

Mean  corpuscular  Hb.  (or  MCH  or  aver- 
age Hb.  content  of  the  red  blood  cell) 
expresses  the  Hb  content  of  the 
average  red  blood  cell.  It  is  cal- 
culated from  the  following  formula : 

= grams  of  Hb./lOO  cc.  blood  x 10  THg 
RBC  in  millions 

normal  is  29  with  ranges  from  27  to  32 
micromicrograms. 

This  same  information  ex- 
pressed in  terms  of  the  average 
normal  is  the  color  index  (C.I.). 

'T'Ufi  T = Hb.  (in  % of  normal) 
lilt:  t^.i.  normal)  ‘ ^ 

normal  C.I.  is  1.0  with  a range  of  0.9  to 

1.1. 


3.  Mean  corpuscular  Hb.  concentration  (or 
MCHC)  expresses  the  Hb.  concentration 
per  unit  volume  of  red  cell.  It  is  cal- 
culated from  the  following  formula: 
MCHC  = If**-"",  Hb  ,100  ec.  bi^d  X 100  _ The 

Hematocrit  in  per  cent 

MCHC  normal  is  35  (it  3)%. 

4.  An  abnormal  variation  in  the  size  of  the 
red  blood  cells  is  referred  to  as  anisocy- 
tosis. 


5.  Red  cells  of  abnormal  shape  are  called 
poikilocytes  and  their  presence  is  spoken 
of  as  poikilocytosis. 
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Formation  of  red  blood  cells:  For  the  con- 
struction of  red  corpuscles  are  required 
amino  acids,  protein,  iron,  folic  acid  and 
vitamin  B12;  riboflavin,  nicotinic  acid,  pyri- 
doxine  and  pantothenic  acid  are  possibly 
concerned  as  well;  certain  minerals,  such  as 
copper  and  cobalt,  are  also  concerned  in 
erythropoiesis. 

Under  normal  conditions,  through  in- 
creased production  and  transformation  of 
yellow  bone  marrow  to  red,  the  bone  mar- 
row is  capable  of  approximately  a seven-  or 
eight-fold  increase  in  production  capacity. 
Destruction  of  red  blood  cells:  Wear  and 
tear  of  the  red  blood  cells  result  in  a life 
span  of  the  red  corpuscles  of  approximately 
120  days.  In  the  average  man,  9 billion  red 
blood  cells  are  destroyed  per  hour.  The  red 
blood  cells  are  destroyed  in  the  reticuloen- 
dothelial cells.  Because  there  are  a large 
number  of  red  blood  cells  in  the  spleen, 
liver  and  bone  marrow  these  organs  are 
especially  concerned  in  the  process  of  red 
blood  cells’  destruction  (and  Hb.  destruc- 
tion). The  hemoglobin  liberated  from  the 
destroyed  red  blood  cells  undergoes  break- 
down itself.  The  end  products  of  hemo- 
globin breakdown  are  iron,  globin,  and 
bilirubin. 

The  iron  so  liberated  travels  thenceforth 
as  “plasma-iron”  via  the  plasma  iron-bind- 
ing protein  (siderophilin,  a Bi -globulin) 
either  to  the  bone  marrow,  where  it  is  used 
in  the  synthesis  of  new  hemoglobin,  or  to 
the  storage  depots  where  it  is  deposited  as 
ferritin,  a ferrous  iron-protein  complex,  or 
as  hemosiderin.  The  liberated  globin  is  de- 
graded and  is  returned  to  the  body  pool  of 
amino  acids. 

Bilirubin  is  transported  from  the  site  of 
hemoglobin  breakdown  to  the  liver  via  the 
blood  plasma,  where  it  is  carried  with  albu- 
min as  a bilirubin-albumin  complex.  On 
reaching  the  liver,  hepatic  cells  separate 
bilirubin  from  albumin,  then  conjugate  the 
bilirubin  with  glucuronic  acid  forming  di- 
and  monoglucurronides  (di-  and  monoglu- 
curronides  are  called  together  glucuronides). 
The  glucuronides  are  excreted  via  the  bile 
canaliculi  and  the  bile  ducts.  Normally  the 
bilirubin  derived  from  the  breakdown  of 
hemoglobin  is  excreted  by  the  liver.  If  the 


amount  of  bilirubin  produced  exceeds  the 
excretory  capacity  of  the  liver,  as  in  hemo- 
lytic disease,  or  if  the  outflow  of  bile  is  in- 
terrupted or  diminished  as  a result  of  hepa- 
tocellular injury  or  biliary  obstruction,  bili- 
rubin accumulates  in  the  serum  and  causes 
jaundice. 

Direct  and  Indirect  Bilirubin  Reaction 

One  of  the  characteristic  properties  of 
bilirubin  is  its  capacity  to  couple  with  the 
diazo  reagent  (van  den  Bergh  reaction). 
Under  some  conditions  the  addition  of  the 
diazo  reagent  to  bilirubin  results  in  a 
prompt  reaction  (direct  van  den  Bergh  re- 
action), but  under  others  the  reaction  fails 
to  occur  or  proceeds  only  slowly  unless  al- 
cohol is  added  to  the  mixture  (indirect  van 
den  Bergh). 

Recent  studies  presented  evidence  that 
the  bilirubin  derived  from  hemoglobin  and 
discharged  into  the  serum  (where  the  bili- 
rubin is  attached  to  albumin)  gives  indirect 
reaction.  On  passing  through  the  liver,  the 
indirect-reacting  bilirubin  is  conjugated 
with  glucuronic  acid  to  form  the  di-  and 
monoglucuronides  of  bilirubin,  both  of 
which  give  direct  van  den  Bergh  and  are 
excreted  in  the  bile.  Normally  only  a trace 
of  the  glucuronides  escapes  into  the  circu- 
lation, but  under  conditions  of  hepatocellu- 
lar injury  and  biliary  tract  obstruction  ap- 
preciable amounts  may  appear  in  the  serum 
and,  to  a lesser  extent,  in  the  urine.  The  un- 
conjugated indirect-reacting  bilirubin  accu- 
mulates in  the  serum  when  the  rate  of 
hemolysis  is  increased  and  also  to  some  ex- 
tent under  conditions  of  hepatocellular  in- 
jury and  obstructive  jaundice.  The  uncon- 
jugated bilirubin  and  the  conjugated  (i.e., 
the  glucuronides  of  bilirubin)  combine  with 
albumin  when  they  enter  the  serum,  but 
retain  their  characteristic  van  den  Bergh 
reactions,  indicating  that  the  linkage  of 
bilirubin  with  albumin  is  not  a factor  in 
determining  its  behavior  to  diazo  reagent. 
The  predominant  bilirubin  excreted  in  bile 
and  bile-containing  urine  are  the  albumin- 
free  glucuronides  of  bilirubin. 

Although  the  chemical  basis  for  the  van 
den  Bergh  reaction  appears  to  have  been 
clarified  its  phy.siologic  significance  is  still 
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uncertain.  In  particular,  it  is  not  known 
whether  the  appearance  of  the  direct-react- 
ing glucuronides  in  the  serum  necessarily 
implies  that  bilirubin  has  been  regurgitated 
from  the  bile  ducts.  Alternative  possibilities 
that  remain  to  be  excluded  are  that,  under 
pathologic  conditions,  the  glucuronides  are 
discharged  directly  into  the  blood  or  lymph 
from  the  parenchymal  cells,  thus  permit- 
ting the  conversion  of  indirect  to  direct- 
reacting  bilirubin.  The  solution  of  this 
problem  will  do  much  to  clarify  the  patho- 
genesis of  jaundice. 

Normally  the  urine  contains  no  bilirubin. 
However,  appreciable  amounts  may  be  ex- 
creted when  hepatocellular  or  obstructive 
jaundice  is  present.  In  contrast,  bilirubin 
is  rare  in  hemolytic  jaundice  unless  it  is 
complicated  by  liver  damage.  All  but  a 
small  amount  of  the  bilirubin  that  appears 
in  the  urine  is  in  the  form  of  albumin-free 
glucuronides,  from  which  it  may  be  in- 
ferred that  the  direct-reacting  bilirubin- 
albumin  complex  is  more  readily  dissociated 
in  the  kidney  than  the  indirect-reacting 
and,  hence,  is  more  readily  excreted. 

Hemolytic  Jaundice 

Hemolytic  jaundice:  Characteristically, 
most  of  the  bilirubin  that  accumulates  in 
the  serum  is  of  the  indirect-reacting  type. 
However,  there  may  be  a slight  concomit- 
ant increase  in  the  direct-reacting  fraction, 
although,  it  rarely  comprises  more  than 
10%  to  15%  of  the  total  bilirubin.  The  ab- 
sence of  bile  in  the  urine  is  such  a striking 
feature  that  hemolytic  jaundice  is  known 
also  as  acholuric  jaundice.  Due  to  the  in- 
crease in  bilirubin  production,  the  urobili- 
nogen in  the  urine  and  feces  increase.  Tests 
of  hepatocellular  function  usually  show  no 
abnormalities.  Occasionally,  infants  with 
erythroblastosis  fetalis  exhibit  features  sug- 
gestive of  obstructive  jaundice,  including 
high  levels  of  direct-reacting  bilirubin  in  the 
serum,  bilirubinuria  and  clay-colored  stools; 
probably  due  to  the  presence  of  hepatocel- 
lular damage.  Similarly,  the  occasional  oc- 
currence of  bilirubinuria  and  high  levels  of 
direct-reacting  serum  bilirubin  in  adults 
with  severe  hemolytic  episodes,  especially 
following  transfusion  reactions,  probably  is 


attributable  to  complicating  hepatocellular 
injury. 

Obstructive  Jaundice 

Obstructive  jaundice:  Complete  obstruc- 
tion of  the  extrahepatic  ducts  leads  to  an 
increase  in  serum  bilirubin  (particularly  of 
the  direct-reacting  type)  the  appearance  of 
hile  in  the  urine,  the  passage  of  clay-colored 
stools  and  the  absence  of  urobilinogen  from 
the  urine  and  feces.  Partial  obstruction  of 
the  extrahepatic  bile  ducts  also  may  give 
jaundice  but  only  if  the  intrabiliary  pres- 
sure is  greatly  increased,  since  the  excretion 
of  bilirubin  does  not  diminish  until  the  in- 
traductile  pressure  approaches  the  maxi- 
mum secretory  pressure  of  250  mm.  of  bile. 

The  functional  reserve  of  the  liver  is  so 
great  that  occlusion  of  the  intrahepatic  bile 
ducts  does  not  give  rise  of  jaundice  unless 
the  drainage  of  bile  from  a large  segment  of 
the  parenchyma  is  interrupted.  Thus,  either 
of  the  two  major  hepatic  ducts  or  a large 
number  of  secondary  .radicles  may  be  oc- 
cluded without  producing  jaundice. 

Regurgitation  of  bilirubin  is  thought  to 
be  the  principal  factor  involved  in  the 
pathogenesis  of  obstructive  jaundice.  It  is 
postulated  that,  as  a result  of  increased  in- 
traductile  hydrostatic  pressure,  the  walls  of 
the  canaliculi  and  the  terminal  bile  ducts 
rupture  or  become  more  permeable,  per- 
mitting the  escape  of  direct-reacting  bili- 
rubin in  the  blood.  The  increase  in  the  in- 
direct-reacting fraction  that  almost  invari- 
ably is  present  in  obstructive  jaundice  is 
thought  to  be  due  to  a decrease  in  the  ex- 
cretory capacity  of  the  liver  (resulting  in 
the  retention  of  indirect-reacting  bilirubin). 

Hepatocellular  Jaundice 

Hepatocellular  jaundice:  Due  to  a reduc- 
tion of  the  excretory  capacity  of  the  liver, 
the  indirect-reacting  bilirubin  cannot  be  ex- 
creted properly,  hence,  elevation  of  the  in- 
direct-reacting bilirubin  (as  in  hemolytic 
disease).  Usually,  however,  the  serum  also 
contains  an  excess  of  direct-reacting  bili- 
rubin; bilirubin  is  excreted  in  the  urine  and 
fecal  urobilinogen  is  reduced.  Urine  urobil- 
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inogen  may  be  increased,  since  the  paren- 
chyma no  longer  is  cabable  of  clearing  the 
serum  of  urobilinogen  entering  from  the  in- 
testinal tract.  However,  the  excretion  of 
bilirubin  may  be  suppressed  to  such  an  ex- 
tent that  virtually  no  bilirubin  reaches  the 
intestine.  Under  these  conditions  the  stools 
are  clay-colored,  production  and  reabsorp- 
tion of  urobilinogen  in  the  intestine  are 
diminished  and  the  excretion  of  urobilinog- 
en in  urine  falls  to  a low  level.  Thus,  he- 
patocellular jaundice  can  seldom  be  differ- 
entiated from  obstructive  jaundice  solely  on 
the  basis  of  changes  in  bilirubin  metabol- 
ism. 

Retention  of  bilirubin  is  an  important 
factor  in  the  pathogenesis  of  hepatocellular 
jaundice,  particularly  since  the  serum  in- 
variably contains  an  excess  of  indirect-re- 
acting bilirubin.  However,  the  concomitant 
accumulation  of  direct-reacting  bilirubin  in 
the  serum  suggests  that  regurgitation  also 
plays  a role. 

Although  the  changes  in  bilirubin  metab- 
olism appear  to  be  identical  in  hepatocellu- 
lar and  obstructive  jaundice,  certain  other 
biochemical  abnormalities  serve  to  differen- 
tiate them.  Thus,  in  hepatocellular  jaundice 
the  thymol  turbidity  and  cephalin-choles- 
terol  flocculation  are  increased,  while  in  ob- 
structive jaundice,  the  serum  levels  of  al- 
kaline phosphatase  and  cholesterol  tend  to 
rise  sharply. 

Hemoglobinuria,  methemoglobinuria,  and 
methemalbuminuria:  Under  pathologic  con- 
ditions free  hemoglobin  may  escape  into 
the  circulation.  This  occurs  in  severe  hemo- 
lytic states  when  there  is  intrava.scular 
hemolysis,  as  in  erythroblastosis  fetalis, 
blackwater  fever  and  Clostridia  sepsis.  Such 
hemoglobin  is  promptly  bound  by  an  -glo- 
bulin and  is  carried  to  the  reticuloendothe- 
lial system  for  breakdown  there  and  con- 
version to  bilirubin.  Free  hemoglobin  is 
demonstrable  in  plasma  only  when  the 
hemoglobin-binding  capacity  of  the  pla.sma 
is  exceeded.  In  such  instances  the  hemo- 
globin is  converted  to  methemoglobin  or  to 
methemalbumin.  It  is  the  free,  unbound 
hemoglobin  which  appears  in  the  urine. 
Thus,  hemoglobinuria,  methemoglobinuria 
and  methemalbuminuria  develop. 


Causes  of  Anemia 

Since  normally,  the  number  of  red  blood 
cells  in  the  blood  remains  within  narrow 
limits,  it  follows  that  the  rate  of  cell  de- 
struction is  equal  to  that  of  formation.  It 
is  evident,  therefore,  that  anemia  results 
either  from  an  increase  in  the  rate  at  which 
the  cells  are  destroyed  or  lost,  or  from  a de- 
crease in  the  rate  at  which  they  are  formed. 
On  this  basis,  the  anemias  may  be  classified 
as; 

I.  Anemias  due  to  increased  rate  of  cell 
loss 

II.  Anemias  due  to  increased  rate  of  cell 
destruction,  and 

III.  Anemias  due  to  decreased  rate  of  cell 
formation. 

TABLE  I. 

CAUSES  OF  ANEMIA  (ETIOLOGIC 
CLASSIFICATION  OF  ANEMIA) 

I.  Anemias  due  to  increased  loss  of  red 
blood  cells 

a.  Acute  loss  of  blood 

b.  Chronic  loss  of  blood 

II.  Anemias  due  to  increased  destruction 
of  red  blood  cells  (also  called  “Hemo- 
lytic anemias” 

A.  Extracorpuscular  causes 

1.  Chemical  agents  and  drugs: 

^a.  Related  to  size  of  dose:  ben- 
zene, acetanilid,  lead,  naph- 
thalene, aniline,  phenacetin, 
arsine,  etc. 

b.  Depending  on  hypersensi- 
tivity of  the  patient’s  red 
blood  cells:  sulfonamides, 

quinine,  pamaquine,  prima- 
quine, benzedrine,  etc. 

2.  Infectious  agents: 

a.  Septicemia 

b.  Parasites:  malaria  (Oroya 
fever) 

3.  Animal  and  vegetable  poisons: 
snake  venoms,  fava  bean,  castor 
oil  bean,  mushrooms 

4.  Burns 

5.  Liver  disease 

6.  Uremia 

7.  Hypersplenism 

8.  Anemias  due  to  immune  body 
reaction : 
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a.  Virus  infections:  rubella, 

varicella,  infectious  mononu- 
cleosis, atypical  pneumonia 

b.  Isoagglutinins  anti-A,  anti- 
B (transfusion  reaction) 

c.  Isoagglutinins  anti-Rh,  anti- 
Hr,  Kell,  Duffy,  etc.  (ery- 
throblastosis fetalis,  intra- 
group transfusion  reactions) 

d.  Paroxysmal  cold  hemoglo- 
binuria (cold  hemolysins) 

e.  Chronic  infections,  especially 
granulomatous  infections,  as 
tuberculosis,  brucellosis,  sar- 
coidosis, histoplasmosis,  ma- 
laria 

f.  Congestive  splenomegaly,  due 
to  any  condition  producing 
elevation  of  pressure  in  the 
portal  vein  system 

g.  Infiltrative  splenomegaly, 
especially  diseases  like  Gau- 
cher’s disease 

h.  Collagen  diseases,  including 
polyarteritis  nodosa,  sys- 
temic lupus  erythematosus, 
scleroderma  and  rheumatic 
arthritis 

i.  Myelofibrosis,  chronic  leu- 
kemia, Hodgkin’s  disease, 
and  lymphosarcoma 

j.  Splenic  neoplasms  and  cysts 
B.  Intracorpuscular  defects 

1.  Hereditary  spherocytosis  (also 
called  congenital  hemolytic  ane- 
mia or  congenital  hemolytic 
jaundice  or  chronic  familial 
icterus,  etc.) 

2.  Hereditary  nonspherocytic  he- 
molytic anemia 

3.  Hereditary  leptocytosis  (also 
called  thalassemia,  Cooley’s 
anemia,  target-cell  anemia, 
Mediterranean  anemia) 

4.  Sickle-cell  anemia 

5.  Other  hereditary  hemoglobino- 
pathies (C,  D,  E,  G,  H,  I,  J,  K) 

6.  Paroxysmal  nocturnal  hemoglo- 
binuria (Marchiafava-Micheli 
syndrome) 

7.  Acquired  hemolytic  anemia 

HI.  Anemias  due  to  decreased  rate  of  cell 
formation.  These  anemias  may  be 


caused  by  inhibition  of  the  rate  of  cell 
formation  by  the  bone  marrow  or  by 
replacement  of  tbe  bone  marrow  by 
other  tissues. 

A.  Inhibition  (depression)  of  the  rate 
of  red  blood  cell  formation  (inhi- 
bition of  bone  marrow  activity): 

1.  Chronic  infections  (anemia  as- 
sociated with  chronic  infec- 
tions) 

2.  Chronic  diseases 

3.  Chemical  agents 

4.  Physical  agents  (physical  injury 
of  bone  marrow) : x-ray,  radium, 
atomic  explo.sion,  other  radio- 
activity 

5.  Uremia 

6.  Diffuse  carcinomatosis 

B.  Mechanical  interference  with  blood 
formation  in  the  bone  marrow  (Me- 
chanical displacement  of  the  bone 
marrow;  mechanical  replacement  of 
the  bone  marrow).  Also  called 
myelophthisic  anemia 

1.  Leukemia  ' 

2.  Hodgkin’s  disease 

3.  Myelofibrosis 

4.  Malignancy  with  metastases  to 
the  bone  marrow 

5.  Multiple  myeloma 

6.  Marble  bone  disease  and  various 
other  congenital  bone  diseases 

are  less  common  causes. 

♦ 

C.  Decreased  formation  of  red  blood 
cells  due  to  deficiency  of  substances 
necessary  for  their  production 

1.  Deficiency  of  vitamin  B12 

2.  Deficiency  of  folic  acid 

3.  Deficiency  of  iron 

4.  Deficiency  of  protein 

5.  Possible  deficiency  of  vitamin  C 
may  cause  anemia 

6.  Endocrine  deficiency;  myxe- 
dema, adrenal  insufficiency  and 
pituitary  insufficiency 

7.  Liver  disease 

I.  Anemias  due  to  increased  loss  of  red 
blood  cells:  The  simplest  mechanism  by 
which  anemia  develops  is  blood  loss. 
Anemia  due  to  blood  loss  may  be 
caused  by  acute  (sudden,  rapid)  blood 
loss  or  chronic  (insidious)  blood  loss. 
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from  acute  blood  loss  anemia  in 
that  it  results  from  a slow  deple- 
tion of  blood  beyond  the  replace- 
ment capacity  of  the  bone  marrow. 
Chronic  loss  of  blood  occurs  most 
commonly  from  the  pelvic  organs 
in  female  and  from  the  gastroin- 
testinal tract  in  the  male. 

II.  Anemias  due  to  increased  destruction 
of  red  blood  cells  (Hemolytic  anemias) : 
The  term  hemolytic  anemias  refers  to 
anemias  in  which  there  is  an  increased 
rate  of  destruction  in  red  blood  cells. 
The  bone  marrow  is  able  to  increase 
its  production  seven  to  eight  times; 
however,  if  the  destruction  is  more 
than  this,  anemia  will  appear  because 
the  bone  marrow  is  unable  to  compen- 
sate for  any  more  destruction.  This  de- 
struction of  red  blood  cells  may  be  due 
to  extracorpuscular  causes  (extracor- 
puscular  causes  act  to  cause  destruc- 
tion of  normally  formed  cells)  or  in- 
tra corpuscular  defects  (defective  for- 
mation of  the  red  blood  cells  leads  to 
their  early  destruction).  These  intra- 
corpuscular  defects  usually  are  heredi- 
tary, and  often  congenital. 

Mechanism  of  hemolysis:  Various 
processes  condition  or  cause  the  de- 
struction of  red  blood  cells:  phagocy- 
tosis, agglutinins  and  hemolysins,  os- 
motic lysis,  mechanical  factors  and  se- 
questration with  erythrostasis. 

A.  Extracorpuscular  causes: 

1.  Various  chemical  agents  and 
drugs  can  destroy  the  red  blood 
cells,  thus  causing  hemolytic 
anemia.  Some  of  them  cause 
anemia  because  they  destroy 
the  red  blood  cells  (or  only 
when  in  large  doses),  others 
cause  anemia  because  of  hyper- 


tonella  can  destroy  red  blood 
cells.  Malaria,  as  seen  fur- 
ther below,  can  destroy  red 
blood  cells  not  only  because 
of  its  presence  in  the  red 
blood  cell  (mechanical  ef- 
fect) but  also  because  of 
formation  of  immune  bodies 
which  cause  hemolysis  of  the 
red  blood  cells. 

3.  Animal  and  vegetable  poisons 
can  cause  hemolysis. 

4.  Burns  can  cause  hemolysis. 

5.  Liver  diseases  can  be  accompa- 
nied by  hemolysis  of  red  blood 
cells. 

6.  Uremia  can  cause  increased  de- 
struction of  red  blood  cells. 

7.  Hypersplenism:  The  anemia  ac- 
companying certain  disorders 
involving  the  spleen  has  been 
attributed  to  an  exaggeration  of 
the  normal  functional  activities 
of  the  organ  (“hypersplenism”), 
which  include  the  removal  of 
worn-out  red  blood  cells. 

8.  Anemias  due  to  immune  body 
reaction:  the  classical  represen- 
tatives of  these  anemias  are  the 
erythroblastosis  fetalis  and 
transfusion  reaction. 

a.  Virus  infections:  Rubella, 

varicella,  infectious  mononu- 
cleosis and  atypical  pneu- 
monia may  cause  hemolysis 
of  red  blood  cells  due  to 
formation  of  autoimmune 
bodies. 

b.  Isoagglutinins  anti-A  and 
anti-B:  The  processes  that 
take  place  in  transfusion  re- 
action are  well  known. 

c.  Isoagglutinins  anti-Rh,  an- 
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a.  Anemia  due  to  acute  loss  of  blood 
(given  by  some  authors  under  the 
name  “acute  posthemorrhagic” 
anemia)  is  caused  by  rapid  loss  of 
a large  amount  of  blood.  Massive 
hemorrhage  may  be  due  to  trauma, 
peptic  ulcer,  spontaneous  rupture 
of  aneurysms,  esophageal  varices, 
hemorrhagic  diathesis,  etc. 

b.  Chronic  blood  loss  anemia  differs 


sensitivity  of  the  red  blood  cells 
to  them. 

2.  Infectious  agents: 

a.  Septicemia,  especially  due  to 
Clostridium  Welchii,  cholera, 
and  less  frequently  strepto- 
cocci, staphylococci,  menin- 
gococci, can  cause  destruc- 
tion of  red  blood  cells. 

b.  Parasites:  malaria  and  ar- 
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ti-Hr,  Kell,  Duffy,  etc.:  The 
processes  that  take  place  in 
erythroblastosis  fetalis  are 
well  known. 

d.  Paroxysmal  cold  hemoglob- 
inuria: This  rare  disease  is 
due  to  sudden  intravascular 
hemolysis  caused  by  the  ac- 
tion of  an  autohemolysin 
contained  in  the  patient’s 
serum.  This  hemolysis  has 
the  peculiar  property  of  be- 
ing activated  at  low  tem- 
peratures, but  exhibits  its 
destructive  action  on  the  red 
cells  only  after  the  blood  is 
warmed  again. 

e.  Chronic  infections  may 
cause  the  formation  of  au- 
toimmune body  reaction 
causing  hemolysis  of  the  red 
blood  cells.  This  is  isoimmu- 
nization. 

f.  Congestive  splenomegaly 
may  cause  isoimmunization 
( autoimmunization ) . 

g.  Infiltrative  splenomegaly 
may  cause  hemolysis  of  red 
blood  cells  due  to  formation 
of  immune  bodies. 

h.  Collagen  diseases  may  cause 
hemolytic  anemia  because  of 
formation  of  immune  bodies. 

i.  Myelofibrosis,  chronic  leu- 
kemia, Hodgkin’s  disease, 
lymphosarcoma,  can  cause 
anemia  by  mechanical  re- 
placement of  the  bone  mar- 
row, but  can  also  cause  the 
formation  of  immune  bodies 
to  which  the  red  blood  cells 
are  sensitive  and  so  undergo 
hemolysis. 

j.  Splenic  neoplasms  and  cysts 
may  be  the  cause  for  for- 
mation of  autoimmune 
bodies  which  cause  destruc- 
tion of  red  blood  cells. 

9.  Acquired  hemolytic  anemia: 
The  term  “acquired  hemolytic 
anemia”  is  used  for  a rather 
broad  group  of  non-hereditary 
hemolytic  anemias. 


B.  Intracorpu.scular  defects: 

1.  Hereditary  spherocytosis:  The 
disease  is  due  to  an  inherited 
defect  (transmitted  as  a Men- 
delian  dominant  by  either  par- 
ent) of  the  red  blood  cells, 
which  tend  to  be  more  spheroid 
than  normal  and  thus  are  more 
subject  to  destruction.  (The 
spleen  is  the  principal  site  for 
destruction  of  abnormal  red 
blood  cells.) 

2.  Hereditary  nonspherocytic  he- 
molytic anemia:  This  disorder 
resembles  hereditary  spherocy- 
tic anemia  in  the  mode  of  in- 
heritance; however,  it  differs  in 
that  the  anemia  is  generally 
macrocytic,  spherocytes  are  not 
found  and  osmotic  fragility  is 
normal. 

3.  Hereditary  leptocytosis  (Medi- 
terranean anemia.  Thalassemia) 
is  an  inherited  disorder.  The 
disorder  is -due  to  the  inherit- 
ance of  a factor  which  leads  to 
defective  hemoglobin  synthesis, 
namely,  the  red  blood  cells  in 
this  disease  contain  a variable 
and  often  large  proportion  of 
fetal  hemoglobin. 

4.  Sickle-cell  trait  and  sickle-cell 
anemia  are  due  to  an  inherited 
abnormality  of  the  hemoglobin, 
namely,  the  red  blood  cells  in 
sickle-cell  trait  and  sickle-cell 
anemia  contain  an  abnormal 
hemoglobin,  termed  hemoglobin 

S.  The  red  blood  cells  show  in- 
creased mechanical  fragility 
and  break  up  easily. 

5.  Other  hereditary  hemoglobino- 
pathies (C,  D,  E,  G,  H,  I,  J,  K) : 
Now  it  is  known  that  beside 
the  normal  hemoglobin  found  in 
normal  red  blood  cells,  some- 
times, the  bone  marrow  produces 
abnormal  hemoglobin.  There 
are  several  types  of  abnormal 
hemoglobins.  The  normal  hemo- 
globin is  termed  hemoglobin  A. 
The  abnormal  hemoglobins  so 
far  identified  are:  hemoglobin 
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S (this  is  the  hemoglobin  found 
in  sickle-cell  trait  and  sickle 
cell  anemia),  hemoglobin-C, 
hemoglobin-D,  hemoglobin-E, 
hemoglobin-G,  hemoglobin-H, 
hemoglobin-I,  and  hemoglobin- 
K.  All  the  anemias  due  to  ab- 
normal hemoglobin  are  now 
called  hemoglobinopathies  and 
sickle-cell  anemia  is  their  pro- 
totype. 

6.  Paroxysmal  nocturnal  hemo- 
globinuria (Marchiafava-Mich- 
eli  syndrome) : The  fault  in 

this  disorder  resides  in  the  red 
blood  cells,  which  are  unusually 
susceptible  to  acid  hemolysis. 

III.  Anemias  due  to  decreased  rate  of  cell 
formation: 

A.  Inhibition  (depression)  of  the  rate 
of  red  blood  cell  formation  can  be 
caused  by: 

1.  Chronic  infections,  such  as  tu- 
berculosis (it  was  mentioned 
above  that  tuberculosis  can 
cause  anemia  also  by  autoimmu- 
nization of  red  blood  cells), 
chronic  sepsis,  osteomyelitis, 
salpingitis,  sinusitis,  subacute 
bacterial  endocarditis,  etc. : 
How  the  chronic  infections 
cause  anemia  is  not  known; 
however,  it  has  been  observed 
that  infection  causes  a profound 
disturbance  of  iron  metabolism 
with  decreased  incorporation  of 
iron  into  hemoglobin.  So  it 
seems  likely  that  some  fault  in 
the  construction  of  red  blood 
cells  is  an  important  underlying 
mechanism. 

2.  Chronic  diseases:  Various  chron- 
ic diseases,  such  as  chronic  ne- 
phritis and  rheumatoid  arthri- 
tis can  cause  anemia  by  depress- 
ing the  bone  marrow.  The  path- 
ogenesis of  anemia  associated 
with  chronic  renal  disease  is  an 
enigma;  in  certain  instances 
there  is  increased  hematolysis, 
in  others,  there  is  decrea.sed 
blood  formation.  Unlike  the 


anemia  associated  with  infec-  I 

tion,  anemia  of  renal  insufficien-  j 

cy  does  not  have  hypoferremia  1 

as  a constant  feature.  I 

3.  Certain  chemical  agents  depress 

the  formation  of  red  blood  cells 
by  the  bone  marrow.  Individual 
sensitivity  and  some  obscure  | 

mechanism  leading  to  bone  mar-  j 

row  aplasia  seem  to  be  involved 

in  the  anemia  which  follows  in-  | 

gestion  of  certain  drugs  and 
chemicals.  j 

4.  Physical  agents:  The  anemia  j 

which  follows  exposure  to  irra-  t 

diation  is  probably  related  to  * 

the  inhibition  of  nucleic  acid  ( 

synthesis.  Here  too,  however, 
there  is  some  evidence  that  he- 
molysis also  is  a factor. 

5.  Uremia. 

6.  Diffuse  carcinomatosis  may 
cause  anemia  due  to  toxic  met- 
abolic state. 

B.  Mechanical  interference  with  blood 
formation  in  the  bone  marrow  (Me- 
chanical displacement  of  the  bone 
marrow;  mechanical  replacement  of 
the  bone  marrow) : This  type  of 
anemia  is  called  myelophthisic  ane- 
mia. The  replacement  of  the  bone 
marrow  can  be  caused  by  leukemia, 
Hodgkin’s  disease,  myelofibrosis, 
malignancy  with  metastases  to  the 
bone  marrow,  multiple  myeloma; 
marble  bone  disease  and  various 
other  congenital  bone  diseases  are 
less  common  causes.  However,  now 
there  is  evidence  that  the  anemia 
is  due  not  only  to  the  bone  marrow 
replacement  but  also  to  the  fact 
that  the  “life  span”  of  the  red  blood 
cells  is  reduced  and  occasionally 
frank  hemolytic  anemia  develops. 

C.  Decreased  formation  of  red  blood 
cells  due  to  deficiency  of  substances 
necessary  for  their  production:  De- 
ficiency of  the  following  substances 
may  cause  anemia:  vitamin  Bi::, 
folic  acid,  iron,  protein.  Anemia  al- 
so may  be  present  in  myxedema, 
anterior  pituitary  insufficiency  and 
adrenal  cortex  insufficiency.  The 
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pathogenesis  of  the  anemia  observed 
in  myxedema  is  obscure;  this  ane- 
mia disappears  gradually  as  desic- 
cated thyroid  is  given.  The  patho- 
genesis of  anemia  with  adrenal  and 
pituitary  insufficiency  is  not  un- 
derstood. Anemia  may  be  pre.sent 
in  liver  diseases. 

Clinical  Features  of  Anemia 

Clinical  features  of  anemia:  Hemoglobin 
is  the  vehicle  for  supply  of  oxygen  to  the 
tissues.  Approximately  one  half  of  the  O2- 
carrying  substance  (hemoglobin)  can  be 
lost  before  recognizable  signs  and  symp- 
toms appear.  Nevertheless,  it  must  he  re- 
membered that  the  effects  of  anemia  are 
felt  in  every  organ  and  tissue.  The  develop- 
ment of  symptoms  in  association  with  ane- 
mia depends  on:  (1)  the  rapidity  with 

which  anemia  has  developed,  (2)  the  de- 
gree of  reduction  in  the  0.>-carrying  power 
of  the  blood,  as  well  as  the  extent  of  changes 
in  total  blood  volume  and  (3)  the  causa- 
tive disorder. 

If  anemia  has  developed  so  rapidly  that 
there  has  been  little  or  no  time  for  physio- 
logic adjustment,  the  symptoms  are  likely 
to  be  prominent  and  to  appear  compara- 
tively early.  On  the  other  hand,  if  the  ane- 
mia has  been  insiduous  in  onset,  the  tissues 
of  the  body  adjust  themselves  to  the  gradu- 
ally diminishing  supply  of  O2  so  that  the 
red  cell  count  may  be  as  low  as  two  million 
cells  per  cubic  millimeter,  or  the  hemoglob- 
in as  low  as  6 gm.  per  ml.  may  develop 
without  the  appearance  of  any  symptoms. 
Reaction  to  a sudden  loss  of  blood  is  refer- 
able more  to  reduced  blood  volume  than 
to  the  actual  removal  of  red  blood  cells  and 
hemoglobin.  Or,  in  other  words,  when  ane- 
mia is  caused  by  sudden  loss  of  blood,  the 
most  prominent  symptoms  are  those  result- 
ing from  the  reduction  of  total  blood  vol- 
ume, and  they  are  relieved  in  large  measure 
when  the  loss  of  blood  is  replaced,  by  ab- 
sorption of  fluid  from  the  tissues  or  by  the 
artificial  introduction  of  fluid  or  red  blood 
cells.  The  chief  symptoms  arising  with  ra- 
pid destruction  of  blood  are  those  associated 
with  the  disposal  of  the  products  of  blood 
destruction  (hemolysis),  namely,  hemo- 
globinuria and  jaundice. 


Patients  with  anemia  present  many  non- 
specific clinical  signs  and  symptoms.  They 
are  pale,  complain  of  weakness,  malaise, 
easy  fatigibility,  headache,  dyspnea  on  exer- 
tion, vertigo,  palpitation,  faintness,  in- 
creased sensitivity  to  cold,  tinnitus  or  roar- 
ing in  the  ears,  black  spots  before  the  eyes, 
muscular  weakness,  easy  irritability.  Drow- 
siness develops  in  severe  anemia.  Loss  of 
appetite  is  not  uncommon.  Nausea,  flatu- 
lence, abdominal  discomfort,  vomiting  or 
abnormal  appetite  may  also  be  found.  In 
pernicious  anemia,  and  less  often,  in  chronic 
hypochromic  anemia,  glossitis  and  atrophy 
of  the  tongue  and  papillae  are  common. 
Necrotic  lesions  in  the  mouth  and  pharynx 
may  develop  in  patients  with  aplastic 
anemia,  in  granulocytopenia  and  in  acute 
leukemia.  Menstrual  disturbances,  most 
often  amenorrhea,  in  the  female,  and  loss  of 
libido  in  the  male  are  frequently  encoun- 
tered in  severe  anemia.  In  other  instances, 
excessive  menstrual  bleeding  accompanies 
anemia.  Slight  proteinuria  may  be  present. 
If  the  quantity  of  superficial  fat  is  the 
criterion,  the  nutritional  state  may  appear 
to  be  moderately  or  well  preserved,  in  spite 
of  the  presence  of  anemia.  Fever  of  mild 
degree  is  common  when  the  anemia  is  severe. 
Anemia  is  one  of  the  most  common  causes 
of  palpitation,  shortness  of  breath  and  pal- 
lor. 

Paresthesias  are  common  in  pernicious 
anemia  and  they  may  be  accompanied  by 
signs  and  symptoms  of  extensive  peripheral 
nerve  and  spinal  cord  degeneration.  They 
also  may  be  encountered  in  chronic  hypo- 
chromic anemia,  but  in  the  latter,  spinal 
cord  degeneration  is  very  rare.  The  arterial 
pulsation  and  the  pulse  pressure  are  in- 
creased. The  heart  may  be  dilated  (due  to 
increased  venous  return  to  the  heart.)  The 
circulation  time  is  shortened.  When  this  in- 
crease in  inflow  load  exceeds  the  reserve 
power  of  the  myocardium,  the  clinical  pic- 
ture of  cardiac  failure  ensues.  Edema  is  a 
frequent  accompaniment  of  anemia.  The 
cause  of  edema  are  hypoproteinemia  and 
diminished  tissue  O2  tension  leading  to  in- 
creased capillary  permeability.  Severe  ane- 
mia may  produce  a systolic  murmur,  which 
usually  is  most  marked  at  the  pulmonic 
area  but  may  be  heard  elsewhere  over  the 
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precordium.  Over  the  vessels  of  the  neck,  a 
curious  humming  sound,  the  bruit  de  diable, 
may  be  heard.  Enlargement  of  the  spleen  is 
frequent  in  anemias  of  long-standing.  When 
there  is  iron  deficiency  the  nails  lose  their 
luster,  become  brittle,  break  easily  and  may 
become  concave  instead  of  convex  (koilony- 
chia). 

Cyanosis  is  not  common  in  severe  anemia 
because  there  is  insufficient  circulatory 
hemoglobin  to  produce  the  dusky  blue  dis- 
coloration of  reduced  hemoglobin.  Anemia 
may  cause  fatty  degenerative  changes  in 
the  myocardium  and  if  these  changes  are 
severe  cardiac  failure  may  develop.  Occa- 
sionally, the  myocardial  anoxia  (due  to 
diminished  oxygen-carrying  substance  (he- 
moglobin) manifests  itself  by  pain  on  exer- 
tion (angina  pectoris),  particularly  when 
pre-existing  vascular  disease  has  already 
rendered  the  myocardium  partially  ischemic. 

In  addition  to  the  above  general  signs  and 
symptoms,  there  are  many  clinical  findings 
characteristic  of  the  etiologic  type  of  ane- 
mia. The  most  characteristic  features  of 
the  anemias  become  evident  only  with  lab- 
oratory studies  of  the  peripheral  blood. 

Detection  of  anemia : The  presence  or 
absence  of  anemia  is  determined  by  the  ex- 
amination of  the  blood,  but  its  existence 
may,  nevertheless,  be  suspected  with  fair 
accuracy  on  the  basis  of  the  above  symp- 
toms and  signs.  The  skin  itself  is  an  un- 
reliable index  of  anemia;  the  mucous  mem- 
branes, the  nailbeds  and  the  palms  of  the 
hands  are  more  dependable.  The  color  of 
the  conjunctiva  may  be  very  helpful.  The 
gums  are  not  so  useful  as  would  be  ex- 
pected. Unless  the  hand  has  been  held  in 
an  awkward  position  or  has  been  exposed 
to  cold  or  excessive  heat,  the  nailbeds  and 
the  palms  of  the  hands  will  reveal  anemia  if 
it  is  marked. 


Study  of  a Patient  with  Anemia 

A.  The  history  must  give  attention  to 
the  following  details: 

1.  The  po.s.sible  occurrence  of  blood 
loss 

2.  The  diet,  particularly  with  ref- 
erence to  the  intake  of  foods 


rich  in  protein,  vitamins  and 
minerals 

3.  The  presence  or  absence  of 
symptoms  suggesting  an  under- 
lying disease,  as  chronic  renal 
disease,  chronic  infection  or 
malignancy 

4.  In  the  case  of  a child  or  ado- 
lescent, the  rate  of  growth 

5.  In  the  case  of  a woman,  the 
nature  of  the  menstrual  periods 
(amount  of  flow,  duration  and 
frequency) 

6.  The  possibility  of  exposure  to 
poisons  that  may  cause  anemia 

7.  The  family  history:  A history  of 
splenectomy  in  some  member  of 
the  family  may  be  a valuable 
clue  to  the  diagnosis.  If  a fam- 
ilial or  hereditary  disorder  is 
suspected  other  members  of  the 
family  should  be  examined  if 
possible,  since  the  family  may 
be  unaware  of  the  existence  of 
any  detectable  abnormality. 

B.  The  physical  examination  should 
be  complete  and  the  examiner 
alert  to  look  for  the  signs  of  anemia 
as  given  above  under  “Clinical  fea- 
tures of  anemia.” 


C.  The  laboratory  examination:  The 
following  procedures  are  used  in  in- 
vestigation of  anemias: 

1.  If  anemia  is  suspected  start  the 
investigation  with  ordering  he- 
matocrit. If  the  hematocrit  is 
reduced,  order  hemoglobin  and 
red  blood  cell  count. 

(Note:  The  presence  or  ab- 
sence of  anemia  can  be  deter- 
mined from  the  red  blood  cell 
chamber  count,  the  hemoglobin, 
or  the  hematocrit.  The  hemato- 
crit is  much  more  accurate,  the 
next  in  accuracy  is  hemoglobin 
and  the  least  accurate  is  the  red 
blood  cell  count.) 

2.  From  the  hematocrit,  hemo- 
globin and  the  red  blood  cell 
chamber  counting,  ask  the  lab- 
oratory to  calculate  (or  calcu- 
late yourself  from  the  formulae 
given  under  “Terminology”)  the 
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MCV,  the  MCH,  the  MCHC 
and  C.I.  These  findings  should 
be  checked  by  examination  of 
smear. 

3.  Ask  for  a blood  smear  made  di- 
rectly from  the  finger.  Blood 
smear  should  be  examined  in  all 
instances  of  suspected  anemia 
because  it  yields  valuable  infor- 
mation. Namely  ask  the  lab- 
oratory for  the  following:  (a) 
Morphologic  description  of  the 
red  blood  cells  in  stained  smear. 
(The  morphology  of  the  cells 
may  serve  as  a valuable  clue  to 
the  nature  of  the  anemia.)  (b) 
In  the  smear  may  be  found  evi- 
dence of  exaggerated  erythro- 
poiesis,  such  as  polychromato- 
philic  red  cells,  macrocytes  and 
even  nucleated  red  cells,  (c) 
Evidence  of  disturbed  red  cell 
formation,  such  as  poikilocytes, 
Cabot  rings  and  Howell -Jolly 
bodies  may  also  be  found,  (d) 
The  smear  may  reveal  an  unsus- 
pected protozoal  parasite  (e.g., 
that  of  malaria). 

4.  WBC,  platelet  count  and  differ- 
ential count : The  hematopoietic 
system  functions  as  a physio- 
logic unit,  consequently,  when 
red  cell  formation  is  stimulated 
it  is  found  as  a rule  there  is,  in 
addition,  increased  leukopoiesis 
and  an  increase  in  the  quantity 
of  platelets.  Thus,  following 
acute  blood  loss,  there  may  be 
not  only  reticulocytosis  but  also 
moderate  or  even  marked  leuko- 
cytosis accompanied  by  an  in- 
crease in  the  younger  forms  of 
leukocytes  (“shift  to  the  left”). 

5.  Reticulocyte  count 

6.  Evidences  of  increased  red  cell 
destruction  must  also  be  sought 
out.  The  clue  to  this  is  the 
plasma  bilirubin  level.  The  van 
den  Bergh  reaction  reveals  this 
to  be  of  the  “indirect”  type,  and 
examination  of  the  urine  in  such 
cases  reveals  an  increased  quan- 
tity of  urobilinogen.  It  is  useful 


to  measure  the  quantity  of  uro- 
bilinogen excreted  in  the  stool 
as  well.  So  order  icterus  index, 
plasma  bilirubin,  van  den  Bergh, 
urine  urobilinogen  and  stool 
urobilinogen. 

7.  Coagulation  time 

8.  Bleeding  time 

9.  Clot  reaction  time 

10.  Capillary  resistance  (Rumpel- 
Leede  sign,  tourniquet  test) 

11.  Ask  for  variation  in  size  (ani- 
socytosis),  shape  (poikilocy- 
tosis),  hemoglobin  content  and 
staying  quality  of  red  blood 
cells. 

12.  If  there  is  reason  (as  for  ex- 
ample, elevated  plasma  bili- 
rubin) to  believe  that  one  is 
dealing  with  a hemolytic  ane- 
mia, ask  for  the  following  spe- 
cial procedure  which  will  aid  in 
the  differential  diagnosis:  (a) 
Osmotic  fragility  of  the  red 
blood  cells,  (b)  Coombs’  test, 
(c)  Test  for  warm,  cold  and 
acid  hemolysins,  (d)  Investigate 
the  presence  of  abnormal  hemo- 
globin (by  lab.  tests),  (e)  Me- 
chanical fragility. 

13.  If  the  cause  of  the  anemia  is  not 
found  from  the  history,  plasma 
iron  concentration  should  be 
ordered.  The  plasma  concentra- 
tion is  reduced  below  the  nor- 
mal in  cases  of  iron  deficiency, 
in  association  with  the  anemia 
of  chronic  infection  and  in  vari- 
ous types  of  anemia  in  which 
blood  regeneration  is  active. 

14.  When  the  patient  has  been 
studied  thoroughly  in  the  man- 
ner indicated  above,  the  number 
of  instances  in  which  examina- 
tion of  the  bone  marrow  will  be 
required  is  small. 

15.  In  the  study  of  bone  marrow  (as 
obtained  by  sternal,  iliac  crest, 
spinous  process  or  rib  puncture) 
ask  the  laboratory  for  the  fol- 
lowing: (a)  Is  M:E  ratio  ( mye- 
loid :erythroid)  increased?  (b)  Is 
there  normoblastic  hyperplasia? 
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(c)  Is  there  an  increase  of  non- 
myeloid  cells?  (d)  Is  there  me- 
galoblastic hyperplasia? 

Interpretation  of  Results 

After  obtaining  an  answer  to  questions 
(a),  (b),  (c),  and  (d)  consult  the  table 
below:  (a)  M:E  ratio  is  increased  in:  mye- 
loid forms  of  leukemia,  the  majority  of  in- 
fections, leukemoid  reaction,  decrease  in 
nucleated  red  cells,  (b)  Normoblastic  hy- 
perplasia is  present  in:  hemorrhagic  ane- 
mias, iron-deficiency  anemia,  hemolytic  ane- 
mia, thalassemia,  cirrhosis  of  the  liver,  poly- 
cythemia vera,  plumbism,  anemia  of  chronic 
renal  disease,  (c)  Non-myeloid  cells  are  in- 
creased in:  other  forms  of  leukemia,  mul- 
tiple myeloma,  metastases  from  carcinoma 
to  the  bone  marrow,  Gaucher’s  disease,  Nie- 
mann-Pick  disease,  aplastic  anemia  (rela- 
tive increase  only),  infectious  mononucle- 
osis. (d)  Megaloblastic  hyperplasia  is  pres- 
ent in:  pernicious  anemia,  sprue,  idiopathic 
steatorrhea,  resection  of  small  intestine 
(certain  cases),  tropical  macrocytic  anemia, 
nontropical  nutritional  macrocytic  anemia, 
macrocytic  anemia  with  diphyllobothrium 
infestation,  megaloblastic  anemia  of  in- 
fancy, megaloblastic  anemia  of  pregnancy. 

Although  in  all  cases  of  anemia  the  ex- 
amination of  bone  marrow  is  of  interest, 
bone  marrow  examination  is  an  essential  aid 
in  diagnosis  only  in  a limited  number  of 
conditions.  These  include  aleukemic  leu- 
kemia, multiple  myeloma,  Gaucher’s  dis- 
ease, Niemann-Pick  disease,  and  unusual 
cases  of  macrocytic  anemia.  In  “aleukemic” 
leukemia,  the  bone  marrow  reveals  numer- 
ous immature  forms,  thus  dispelling  the 
doubt  raised  by  their  absence  or  scarcity  in 
the  blood.  In  addition  to  these  disorders, 
it  may  be  added  that,  in  cases  of  parasitic 
diseases  such  as  kala-azar,  the  causative 
organisms  may  be  discovered  in  the  bone 
marrow,  when  they  cannot  be  found  in  any 
other  way.  Again,  the  cells  of  metastatic 
le.sions  may  be  demonstrated  by  bone  mar- 
row examination.  In  aplastic  anemia,  it  is 
the  negative  character  of  the  marrow  ma- 
terial which  may  he  helpful. 

1.  Anemia  due  to  excessive  blood  loss: 
The  anemia  cau.sed  by  blood  loss  may 


be  due  to  sudden  loss  of  large  amount 
of  blood  or  chronic  loss  of  blood.  It  is 
convenient  to  consider  acute  and 
chronic  posthemorrhagic  anemias  sep- 
arately because  their  manifestations 
and,  in  certain  respects,  their  treat- 
ment differ  so  greatly.  It  should  be 
realized,  however,  that  these  two  syn- 
dromes represent  two  extremes  and 
that,  in  practice,  variations  will  be  en- 
countered which  represent  all  stages 
between  these  extremes. 

A.  Anemia  due  to  acute  loss  of  blood 
(also  called  “acute  posthemorrhagic 
anemia”) : The  immediate  effects  of 
hemorrhage  depend  upon  the  ra- 
pidity and  amount  of  blood  loss. 
Sudden  loss  of  % of  the  blood  vol- 
ume may  prove  fatal  but  as  much 
as  % may  be  lost  over  a 24-hour 
period  without  fatal  outcome.  The 
rapid  loss  of  blood  leads  to  reduc- 
tion of  blood  volume  and  the  clin- 
ical manifestations  are  due  mainly 
to  low  blood  volume.  If  the  blood 
loss  is  great  “acute  posthemorrhagic 
shock”  develops.  Generally  speak- 
ing, symptoms  are  likely  to  appear 
sooner  and  are  more  pronounced  in 
relation  to  the  amount  of  blood  lost 
when  the  bleeding  is  external  than 
when  it  is  not  recognized  by  the 
patient.  The  symptoms  of  acute 
blood  loss  are  pallor,  faintness,  rest- 
lessness, palpitation,  sweating, 
weak,  rapid  pulse,  rapid  shallow 
respiration,  dizziness,  thirst  and 
falling  blood  pressure.  If  the  pa- 
tient survives  the  hemorrhage,  the 
build-up  of  the  plasma  volume  leads 
to  hemodilution  that  reaches  full 
extent  within  72  hours. 

Laboratory  findings: 

1.  Red  blood  cell  count,  hemo- 
globin, and  hematocrit:  Exam- 
ination of  the  peripheral  blood 
during  and  immediately  after 
hemorrhage  shows  no  numerical 
or  morphological  changes  in  the 
cells  since  red  blood  cells  and 
plasma  are  lo.st  at  the  .same 
time:  the  red  blood  cell  count, 
hemoglobin  and  hematocrit  are 
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deceptively  high.  Within  a few 
hours,  fluid  enters  the  circula- 
tion from  the  tissues  resulting 
in  hemodilution  and  a drop  in 
the  red  cell  count  and  the  hemo- 
globin proportional  to  the  sever- 
ity of  the  bleeding.  The  result- 
ing anemia  is  normocytic  and 
normochromic,  however,  several 
days  later,  when  the  bone  mar- 
row commences  to  produce  rap- 
idly a large  number  of  red  blood 
cells  to  replace  the  lost,  imma- 
ture red  corpuscles  are  liberated 
from  the  bone  marrow,  and  be- 
cause these  immature  red  cor- 
puscles are  larger  than  the  nor- 
mal mature  red  cells,  the  ane- 
mia may  become  macrocytic 
normochromic. 

2.  Leukocytosis:  Polymorphonu- 

clear leukocytosis  as  high  as 
35,000  may  take  place  within 
the  first  few  hours  after  severe 
hemorrhage,  with  “shift  to  the 
left.”  Polymorphonuclear  leu- 
kocytosis with  shift  to  the  left 
is  the  first  discernible  blood 
change  following  acute  hemor- 
rhage. 

3.  An  increase  in  the  number  of 
platelets  often  takes  place. 

4.  Reticulocytosis  appears  several 

days  after  the  hemorrhage.  Re- 
ticulocytes may  begin  to  appear 
within  48  hours  following  a 
brisk  hemorrhage  and  may  con- 
tinue to  increase  for  several 
days.  A persistent  reticulocy- 
tosis forming  a plateau-like 
curve,  suggests  that  bleeding  is 
continuing  for  cessation  of  hem- 
orrhage is  marked  by  quick  re- 
gression of  the  signs  of  stimu- 
lated hematopoiesis.  (Note: 
Because  the  bone  marrow  acts 
as  a hemopoietic  unit,  when 
stimulated  to  produce  red  blood 
cells,  the  bone  marrow  also  pro- 
duces WBC  and  platelets.)  So 
the  signs  of  stimulated  hemato- 
poiesis are:  (a)  Rising  blood 

cells;  (b)  Appearance  of  imma- 


ture red  blood  cells;  (c)  Leuko- 
cytosis; (d)  Shift  to  the  left; 
(e)  Reticulocytosis;  (f)  Ap- 
pearance of  immature  granulo- 
cytes; (g)  Polychromatophilic 
cells  appear  several  days  after 
the  acute  hemorrhage,  (h)  As 
we  have  stated,  the  anemia 
in  acute  hemorrhage  is  normo- 
cytic normochromic  and  several 
days  after  the  hemorrhage,  it 
may  become  macrocytic  normo- 
chromic. If  the  iron  stores  of 
the  body  are  good  and  the  blood 
loss  has  not  been  extreme,  there 
is  no  hypochromic,  or  it  is  slight. 
But  when  the  drain  on  the  iron 
is  greater  than  can  be  readily 
replenished,  the  anemia  may  be- 
come hypochromic,  (i)  When 
the  acute  hemorrhage  is  inter- 
nal, destruction  of  the  blood 
and  absorption  of  the  products 
may  lead  to  an  increased  ex- 
cretion of  urobilinogen  in  the 
urine  and  stools  and,  rarely, 
even  slight  bilirubinemia  may 
be  found,  (j)  Bowel  hemorrhage 
is  often  associated  with  an  in- 
crease in  the  blood  urea  nitro- 
gen level  and  low  grade  fever 
48  hours  later. 

Following  loss  of  blood  from  the  body,  re- 
generation of  blood  occurs,  and  in  an  other- 
wise normal  individual,  the  blood  values  are 
brought  to  normal  within  a short  period  of 
time  depending  upon  the  amount  of  blood 
lost. 

B.  Chronic  blood  loss  anemia  differs 
from  the  acute  blood  loss  anemia  in 
that  it  results  from  a slow  deple- 
tion of  blood  beyond  the  replace- 
ment capacity  of  the  bone  marrow. 
In  this  condition,  the  critical  factor 
is  iron  depletion.  The  chronic  blood 
loss  drains  the  iron  reserves  and 
with  this  deficiency  the  marrow 
cannot  form  red  cells.  The  anemia 
is,  therefore,  strictly  an  iron  de- 
ficiency anemia.  Chronic  blood  loss 
anemia  is  seen  commonly  in  such 
conditions  as  gastric  or  duodenal 
ulcer,  bleeding  hemorrhoids,  ulcer- 
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ating  neoplasm  and,  less  commonly, 
in  certain  blood  disorders  in  which 
hemorrhages  occur. 

When  blood  is  lost  in  small 
amounts  over  a long  period  of  time 
it  appears  that  the  bone  marrow  is 
not  stimulated  to  replace  the  cells 
as  it  would  be  if  the  blood  loss  was 
more  acute  or  of  larger  quantity. 
So  the  peripheral  blood  pattern  of 
chronic  blood  loss  combines  the  fea- 
tures of  iron  deficiency  anemia  with 
the  signs  of  bone  marrow  suppres- 
sion, or  at  least  subnormal  hema- 
topoietic function.  When  massive 
hemorrhage  complicates  the  course 
of  chronic  blood  loss  the  picture  be- 
comes one  of  iron  deficiency  plus 
active  red  cell  formation.  The  lab- 
oratory pattern  described  below  is 
the  more  common  one  of  iron  de- 
ficiency without  release  of  new  red 
blood  cells  into  the  blood: 

1.  Anemia:  In  the  majority  of 

cases,  the  red  cell  count  is  only 
moderately  diminished.  The 
erythrocystic  morphology  is  mi- 
crocytic and  hypochromic;  the 
volume  index  and  color  index 
are  below  0.9. 

2.  Altered  red  cell  morphology:  In 
the  stained  film,  the  red  cells  are 
small  and  poorly  filled  with 
hemoglobin.  Irregular,  pear- 
shaped,  or  tailed  poikilocytes 
are  common.  Polychromato- 
philic  cells  and  nucleated  forms 
are  not  seen  in  the  smear. 

3.  Leukopenia:  As  a rule,  there  is 
low  WBC  count,  and  there  is  a 
relative  lymphocytosis. 

4.  Low  reticulocyte  count,  unless 
there  has  been  a recent  acute 
bleeding  episode. 

5.  The  icterus  index  and  the  bili- 
rubin are  low. 

II.  Anemia  due  to  increased  destruction  of 
red  blood  cells,  also  called  “hemolytic 
anemias.”  Diagnosis: 

1.  The  symptoms  depned  upon  the 
rapidity,  extent  of  hemolysis  and 
its  duration. 


2.  S3Tnptoms  may  be  entirely  absent 
or  there  may  be  few  manifestations. 

3.  The  patient  may  complain  from 
symptoms  of  anemia  in  general  (see 
above  “Clinical  features  of  ane- 
mia”). 

4.  The  patient  may  presently,  or  may 
have  had  in  the  past,  symptoms  of 
hemolytic  crisis.  This  is  character- 
ized by  the  following:  a severe, 
shaking  chill,  followed  by  high 
fever,  malaise,  headache  and  pain 
in  the  back,  abdomen  or  limbs;  the 
urine  becomes  very  dark,  jaundice 
develops  rapidly;  as  anemia  ensues, 
weakness,  palpitation,  dyspnea, 
tachycardia,  hemic  murmurs,  faint- 
ness and  other  manifestations  of 
anemia  appear. 

5.  In  chronic  hemolytic  anemia,  sple- 
nomegaly is  common  and  enlarge- 
ment of  the  liver  may  be  present. 

6.  All  grades,  from  acute  fulminating 

disorders  of  several  days’  duration 
to  extremely  benign  conditions  of 
many  years’  standing,  may  be  en-  ^ 

countered.  , 

7.  A chronic  process  may  be  inter-  * 

rupted  by  acute  exacerbations.  i 

8.  Laboratory  findings: 

a.  Red  blood  cell  count,  hemo- 
globin and  hematocrit:  The 

anemia  may  be  mild  or  severe, 
depending  upon  the  intensity 
and  duration  of  the  hemolytic 
process. 

b.  The  anemia  is  usually  normo- 
cytic,  but  may  be  macrocytic. 

c.  Following  a hemolytic  crisis, 
there  will  be  rapid  regeneration 
of  red  blood  cells;  look  for  signs 
of  increased  red  cell  production: 
reticulocytosis,  presence  of  im- 
mature red  blood  cells,  leuko- 
cytosis, a shift  to  the  left,  mye- 
locytes, even  rare  myeloblasts 
seen,  platelets  may  increase 
in  number,  polychromatophilia, 
Howell- Jolly  bodies,  anisocyto- 

sis,  poikilocytosis;  in  certain  ; 

cases,  however,  there  may  he  | 

leukopenia  and  thrombocyto-  I 
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penia;  the  bone  marrow  is  hy- 
perplastic. 

d.  Look  for  bilirubinemia  and  ele- 
vated icterus  index. 

e.  When  the  degree  and  rate  of 
blood  destruction  are  very  great, 
hemoglobin  is  liberated  into  the 
plasma  and,  if  the  hemoglobin- 
binding capacity  of  the  plasma 
is  exceeded,  free  hemoglobin  is 
excreted  by  the  kidneys  and 
hemoblobinuria  results.  How- 
ever, the  finding  of  red  urine 
must  not  be  assumed  to  be 
necessarily  indicative  of  hemo- 
globinuria. The  color  may  be 
produced  also  by  intact  red 
blood  cells,  porphyrin  or  myo- 
globin. Microscopic  and  spec- 
troscopic examination  of  the 
urine  will  reveal  the  cause  of 
the  abnormal  color. 

f.  More  often,  blood  destruction  is 
less  rapid.  In  such  cases  hemo- 
globinemia  and  hemoglobinuria 
are  not  found. 

g.  The  icterus  index,  serum  bili- 
rubin and  urobilinogen  excre- 
tion in  the  urine  and  feces  are 
elevated. 

h.  The  van  den  Bergh  is  indirect 
but  some  increase  in  direct  or 
“one-minute”  bilirubin  (bili- 
rubin glucuronide)  may  also  oc- 
cur. 

i.  Look  for  morphologic  red  blood 
cell  defects:  spherocytes,  tar- 
get cells  or  sickle-cells. 

j.  Altered  red  blood  cell  fragility 

(always  present  in  hereditary 
types).  The  test  is  generally 
positive  in  hereditary  spherocy- 
tosis and  negative  in  acquired 
forms  with  few  exceptions. 

k.  Detection  and  identification  of 
abnormal  hemoglobin  (which 
give  rise  to  hereditary  traits  and 
anemias) : S,  C,  D,  E,  F,  G,  H, 
I,  J,  K. 

l.  Increased  mechanical  fragility 
has  been  observed  in  congenital 
hemolytic  jaundice,  in  sickle- 


cell anemia,  and  in  the  presence 
of  cold  agglutinins. 

m.  Perform  test  for  cold  hemolysis. 

n.  Perfoim  test  for  warm  hemo- 
lysin. 

o.  Perform  test  for  increased  acid 
hemolysis. 

p.  The  Donath-Landsteiner  test 
should  be  carried  out. 

q.  Ask  for  “direct”  Coombs’  test 
and  “indirect”  Coombs’  test. 
See  Table  II. 

Table  II 
Coombs’  Test 

Direct  Indirect 
with  with 


Hemolytic  disorder  Indirect  Rh+  Rh — 


1.  Acquired  hemolytic 
anemia: 

a.  With  circulating 

antibodies  

b.  Without  circulating 

+ 

-f 

+ 

antibodies  

c.  Due  to  Rh  anti- 
bodies in  Rh+  in- 
fant (Ervthroblas- 

+ 

tosis  fetalis)  • 

d.  Due  to  physical  and 

+ 

+ 

chemical  agents  . . 
2.  Congenital  hemolytic 
anemia  (Hereditary 

± 

spherocytosis)  

3.  Paroxysmal  noctural 

— 

hemoglobinuria 

4.  Paroxysmal  cold  he- 
moglobinuria (type 
associated  with 

syphilis)  

— 

— 

A.  Extracorpuscular  causes: 

As  far  as 

the  first  seven 

causes 

of  hemolytic 

anemia  as  listed  in  Table  I (Causes 
of  Anemia)  there  is  nothing  more 
to  be  added  about  their  symptoma- 
tology, except  to  say  that  in  the 
presence  of  signs  and  symptoms  of 
hemolytic  anemia  one  should  look 
for  their  presence. 

8.  Anemias  due  to  immune  body 

reaction: 

a.  Look  for  the  presence  of  the 
virus  diseases  listed  under 
8a 

b.  History  of  blood  transfusion 
— Signs  and  symptoms  of 
hemolytic  anemia 

c.  Isoagglutinins  anti-Rh:  Rh— 
mother,  Rh-F  father,  Rh-F 

(Cont.  on  page  331) 
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COMMON  ERRORS  IN  THE  DIAGNOSIS 
OF  THE  ACUTE  ABDOMEN* 

G.  S.  Seeing.  M.D.** 


CASE  REPORTS  AND 

We  are  cognizant  that  not  only  do  com- 
mon errors  exist,  but  that  those  errors  are 
common  to  us  all.‘  To  some  degree  these 
errors  will  continue  to  exist.  However,  if 
one  can  determine  the  causes  for  such 
errors,  the  possibility  of  reducing  the  inci- 
dence becomes  more  promising.  With  this 
thought  in  mind  I have  undertaken  the  task 
of  reviewing  a great  number  of  acute  ab- 
dominal cases  which  were  treated  during 
the  past  25  years. 

As  a result  of  this  survey  it  is  evident  that 
the  scientific  method  is  the  only  one  which 
will  insure  the  making  of  a proper  diagnosis. 
It  also  is  clear  that  handling  of  evi- 
dence needs  a sense  of  expertness.  Dis- 
astrous conclusions  frequently  are  made  by 
the  examiner  who  forsakes  the  scientific 
method  and,  as  a substitute,  depends  on  his 
clinical  experience. 

What  then  is  the  proper  scientific 
method?  Making  a diagnosis  embraces  two 
items:  taking  evidence  and  interpreting  that 
evidence.  There  are  three  sources  of  evi- 
dence: the  history,  the  physical  examina- 
tion and  the  laboratory  data.  All  three  are 
important.-^ 

Sources  of  error  may  be  diminished  by 
taking  evidence  properly.  It  is  necessary 
that  the  examiner  know  the  course  and 
natural  history  of  the  disease  under  scru- 
tiny. In  addition,  he  must  know  various 
diseases  which  may  give  rise  to  a train  of 
symptoms  or  a group  of  findings  similar  to 

’^Hed  at  rcKular  scientific  meetin#?  of  Staff  of  St.  Francis 
Hospital  on  May  27,  1958. 

**Chief  in  Department  of  Surgery,  St.  Francis  Hospital. 
Participating:  James  M.  Hoftord,  M.D.,  Assistant  in 

Dept,  of  Me<licine;  Harold  A.  Tarrant,  M.D.,  Associate 
in  Metabolism;  George  J.  Hoines,  M.D.,  Director,  l)ept. 
of  Medicine;  I.awrcnce  J.  Jones,  M.D.,  Director,  Dept,  of 
Surgery;  David  J.  Reinhardt,  III,  M.D.,  Assistant,  I)ept. 
of  Me<licine;  Jose|)h  A.  Arminio,  M.D.,  Assistant,  Dept, 
of  Surgery. 


STAFF  DISCUSSION*** 

the  entity  which  is  believed  to  be  present.® 
Frequently  the  case  under  consideration 
does  not  fit  any  of  the  classic  descriptions 
of  typical  disease  entities.  In  such  cases 
knowledgeable  weighing  and  sifting  of  evi- 
dence is  important.  It  may  be  impossible 
to  clearly  identify  the  exact  nature  of  cer- 
tain diseases  entities  without  recourse  to  op- 
eration. This  is  particularly  true  when  the 
examiner  encounters  a rare  situation  such 
as  a ruptured  duodenal  diverticulum.®  Diffi- 
culties in  diagnosis  also  may  arise  in  a case 
where  a perforated  duodenal  ulcer  with 
massive  bleeding  is  encountered  in  the  new- 
born.® 

To  be  satisfied  with  the  diagnosis  of 
“Acute  Abdomen”  robs  the  endeavor  of 
much  of  its  interest."  These  “academic 
errors”  are  a source  of  irritation  to  the 
mental  state  of  the  surgeon  alone,  but  errors 
which  may  affect  the  patient’s  chance  of 
recovery  are  of  vital  concern  to  both  patient 
and  doctor.®  Fortunately,  serious  errors  are 
infrequent  in  modern  practice. 

Significant  reasons  for  errors  in  diagnosis 
of  the  acute  abdomen  as  revealed  by  this 
survey  are  briefly  as  follows: 

1.  Failure  by  the  examiner  to  obtain  a 
clear  and  concise  history. 

2.  Failure  to  evaluate  the  total  individual. 

3.  Failure  in  securing  necessary  and  avail- 
able laboratory  data. 

4.  Failure  to  recognize  the  “time  factor” 
— early,  advancing  and  late  in  the  vari- 
ous disease  entities. 

5.  Failure  by  the  surgeon  to  correlate  the 
facts  with  established  laws  of  physi- 
ology, embryology,  anatomy  and  path- 
ology. 
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Always  in 
Good  Taste! 


Generations  of 
skill  in  the  art 
of  whisky  making 
are  reflected 
in  the  good  taste 
of  Johnnie  Walker 
Scotch.  Why  not 
try  some  soon? 


SCOTCH  WHISKY 

BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED  BY 
CANADA  DRY  CORPORATION.  NEW  YORK,  N.  Y. 


JOHN  G.  MERKEL 
& SONS 


PHONE  OL  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


Physicians’  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Providei  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 
If  it's  insurable  we  can  insure  it 
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• . .in  Skin  Dis6a>S6S:  In  a study  of  26  patients  with  severe  der- 
matoses, ARiSTOCORT  was  proved  to  have  potent  anti-inflammatory  and 
antipruritic  properties,  even  at  a dosage  only  % that  of  prednisone^. . . 
Striking  affinity  for  skin  and  tremendous  potency  in  controlling  skin  dis- 
ease, including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved^. . . absence  of  serious  side  effects  specifically  noted.^’  ® 


...in  Hheuma«tOid  .Arthritis:  Impressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients^. . . 6 mg.  of  aristocort  corre- 
sponded in  effect  to  10  mg.  of  prednisone  daily  (in  addition,  gastric  ulcer 
which  developed  during  prednisone  therapy  in  2 cases  disappeared  during 
ARISTOCORT  therapy). 
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Triamcinolone  LEDERLB 


,..in  Respiratory  Allergies:  “Good  to  excellent”  results  in  29  of 
30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage 
of  only  7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg. 
to  control  allergic  rhinitis  in  a group  of  42  patients,  with  an  actual  reduction  of 
blood  pressure  in  12  of  these.’ 

...in  Other  Conditions:  Two  failures,  4 partial  remissions  and  8 cases 
with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characteriza- 
tion of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of 
the  nephrotic  syndrome.®’®. ..  Prompt  decrease  in  the  cyanosis  and  dyspnea  of 
pulmonary  emphysema  and  fibrosis,  with  marked  improvement  in  patients  refrac- 
tory to  prednisone.'®’ Favorable  response  reported  for  25  of  28  cases  of 
disseminated  lupus  erythematosus.'® 
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Depending  on  the  acuteness  and  severity  of  the  disease  under 
therapy,  the  initial  dosage  of  aristocort  is  usually  from  8 to  20  mg. 
daily.  When  acute  manifestations  have  subsided,  maintenance 
dosage  is  arrived  at  gradually,  usually  by  reducing  the  total  daily 
dosage  2 mg.  every  3 days  until  the  smallest  dosage 
has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort 
from  prednisone  indicate  a dosage  of  aristocort  lower  by  about  'A 
in  rheumatoid  arthritis,  by  Vi  in  allergic  rhinitis  and  bronchial 
asthma,  and  by  to  Vi  in  inflammatory  and  allergic  skin  diseases. 
With  ARISTOCORT,  no  precautions  are  necessary  in  regard  to  dietary 
restriction  of  sodium  or  supplementation  with  potassium. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of 
30;  and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 
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Doctors  are  generally  agreed  that  the  best  hope  of  saving  lives  from  cancer  is  early 
detection  and  prompt,  proper  treatment.  Great  progress  has  been  made  in  the  last 
ten  years;  the  saving  now  of  1 in  3 compared  with  1 in  4,  as  more  and  more  people 
are  seeing  their  doctors  in  time. 

But  with  present  knowledge  and  existing  facilities,  it  is  possible  today  to  save 
1 in  2 cancer  patients.  This  is  the  target  of  the  American  Cancer  Society's  profes- 
sional and  public  education  programs. 

The  Society  offers  doctors  a variety  of  free  services:  Literature:  two  bi-monthly 
magazines:  Films:  200  available  on  loan,  including  a series  of  kinescope  films  cover- 
ing practically  every  clinical  phase  of  cancer;  Slides:  (In  color)  Characteristic  early 
lesions  in  sites  of  greatest  incidence;  Exhibits:  for  medical  meetings  and  conven- 
tions, on  special  aspects  of  diagnostic  and  therapeutic  problems. 

In  its  public  education  program,  the  Society  uses  every  effective  communication 
medium  to  urge  people  to  have  annual  health  checkups  and  to  go  to  their  doctors 
promptly  at  the  appearance  of  a danger  signal. 

The  challenge  will  be  met.  As  more  and  more  doctors’  offices  become  “cancer 
detection  centers,’’  and  as  more  and  more  people  see  their  physicians  regularly,  the 
closer  will  come  the  day  when  half  of  our  cancer  patients  will  be  saved.  The  know- 
how for  saving  the  remaining  half  is  still  being  sought  in  our  research  laboratories. 
Ultimately  that  challenge,  too,  will  be  met. 


AMERICAN  CANCER  SOCIETY  i 


DELAWARE  DIVISION,  AMERICAN  CANCER  SOCIETY 
1324  Market  Street,  Wilmington 
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6.  Failure  to  re-evaluate  the  patient. 

7.  Failure  to  repeat  laboratory  studies. 

8.  Failure  to  evaluate  the  patient  properly 
due  to  the  masking  effects  of  laxatives, 
opiates  and  antibiotics. 

9.  Failure  to  realize  that  the  waiting  atti- 
tude by  the  surgeon  is  fraught  with  dis- 
aster. 

Many  who  are  taken  with  abdominal  pain 
in  the  daytime  endure  till  evening  before 
they  feel  compelled  to  send  for  the  doctor. 
By  this  time  the  patient  and  his  family  are 
both  showing  signs  of  emotional  instability. 
The  physician,  weary  from  the  day’s  work, 
is  physically  and  mentally  below  his  best. 
To  make  important  decisions  under  these 
conditions  is  difficult.  The  temptation  often 
is  strong  to  temporize  and  “see  how  things 
are  in  the  morning.”  This  waiting  attitude 
is  understandable,  but  rarely  excusable. 

In  retrospect,  if  the  above  findings  were 
carefully  applied  in  the  following  cases 
these  errors  might  have  been  avoided. 

Case  Reports 

A 28  year  old  female  entered  the  hospital 
with  the  admitting  diagnosis  of  an  acute 
abdomen.  The  history  showed  that  she  had 
awakened  suddenly  at  6 a.m.  with  sharp, 
steady  pain  over  the  epigastrium  which 
shifted  during  the  next  few  hours  to  the 
right  lower  quadrant.  The  pain  was  fol- 
lowed by  severe  vomiting.  She  was  exam- 
ined by  her  local  physician  who  admin- 
istered an  opiate  and  advised  that  she  be 
admitted  to  the  hospital. 

Past  history  was  essentially  non-contrib- 
utory. 

Physical  examination  revealed  tempera- 
ture, 99.8  degrees;  pulse,  96;  respiration,  24. 
The  remainder  of  the  physical  examination 
was  essentially  negative  except  for  the  ab- 
domen where  tenderness  was  found  through- 
out, being  more  marked  in  the  lower  right 
quadrant.  There  was  rebound  tenderness 
in  this  area  with  the  suggestion  of  a mass. 
Muscle  rigidity  was  slight  in  the  epigastric 
area  and  more  intense  in  the  right  lower 
quadrant.  The  abdomen  was  not  distended 
and  the  peristalsis  was  hypoactive. 


Laboratory  test  showed  hemoglobin,  11 
gm.;  RBC,  3.3  million  cells;  WBC,  11,500 
with  84  per  cent  polymorphonuclear  leuko- 
cytes. Analysis  of  urine  was  negative.  Ro- 
entgenograms of  the  abdomen  and  chest 
were  not  considered  necessary. 

These  findings  suggested  the  preoperative 
diagnosis  of  acute  appendicitis.  Based  on 
these  findings  it  was  apparent  that  peritoni- 
tis of  the  localized  variety  was  present. 
These  findings  also  suggested  that  leakage 
from  this  abscess  in  a cephalic  direction  was 
taking  place. 

Upon  opening  the  abdominal  cavity,  ex- 
ploration revealed  the  presence  of  undigest- 
ed food,  gastric  contents  and  air.  This  in- 
deed was  an  error.  This  error  occurred  25 
years  ago  as  I was  finishing  my  internship. 
My  chief,  who  was  noncommittal  prior  to 
the  surgery,  quickly  extended  his  incision 
upward  on  finding  a normal  appendix.  The 
ruptured  and  leaking  duodenal  perforation 
was  quickly  repaired.  The  patient  made  an 
excellent  recovery. 

The  examiner  in  this  case  did  not  obtain 
a good  history.  He  was  mislead  from  this 
poor  history  into  believing  that  the  appen- 
dix was  the  source  of  difficulty.  In  a perfor- 
ated duodenal  ulcer  the  most  valuable  data 
for  proper  diagnosis  may  be  obtained  from 
the  history.  This  catastrophe,  which  occurs 
with  dramatic  suddenness,  causes  a great 
and  immediate  disability.  The  patient  lies 
prostrate.  The  face  shows  signs  of  pain  and 
anxiety.  The  flooding  of  the  peritoneal  cav- 
ity with  gastric  contents  produces  excruci- 
ating pain  and  board-like  contractions  of 
the  abdominal  muscles.  The  signs  and  symp- 
toms produced  by  the  perforation  vary  ac- 
cording to  the  time  which  has  elapsed  since 
the  perforation  occurred.  Physical  examin- 
ation frequently  leaves  no  tell-tale  signs. 
When  a patient  suspected  of  having  a per- 
foration of  a duodenal  ulcer  is  examined 
several  hours  after  the  occurrence  of  the 
disaster,  board-like  rigidity  may  be  absent 
altogether.  Occasionally,  as  in  this  case, 
even  as  great  a rigidity  may  be  noted  in 
the  right  lower  quadrant  as  over  the  per- 
foration. This  phenomenon  is  explained  on 
the  basis  that  after  the  elapse  of  several 
hours  more  fluid  accumulates  in  the  right 
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lateral  gutter  opposite  the  appendix  than 
near  the  perforated  duodenum.  The  gastric 
juice,  which  is  a potent  irritant,  excites  the 
peritoneum  to  pour  out  a good  amount  of 
serous  fluid  which  tends  to  dilute  the  irri- 
tant. 

Evaluation 

The  first  source  of  error  was  directly  re- 
sponsible for  negligence  concerning  the  ne- 
cessary laboratory  work  and  x-ray  observ- 
ance of  the  abdomen.  This  laboratory  aid 
plus  a good  history  might  well  have  solved 
the  diagnostic  problem.  This  error,  how- 
ever, did  not  adversely  affect  the  patient’s 
chance  of  recovery.  The  signs  and  symp- 
toms produced  by  a perforated  duodenal 
ulcer  vary  according  to  the  time  which  has 
elapsed  since  the  rupture  occurred : ( 1 ) The 
stage  of  prostration  or  primary  shock.  (2) 
The  stage  of  (advanced)  frank  peritonitis 
and  secondary  shock.  (3)  The  stage  of  re- 
action (with  masked  peritonitis).  There  is 
no  hard-and-fast  limit  between  the  stages. 
It  is  during  this  stage  of  masked  peritonitis 
that  many  capable  observers  have  been  de- 
luded into  postponing  surgery.  The  inten- 
sity of  the  initial  shock  subsides,  and  the 
patient  then  looks  better  and  feels  more 
comfortable.  The  circulatory  system  recov- 
ers to  such  an  extent  that  the  extremities 
may  become  warmer,  the  face  normal  in 
color  and  the  pulse  normal  in  frequency 
and  strength,  while  the  temperature  is  nor- 
mal. The  improvement  of  symptoms  does 
not  imply  any  cessation  of  the  pathological 
process  though  the  casual  observer  might 
easily  think  that  real  improvement  were 
taking  place.  Nor  is  the  patient’s  own  opin- 
ion of  his  condition  always  to  be  trusted 
for  he  often  expresses  himself  as  “feeling 
much  better,”  and  he  may  even  begin  to 
think  lightly  of  his  condition.  But  his  atti- 
tude and  his  actions  belie  his  words.  Upon 
the  proper  appreciation  by  the  doctor  of 
this  dangerous  latent  period  depends  the 
patient’s  chance  of  recovery  from  his  dis- 
ease. It  is  at  this  period  that  the  favorable 
opportunity  for  operation  passes.” 

Case  Report  #2 

A 30  year  old  female  entered  the  hospital 
with  an  admitting  diagnosis  of  an  acute 


abdomen.  The  history  was  that  of  having 
developed  crampy  abdominal  pain  in  the 
epigastrium  about  8 a.m.  The  pain  local- 
ized to  the  left  lower  quadrant  at  11  a.m. 
Nausea  and  vomiting  developed  shortly  aft- 
erward. She  called  her  physician  at  11:30 
a.m.  She  was  examined  and  advised  to  en- 
ter the  hospital. 

Past  history  revealed  that  she  was  de- 
livered of  a normal  baby  four  weeks  pre- 
viously. She  remembered  having  similar 
pain  six  weeks  prior  to  her  delivery.  The 
pain  lasted  just  a few  hours,  mild  nausea 
was  present  and  she  thought  this  was  due 
to  the  eating  of  potato  chips. 

Physical  examination  revealed  a well 
nourished  white  female.  She  gave  little  evi- 
dence of  being  acutely  ill.  Sitting  up  in  bed 
she  announced  that  she  “felt  very  well.” 
Temperature  was  100.4  degrees;  pulse,  102; 
respiration,  20.  The  remainder  of  the  ex- 
amination was  negative  except  for  the  ab- 
domen where  tenderness  was  found  through- 
out, being  much  more  marked  in  the  left 
lower  quadrant.  There  was  rebound  tender- 
ness in  this  quadrant  with  definite  muscle 
rigidity.  The  abdomen  was  neither  scaphoid 
nor  distended  and  the  peristalsis  was  hypo- 
active.  Vaginal  and  rectal  examinations 
were  essentially  negative. 

The  blood  count  showed  13  gm.  of  hemo- 
globin with  4.1  million  red  blood  cells; 
20,900  white  blood  cells  with  88  percent 
polymorphonuclear  leukocytes,  8 percent 
lymphocytes  and  4 percent  monocytes. 
Urine  analysis  was  essentially  negative. 
Roentgenograms  of  the  abdomen  and  chest 
were  non-contributory.  It  was  established 
that  the  patient  was  suffering  from  peri- 
tonitis due  to  a perforated  diverticulum  of 
the  sigmoid  colon  and  operation  was  de- 
cided upon. 

Upon  opening  the  abdominal  cavity,  ex- 
ploration revealed  the  presence  of  cloudy 
fluid.  An  acute  appendix  was  found  plas- 
tered to  the  sigmoid  colon  on  the  left  side.'” 
The  tip  of  the  appendix  had  perforated 
over  the  colon  forming  an  abscess.  Appen- 
dectomy without  drainage  was  performed. 
Convalescence  was  uneventful. 
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Evaluation 

This  error  was  long  remembered  because 
in  1946,  and  again  in  February,  1958,  two 
similar  cases  were  admitted  to  the  hospital 
and  the  correct  preoperative  diagnosis  in 
each  case  was  made  by  this  observer.  It  is 
apparent  that  in  the  above  case  the  error 
was  not  due  to  a poor  history.  In  fact,  the 
historical  secjuence  of  events  from  a sign 
and  symptom  standpoint  were  perfect  with 
slight  variation  from  the  normal:  (1)  epi- 
gastric pain  and  left  iliac  localization  in- 
stead of  right  iliac  localization;  (2)  vomit- 
ing, nausea,  but  no  acute  loss  of  appetite; 
(3)  presence  of  local  deep  tenderness;  (4) 
presence  of  muscle  rigidity;  (5)  presence 
of  slight  fever;  (6)  increased  white  cell 
count;  (7)  negative  roentgenograms.  In  this 
case  the  history,  physical  examination  and 
the  necessary  laboratory  aids  were  in  per- 
fest  order.  The  anatomical  and  physiologi- 
cal criteria  for  proper  diagnosis  seemed  to 
be  in  good  order.  What  then  was  the  source 
for  error?  The  error  was  due  to  the  failure 
to  apply  the  known  laws  of  embryology 
concerning  rotation  of  the  bowel.  The  lack 
of  fusion  of  the  peritoneal  coats  produced 
the  condition  known  as  **mobile  cecum.” 
Many,  if  not  most,  of  the  mistakes  made  in 
the  diagnosis  of  appendicitis  were  due  to  a 
failure  to  realize  the  great  difference  in 
signs  and  symptoms  which  follow  from  the 
varying  positions  and  relations  of  the  ap- 
pendix." The  appendix,  though  usually  de- 
scribed as  being  situated  behind  the  ileo- 
cecal junction  with  the  tip  directed  towards 
the  spleen,  is  not  always  found  in  that  situ- 
ation when  it  is  diseased  and  sought  for  by 
the  surgeon."’ 

Every  clinician  knows  that  the  presence 
of  general  abdominal  pain,  nausea  and  vom- 
iting with  localizing  right  lower  quadrant 
pain  and  tenderness  points  to  the  acute 
appendix.  Yet  not  always  does  the  appen- 
dix clamor  so  clearly  or  in  so  straightfor- 
ward a fashion  for  its  removal." 


The  Pelvic  Appendix 

Another  dangerous  position  of  the  appen- 
dix is  the  pelvic  appendix.  In  this  positior 
the  early  symptoms  of  an  attack  of  appen- 
dicitis when  the  appendix  is  situated  in  the 


pelvis  are  similar  to  those  which  ensue 
when  it  is  situated  above  the  pelvic  brim, 
with  the  exception  that  the  rigidity  of  the 
abdominal  wall  is  seldom  present  in  the 
early  stages  and  pain  is  more  frequently 
felt  in  both  left  and  right  iliac  areas.  Pain 
is  not  so  readily  localized  in  the  right  iliac 
fo.ssa  but  is  always  felt  on  deep  pressure  at 
the  brim  of  the  pelvis  and  the  epigastric 
pain  may  dominate  for  a longer  time.  The 
perforated  pelvic  appendix  is  easily  over- 
looked and,  therefore,  one  of  the  most  dan- 
gerous conditions  which  may  occur  in  the 
abdomen."  The  reason  appears  to  be  as  fol- 
lows: While  the  appendix  is  not  perforated 
but  swollen  and  tense,  the  pain  cau.sed  by 
distention  and  peristalic  contraction  is  defi- 
nite and  severe  and  is  felt  chiefly  in  the 
epigastrium  or  umbilical  area.  When  per- 
foration occurs  the  epigastric  pain  dimin- 
ishes and  local  pelvic  peritonitis  results. 
This  usually  is  unaccompanied  by  rigidity 
of  the  lower  abdominal  mu.scles.  When  per- 
foration occurs  the  pain  of  appendicular 
disease  ceases,  the  epigastric  pain  dimin- 
ishes and  local  pelvic  peritonitis  results.  The 
pain  due  to  pelvic  peritonitis  at  this  early 
stage  frequently  is  insignificant,  the  patient 
may  seem  better  and  physical  examination 
of  the  abdomen  may  give  the  examiner  lit- 
tle indication  of  trouble  in  the  pelvis.  Usu- 
ally within  a few  days  either  the  peritonitis 
becomes  definitely  localized  into  a pelvic 
abscess  or  the  inflammation  may  track  up- 
ward, frequently  along  the  sigmoid  colon, 
towards  the  general  abdominal  cavity.  This 
will  give  rise  to  increasing  pain,  distention 
and  rigidity  of  the  abdominal  wall. 

Fortunately,  the  mortality  from  appen- 
dicitis has  been  reduced  during  the  past 
ten  years  almost  to  the  vanishing  point.’’’ 
There  are  many  reasons  for  this  improve- 
ment." The  two  most  important  factors 
deal  with  the  problem  of  the  medical  ad- 
visor and  the  public  as  a whole.  The  mod- 
ern doctor  has  a greater  appreciation  of  the 
early  signs  and  symptoms  of  appendicitis." 
As  a result,  we  surgeons  see  today  very  few 
cases  of  late  appendicitis.  The  second  rea- 
son relates  to  the  courage,  intelligence  and 
understanding  of  the  medical  profession  in 
discharging  its  public  responsibilities.  If 
you  will  permit  one  commercial,  let  me  say. 
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“It  pays  to  advertise.”  Never,  perhaps,  in 
the  history  of  our  nation  has  a system  de- 
voted to  “education  of  the  public”  paid 
such  rich  rewards. 

Case  #3 

A 42  year  old  obese  white  male  entered 
the  hospital  on  March  18,  1958  with  the 
admitting  diagnosis  of  an  acute  abdomen. 
The  history  was  of  having  awakened  sud- 
denly on  March  16,  1958  at  5 a.m.  with 
sharp,  crampy  pain  in  the  right  lower  quad- 
rant of  the  abdomen.  He  went  to  the  bath- 
room and  took  a dose  of  an  alkaline  anal- 
gesic. Several  hours  later  he  vomited  and 
since  the  pain  continued  he  called  his  fam- 
ily doctor  who  sent  him  to  the  hospital  for 
laboratory  tests.  Investigation  of  the  abdo- 
men by  roentgenogram  was  negative.  The 
WBC  was  22,100.  Urine  analysis  showed  a 
two  plus  albumin  and  marked  microscopic 
hematuria  and  pyuria.  He  was  treated  at 
home  and  again  admitted  to  the  hospital 
on  the  third  day  of  his  illness.'®  There  was 
radiation  of  the  pain  to  the  lumbar  area 
at  this  time  but  no  other  urinary  symp- 
toms except  frequency  was  present. 

Past  history  was  essentially  non-contrib- 
utory, and  revealed  nothing  which  would 
lead  one  to  suspect  the  actual  disease  that 
was  present. 

Physical  examination  revealed  a flushed, 
obese  white  male,  appearing  acutely  ill. 
Temperature  was  102;  pulse,  106;  respira- 
tions, 22;  blood  pressure,  150/82.  The  re- 
mainder of  the  physical  examination  was 
essentially  negative  except  for  the  abdo- 
men where  tenderness  was  found  through- 
out the  lower  abdomen,  being  more  marked 
in  the  right  lower  quadrant.  Muscle  rigidity 
also  was  present  over  this  area.  The  abdo- 
men was  rotund  but  slightly  distended. 
Peristalsis  was  hypoactive.  Rectal  examina- 
tion was  negative  for  blood,  pus,  mucous, 
growth  or  tumor  mass.”'  Laboratory  tests 
were  essentially  the  same  as  that  of  March 
16,  1958. 

It  was  felt  that  the  patient  was  suffering 
from  some  sort  of  kidney  disease  compli- 
cated by  a localized  peritonitis.  The  peri- 
tonitis might  be  due  to  a perforated  appen- 


dix lying  behind  the  ileum.  Operation  was  I 
decided  on  with  a preoperative  diagnosis  I 
of  acute  appendicitis  with  perforation.  1 

The  abdominal  cavity  was  entered  [1 
through  a right  lower  quadrant  transverse  I 
incision.  The  appendix  looked  normal.  The  * 
sigmoid  colon  was  found  in  the  right  iliac 
fossa.  The  lower  portion  of  the  omentum  i 
which  was  acutely  inflamed  was  found  glued  | 
to  this  portion  of  the  sigmoid  colon.  The 
omentum  was  peeled  from  the  colon  dis- 
closing multiple  perforated  diverticuli.  A \ 

prophylactic  appendectomy  was  performed  i 

followed  by  the  colonic  surgery.  Convales- 
cence  was  uneventful.  j 

I 

In  diagnosing  acute  abdominal  disease  ( 

it  is  always  necessary  to  exclude  medical  j. 

diseases.  There  are  a number  of  diseases  1 

which  do  not  need  or  positively  contrain-  | 

dicate  operative  interference.'®  Was  this 
such  a case?  Interpretation  of  the  existing 
facts  led  the  observer  to  conclude  that  he 
was  dealing  with  two  separate  and  distinct 

•f 

diseases,  one  of  which  required  an  immedi- 
ate operation.  The  examiner  fully  appreci- 
ated the  well  known  fact  that  acute  ab- 
dominal disease  with  genito-urinary  organs 
or  to  secondary  irritation  of  those  organs. 

A diseased  appendix  lying  over  the  right 
ureter  or  in  front  of  the  renal  pelvis  may 
cause  trouble  in  the  diagnosis.  He  was  also 
aware  of  the  fact  that  small  ureteric  calculi 
do  not  always  show  on  a roentgenographic 
film.  The  decision  to  defer  further  pyelo- 
graphic  studies  seemed  justified.  The  failure 
to  identify  the  exact  pathology-"  was  again 
due  to  the  failure  to  think  in  terms  of  an- 
atomy and  embryology.^'  To  have  kept  in 
mind  the  fact  that  a long  and  redundant 
sigmoid  colon  may  be  found  in  the  right 
lower  quadrant  of  the  abdomen  might  have 
produced  a rather  brilliant  preoperative 
diagnosis. 
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Discussion 

Dr.  James  M.  Hofford:  When  one  thinks 
of  an  acute  abdomen  and  whether  an  oper- 
ation should  be  performed,  several  cate- 
gories come  to  mind.  Appendicitis,  acute 
gall  bladder  disease,  acute  pancreatitis,  per- 
forated peptic  ulcer,  intestinal  obstruction 
(of  small  or  large  bowel)  and  acute  gyne- 
cological disease  are  some  of  these. 

Appendicitis  is  frequently  and  should  be 
kept  first  in  mind.  Re-evaluation  of  this 
type  case  is  often  needed,  and  by  a careful 
follow-up  diagnosis  can  be  made.  The  atyp- 
ical location  of  the  appendix,  for  instance 
the  pelvic  type,  might  give  a bizarre  group 
of  subjective  and  objective  symptoms  and 
signs.  A rectal  examination  should  always 
be  done  and  tenderness  looked  for  in  all 
cases  of  abdominal  disease. 

A chest  x-ray  and  flat  plates  of  the  ab- 
domen should  be  made  in  cases  of  acute 
abdominal  pain,  especially  before  opera- 
tion. Hematuria  may  confuse  the  diagnosis 
of  appendicitis.  This  may  come  from  ne- 
' phritis  or  from  an  appendix  irritating  the 
bladder  wall  or  ureter.  Sometimes  intra- 
venous pyelography  is  necessary  to  be  defin- 
itive. 

An  acute  upper  respiratory  infection  is 
I associated  with  a mesenteric  adenitis.  Usu- 


ally, a mesenteric  adenitis  will  improve 
within  six  hours  with  antibiotic  therapy. 

The  Hou.se  Staff  should  remember  that 
sometimes  patients  develop  appendicitis  in 
the  hospital,  with  or  without  a prior  di.sea.se 
history.  People  treated  for  ulcers  .sometimes 
develop  fecaliths  which  lodge  in  the  appen- 
dix. An  x-ray  might  show  calcium  in  the 
appendix. 

All  patients  receiving  cortisone  should 
be  suspected  of  having  a perforated  ulcer. 
Cell  tumors  of  the  pancreas  must  be  dis- 
tinguished from  perforated  duodenal  or 
jejunal  ulcers.  The  latter  must  be  kept  in 
mind,  e.specially  when  a patient  has  had 
gastroenterostomy  or  previous  surgery. 

Acute  gall  bladder  disease  is  always  in 
the  mind  of  the  surgeon.  The  blood  count 
is  usually  much  higher  than  in  appendicitis 
especially  if  empyema  is  developing.  Occa- 
sionally, in  an  acute  gall  bladder  which 
ruptures,  the  cystic  artery  will  also  break 
dov'n  and  have  sclerotic  changes  and  intra- 
peritoneal hemorrhage-  may  occur.  Since 
death  from  rupture  of  the  gall  bladder  is 
high,  it  is  not  wise  to  procrastinate  too 
long  if  one  is  in  doubt  about  the  diagnosis. 
Serum  amylase  and  serum  lipase  should  be 
done  in  doubtful  cases  of  upper  abdominal 
pain.  With  acute  pancreatitis  the  amylase 
often  ranges  between  1200  and  6000  units, 
but  sometimes  the  amylase  is  elevated  in 
perforated  peptic  ulcer  and  intestinal  ob- 
struction. Occasionally,  it  may  be  elevated 
in  acute  appendicitis  and  cholecystitis.  The 
statement  is  made  that  in  appendicitis  per- 
haps the  amylase  is  elevated  because  of 
amylase-producing  organisms  in  the  intes- 
tinal tract.  Following  an  attack  of  pancrea- 
titis the  patient  may  develop  a pseudo-cyst 
of  the  pancreas.  This  must  be  watched  be- 
cause it  may  perforate  or  obstruct  the  duo- 
denum. 

When  intestinal  obstruction  is  suspected 
one  frequently  thinks  of  carcinoma,  diverti- 
culitis and  volvulus.  A practical  point  of 
diagnosis  is  fecal  impaction,  especially  in 
older  people.  Since  the  x-ray  is  not  always 
positive  early  in  intestinal  obstruction  the 
flat  plate  should  often  be  repeated  after  4, 
8,  or  more  hours. 
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Importance  of  Re-examination 

The  secret  of  making  a diagnosis  in  acute 
abdominal  disease  is  to  re-evaluate  the  pa- 
tient periodically.  This  is  especially  true  in 
intestinal  obstruction.  Adhesions,  omental 
bands  or  intussusception  may  occur.  More 
rarely,  tumors  of  the  small  intestine,  sim- 
ple or  malignant,  may  confuse  us.  If  a tu- 
mor of  the  small  intestine  is  suspected  in- 
serting a decompressing  tube,  such  as  the 
Miller-Abbott  tube,  and  passing  a little 
barium  down  the  tube  might  help  in  the 
diagnosis.  Foreign  bodies  in  the  small  intes- 
tine may  produce  obstruction,  as  one  au- 
thor described  due  to  a piece  of  undigested 
steak. 

Ileus  due  to  gall  stones  is  not  as  uncom- 
mon as  suspected.  If  the  stones  are  2.5  cm. 
in  diameter  or  greater,  they  can  readily 
cause  an  obstruction.  If  less  than  that  they 
often  pass  through,  and  can  be  found  in 
the  bed  pan.  Air  may  be  seen  in  the  gall 
bladder  or  in  the  bile  ducts  because  these 
patients  have  passed  the  stones  by  way  of 
cholecystoduodenal  fistula. 

Even  a large  bolus  of  worms  may  ob- 
struct the  intestine.  Of  course,  one  must 
always  be  on  the  look-out  for  hernia  as  a 
cause  of  intestinal  obstruction.  Omental  in- 
farction should  always  be  thought  of.  Some 
cases  have  been  reported  with  torsion  of 
the  omentum  and  some  without. 

An  excruciating  pain  in  the  upper  part 
of  the  abdomen  and  board-like  rigidity, 
with  or  without  a prior  history  of  abdomin- 
al distress,  might  suggest  a perforated  ulcer. 
Here,  the  x-ray  is  a valuable  aid,  because 
you  often  see  free  air  under  the  diaphragm 
to  the  right  or  left.  When  the  x-ray  does 
not  show  air  it  might  help  to  pass  a Levine 
tube,  removing  the  stomach  fluid.  Once  this 
fluid  has  been  removed  air  may  pass  through 
the  site  of  perforation  and  the  x-ray  can 
be  repeated.  A lateral  decubitus  film  also 
may  be  of  value  .so  gas  may  he  seen  under 
the  right  side  of  the  diaphragm. 

After  24  to  72  hours  .suffering  with  an 
acute  ulcer  the  patient  may  go  into  a state 
of  .severe  shock.  Then  the  symptoms  of 
chemical  peritonitis  ari.se  and  ma.sk  the  or- 
iginal diagnosis.  In  this  ca.se,  the  abdomen 


may  be  soft  and  may  be  confused  with  a 
coronary  occlusion.  i 

Some  cases  of  perforated  ulcers  may  be 
treated  conservatively  if  the  perforation  is 
mild.  These  cases  may  be  treated  with  Le- 
vine tube  suction.  Some  other  patients  with 
perforated  ulcer  may  spill  the  intestinal  or  ' 
gastric  contents  along  the  right  side  of  the  I 
abdomen,  and  pain  in  the  right  lower  quad- 
rant with  rigidity  might  suggest  appendi- 
citis. If  the  error  is  made  and  the  appendix 
brought  into  view,  it  is  important  to  open 
the  appendix  and  make  sure  the  large  in- 
flammatory mass  surrounding  the  appendix 
has  its  origin  there.  If  one  is  not  sure,  then 
the  duodenal  and  gastric  regions  should  be 
checked  for  perforation. 

Diverticulitis  is  becoming  more  common 
in  the  large  bowel  and  perforating  carcino- 
ma of  the  large  bowel  can  stimulate  appen- 
dicitis. Flelpful  here  is  the  presence  of  ane- 
mia and  blood  in  the  stool.  A pelvic  exam- 
ination should  be  done  in  the  case  of  all 
female  patients.  Frequently,  with  a twisted  j 
ovarian  cyst  there  may  be  an  associated  , 
paralytic  ileus. 

Rupture  of  the  graafian  follicle  at  the 
mid-stage  of  the  menstrual  cycle  may  con- 
fuse the  doctor.  Pneumonia  may  result  in  1 
abdominal  distention  and  the  chest  should 
be  gone  over  carefully  in  all  cases.  An  elec- 
trocardiograph should  be  taken  with  a care- 
ful heart  history.  Herpes  zoster  in  the  pre- 
vesical stage  can  be  confusing  and  cause 
abdominal  pain.  Sickle-cell  anemia  in  col- 
ored people  gives  abdominal  pain.  Diabetic 
acidosis  has  often  been  confused  with  ap- 
pendicitis. Porphyria  may  produce  abdom- 
inal pain.  Palpation  of  the  abdomen  by  the 
surgeon  before  operating  may  reveal  condi- 
tions which  were  present  before. 

An  interesting  abdominal  problem  is 
hydatid  cyst.  A case  of  this  type  was  re- 
ported in  a 60  year  old  lady  who  had  been 
to  the  Near  East.  While  there,  20  years  ago, 
her  main  companion  was  a dog.  Recently 
she  developed  an  upper  abdominal  ma.ss 
which  pre.s.sed  the  colon  downward.  She 
was  found  to  have  a large  hydatid  cyst. 
Sheep  and  dogs  frequently  help  in  the 
transmission  of  the  coccus  which  produces  | 
hydatid  cyst.  I 
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One  should  try  never  to  spill  the  con- 
tents of  a cyst.  It  should  not  be  needled 
because  it  can  spread  the  disease  in  the 
abdomen. 

To  go  to  the  extreme,  a 10%  solution  of 
fructose  given  in  20  minutes  has  been  re- 
ported to  cause  severe  abdominal  pain.  One 
must  watch  for  hepatitis  with  abdominal 
pain.  A case  was  reported  recently  from 
the  administration  of  chloropromazine  which 
caused  a hepatitis  followed  by  abdominal 
pain. 

Rupture  of  an  aortic  abdominal  aneurysm 
must  be  kept  foremost  in  mind.  There  are 
three  signs  to  look  for:  flat  plate  of  the 
abdomen  shows  absence  or  lowering  of  the 
solar  shadows;  the  patient  may  show  a loss 
of  patellar  reflexes  or  lower  abdominal  re- 
flexes, ecchymotic  spots  may  be  found  on 
the  extremities  and  in  the  perineum. 

Acute  abdominal  disease  can  be  a re- 
search project  in  itself. 

Dr.  Harold  A.  Tarrant:  I have  been 
asked  to  discuss  a case  of  a 47  year  old 
widow  who  had  complained  of  obstipation 
for  a period  of  several  days  and  had  had 
advice  from  a local  physician  with  a specific 
request  that  the  patient  keep  in  contact 
with  the  doctor  daily,  noting  her  progress. 
Apparently,  from  the  history  given  she  be- 
came progressively  worse  over  a weekend 
and  did  not  call  her  family  physician,  but 
instead  was  taken  to  one  of  the  local  hos- 
pital emergency  rooms  by  her  son  for  ex- 
amination, diagnosis  and  treatment. 

The  intern  was  told  that  the  patient  was 
unable  to  pass  gas,  that  she  had  had  no 
bowel  movement  for  three  or  four  days, 
that  she  was  experiencing  abdominal  pain, 
intermittent  in  character,  dull  to  sharp  and 
some  abdominal  distention.  At  the  time  of 
examination  she  had  no  temperature  but 
did  have  abdominal  distention  and  her  fam- 
ily was  told  that  her  trouble  was  constipa- 
tion. It  was  recommended  that  the  patient 
be  taken  home  and  given  a laxative  and  an 
enema.  If  this  did  not  relieve  she  was  to 
contact  her  physician.  Unfortunately,  no 
rectal  examination  was  made,  nor  was  there 
any  blood  count  done. 


These  orders  were  carried  out  by  a rela- 
tive and,  after  the  enema  was  given,  some 
abdominal  pain  was  noted  in  the  right  low- 
er quadrant.  The  patient  became  progres- 
sively worse  and  a local  physician  was 
called  to  examine  the  patient  at  home.  It 
was  obvious  that  she  had  an  acute  intestinal 
obstruction.  An  opiate  was  given  and  she 
was  admitted  immediately  to  a local  hospi- 
tal for  hydration  and  surgical  opinion. 

On  admission  she  had  an  elevated  tem- 
perature, leukocytosis,  abdominal  disten- 
tion with  absence  of  peristalsis  and  a pal- 
pable mass  in  the  right  lower  quadrant. 
The  surgeon  was  of  the  opinion  that  she  had 
an  intestinal  obstruction.  He  recommended 
that  she  be  subjected  to  surgery  and  a 
laparotomy  be  done  immediately. 

At  the  time  of  surgery  there  was  evidence 
of  an  intussusception  with  a sizeable  area 
of  gangrenous  colon  which  was  resected, 
and  although  the  patient  had  a stormy 
convalescence  she  did  recover.  Unfortunate- 
ly, she  later  developed  many  sequelae  which 
required  further  surgery. 

This  case  has  been  presented  briefly  to 
draw  to  the  attention  the  fact  that  it  is 
important  for  interns  and  residents  to  have 
supervision  by  chiefs  on  the  services  in  or- 
der that  opinions  may  be  obtained,  and 
that  these  cases  may  receive  suitable  care 
to  the  best  interest  of  all  parties  concerned. 

Why  are  we  missing  the  diagnosis  in  these 
cases?  Are  we  taking  incomplete  histories, 
or  placing  too  much  emphasis  on  negative 
or  atypical  laboratory  findings?  Perhaps  we 
are  sometimes  over-conservative  in  our  at- 
titude toward  surgery  and  need  to  evaluate 
our  criteria  for  performing  exploratory  sur- 
gery. 

Dr.  Joseph  Hughes:  I would  like  to  say 
something  about  acute  appendicitis.  The 
surgeon  often  decides  to  operate  because 
the  patient  is  sent  in  with  a diagnosis  of 
acute  appendicitis.  After  the  patient  is  ad- 
mitted to  the  hospital  the  surgeon  should 
follow  through  with  all  the  known  methods 
of  examination  and  rule  out  the  obvious 
things  that  could  present  similar  symptoms. 
Renal  calculi,  pelvic  inflammatory  disease, 
and  pneumonia  should  be  ruled  out.  This 
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is  best  done  in  cooperation  with  the  family 
doctor  or  internist.  If,  by  a process  of  elim- 
ination, he  has  ruled  out  most  of  the  differ- 
ential diagnoses,  then  I think  he  is  justified 
in  going  ahead  and  operating  on  the  pa- 
tient. 

Here  again,  the  surgeon  is  on  the  spot 
if  he  removes  a normal  appendix.  He  is 
then  subject  to  the  criticism  of  the  tissue 
committee,  which  is  a necessary  committee 
in  every  well  run  hospital.  Johns  Hopkins 
Hospital  recently  put  out  a report  which 
was  presented  in  one  of  their  conferences. 
They  claim  to  remove  15%  to  25%  of  ap- 
pendices in  which  the  specimen  does  not 
show  any  acute  pathology.  Fortunately,  I 
was  able  to  talk  to  the  doctor  concerned 
with  this  report  and  he  says  that  this  is 
similar  on  both  the  ward  service  and  the 
private  service.  He  justifies  that  it  is  better 
to  operate  on  a doubtful  case,  especially 
when  rupture,  gangrene,  abscess  and  peri- 
tonitis can  be  avoided.  This  is  particularly 
so  in  children. 

I do  feel,  however,  that  the  tissue  com- 
mittee should  invite  the  doctor  concerned 
with  such  a case  to  appear  before  them  and 
present  his  case  and  also  present  it  before 
the  surgical  departmental  meeting.  By  do- 
ing so,  and  going  over  the  methods  of  his 
diagnosis  and  his  management,  it  would  be 
possible  to  improve  on  the  diagnosis  in  fu- 
ture cases. 

Dr.  Lawrence  J.  Jones:  The  diagnosis 
of  appendicitis  is  very  difficult  to  make  and 
to  differentiate  from  other  causes  of  the 
acute  abdomen.  Recently,  I saw  a young 
girl,  15  years  of  age,  who  was  tender  over 
McBurney’s  point.  I thought  she  had  a 
regional  lymphadenitis  hut  the  family  was 
insistent  on  operation.  This  I refused  to  do. 
The  abdomen  quieted  down  and  the  pa- 
tient went  back  to  school.  Later,  I heard 
that  she  had  had  another  attack  and  her 
appendix  was  removed  in  a hospital  close  to 
her  school.  Evidently  she  had  appendicitis. 

Dr.  David  J.  Reinhardt:  May  I comment 
on  Dr.  Serino’s  paper  concerning  the  part 
in  which  he  discusses  the  EKG  in  a case 
of  acute  pancreatitis?  One  should  be  able  to 
make  a differentiation  between  the  abnormal 


cardiogram  in  this  case  and  a cardiogram 
which  is  diagnosed  acute  myocardial  in- 
farction. Exceptions  may  occur.  For  exam- 
ple, the  patient  with  pancreatitis  or  some 
other  abdominal  disease  may  have  had  an 
old  coronary  and  have  Q-waves  and  other 
changes  which  might  be  confusing.  In  a case 
like  this,  it  is  very  helpful  to  know  the  pre- 
vious history  and  to  have  a baseline  cardio- 
graph in  all  patients. 

Dr.  Joseph  Arminio:  In  reference  to  tis- 
sue committees,  if  one  is  on  this  committee 
he  must  assume  a certain  amount  of  re- 
sponsibility and  take  a certain  amount  of 
criticism,  just  or  unjust.  Of  course,  the  im- 
portant thing  to  do  after  an  operation  is 
for  the  surgeon  to  put  his  findings  in  writ- 
ing. That  is  the  one  thing  which  I think  all 
of  us  have  heard  from  medical  school  to 
internship.  If  we  were  all  a little  more  dili- 
gent in  writing  down  more  explanations  of 
our  actions  in  diagnosis  and  treatment  the 
patient  would  be  better  off  and  so  would 
we.  A positive  diagnosis  is  pretty  straight- 
forward and  often  needs  little  comment, 
but  the  ones  that  aren’t  straightforward 
should  have  more  important  details  written 
down  about  them.  This  should  contain  a 
great  deal  of  thought.  The  tissue  committee 
has  little  difficulty  with  cases  that  are  well 
written  up. 

Dr.  George  Boines:  The  medical  man  has 
as  much  difficulty  as  the  surgeon  in  diag- 
nosing the  acute  abdomen.  To  support  Dr. 
Serino’s  statement  about  the  ease  of  error 
in  such  diagnoses,  I wish  to  relate  to  you  a 
few  cases. 

A patient,  age  56,  male,  white,  was  com- 
plaining of  abdominal  cramps.  He  was  ad- 
mitted to  the  hospital  on  March  3,  1958. 
I.V.  pyelograms  showed  bilateral  double 
kidneys  and  ureters.  He  was  discharged. 
On  May  12,  1958  he  was  readmitted  for  a 
painful  abdominal  mass.  Surgery  showed 
ruptured  diverticulum  with  adenocarcino- 
ma of  the  transverse  colon. 

The  next  case,  a female,  age  44,  white, 
who  complained  of  pain  in  the  right  upper 
quadrant  with  all  the  clinical  evidence  of 
gall  bladder  disea.se.  X-rays  .showed  poor 
function  of  the  gall  bladder  hut  no  stones. 
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The  surgeons  did  not  feel  the  clinical  find- 
ings were  sufficient  to  operate.  The  patient 
thought  .she  had  gall  bladder  disease  be- 
cause her  father  was  operated  and  found 
to  have  cancer  of  the  gall  bladder  which 
had  perforated.  The  daughter  insisted  on 
operation.  She  was  found  to  have  a cho- 
lecystitis, and  the  gall  bladder  was  removed. 

The  next  patient  was  age  19,  white  fe- 
male, who  complained  of  pain  in  the  right 
lower  quadrant  and  had  had  several  at- 
tacks since  1956.  She  was  admitted  to  the 
hospital  on  July  21,  1957  and  diagnosed  as 
pelvic  inflammatory  disease.  She  was  sent 
home  with  this  diagnosis.  However,  she  was 
readmitted  to  the  hospital  on  January  8, 
1958  and  was  operated  on  for  appendicitis. 
A retrocecal  appendix  with  pus  was  found; 
normal  ovary  and  tubes  were  found. 

A female,  age  24,  white,  was  hospitalized 
for  acute  pain  in  the  lower  right  quadrant. 
At  this  time,  she  was  four  months  preg- 
nant. She  was  hospitalized  five  times  in 
1953  by  other  physicians  for  similar  abdom- 
inal pain.  Her  blood  count  and  temperature 
were  normal.  For  this  reason,  surgeons  did 
not  feel  that  there  was  an  indication  to 
open  her  abdomen.  Conservative  treatment, 
therefore,  was  instituted.  However,  on  a 
hospital  admission  on  August  8,  1954  she 
was  operated  and  an  appendix  attached  to 
the  posterior  parietal  wall  was  found  sur- 
rounded by  an  abscess. 

Dr.  G.  S.  Serino:  Not  only  a good  his- 
tory is  necessary,  but  also  a good  examina- 
tion. Certainly  a distended,  enlarged  abdo- 
men should  never  be  missed  and  the  young- 
er doctors,  as  well  as  the  older,  should  look 
over  every  abdomen  very  closely  especially 


if  there  has  been  a history  of  recent  vomit- 
ing. However,  the  most  difficult  and  dan- 
gerous case  is  the  flat  abdomen  which  has 
a hidden  obstruction. 

Some  doctors  maintain  that  changes  in 
the  cardiograph  in  cases  of  acute  pancrea- 
titis were  of  the  type  that  might  occur  in 
acute  myocardial  infarction.  However,  I am 
glad  to  hear  that  Dr.  Reinhardt  thinks 
that  such  cardiographs  can  be  distinguished 
from  acute  myocardial  infarction,  especial- 
ly with  the  aid  of  the  serum  transaminase 
test. 

In  reference  to  Dr.  Boines’  questions,  I 
do  agree  that  sometimes  we  have  incom- 
plete histories;  the  sicker  the  patient,  the 
more  detail  should  be  gone  into.  In  refer- 
ence to  laboratory  findings,  I think  we 
should  use  them  as  an  aid  to  our  clinical 
observations  and  not  use  the  laboratory  as 
the  sole  guide.  Sometimes  this  takes  a great 
deal  of  maturity  to  develop  the  judgment 
to  add  the  link  of  the  laboratory  chain  to 
the  other  subjective  and  objective  symp- 
toms and  signs.  This  is  where  consultation 
comes  in,  especially  in  those  cases  where 
judgment  is  the  only  thing  that  will  bring 
better  diagnosis. 

I think  it  is  true,  as  Dr.  Hughes  brought 
out,  that  occasionally  a prophylactic  oper- 
ation for  appendicitis  or  a prophylactic  ab- 
dominal exploration  may  have  to  be  done. 
Sometimes  when  the  family  doctor  or  in- 
ternist is  not  sure,  and  valuable  time  is  be- 
ing wasted,  it  is  better  to  do  surgery  while 
the  patient  is  in  good  condition.  The  mar- 
gin of  error  of  15%  to  25%  is  justified  by 
the  avoidance  of  the  greater  mistake  of 
missing  a gangrenous  peritonitis,  for  exam- 
ple. 
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MALIGNANT  URETERAL  TUMOR  (CASE  REPORT) 

Brice  S.  Vallett,  M.D.* 


The  purpose  in  reporting  this  case  of 
malignant  ureteral  tumor  is  to  point  out  the 
variety  of  attack  necessary  at  times  in 
achieving  palliation  and  sometimes  a cure. 
Experience  has  shown  that  the  malignant 
papillary  type  tumors  of  the  ureter  are 
more  amenable  to  therapy  than  the  malig- 
nant non-papillary  type  which  usually  has 
a fatal  outcome. 

A white  male,  60  years  of  age,  was  ad- 
mitted to  St.  Francis  Hospital  on  July  20, 
1954  for  diagnosis  and  relief  of  painless 
hematuria  with  blood  clots.  Six  months 
prior  to  admission  he  had  passed  some  red- 
dish urine  for  which  a private  physician 
had  prescribed  medication.  His  general 
health  had  always  been  good.  One  sister 
had  died  from  cancer. 

Cystoscopy  July  20,  1954  revealed  a 
papillary  type  tumor  surrounding  and  in- 
volving the  left  ureteral  orifice.  On  July  21 
an  excretory  urogram  revealed  no  function 
of  the  left  kidney.  The  right  pyelogram  was 
normal.  On  July  22  endoscopic  vesical  neck 
resection  of  the  tumor  was  carried  out  and 
eight  platinum  radon  seeds  (2.5  me.  each) 
were  implanted  in  the  bladder  wall  at  the 
site  of  the  tumor  base.  On  August  30,  1954 
the  left  ureter  was  catheterized  and  a large 
hydronephrosis  of  the  left  kidney  found  on 
pyelography  with  a filling  defect  of  the 
lower  pole.  Urine  from  this  kidney  had  not 
revealed  any  cells  suggesting  malignancy. 

September  2,  1954:  Left  nephroureterec- 
tomy  and  segmental  resection  of  the  blad- 
der wall,  including  the  area  of  the  left 
ureteral  orifice  and  former  bladder  tumor 
site,  was  carried  out. 

The  pathologic  diagnosis  was  transitional 
cell  carcinoma  of  the  ureter  (Grade  I)  and 
hydronephrosis. 

January  16,  1957:  There  was  recurrence 
of  the  bladder  tumor  and  endoscopic  resec- 

^ ('hief  in  Urology,  St.  Francis  Hospital,  Wilminjfton,  Dela- 
ware. 


tion  and  electro-coagulation  was  again  car- 
ried out.  However,  it  was  apparent  that 
there  was  still  inaccessible  tumor  remain- 
ing on  the  anterior  bladder  wall.  The  re- 
sected tissue  was  classified  as  Grade  II 
transitional  cell  carcinoma. 

January  22,  1957:  Suprapubic  cysto- 
stomy  was  done  with  electro-coagulation  of 
all  visible  tumor  tissue.  Some  of  this  tissue 
was  classified  as  Grade  III  transitional  cell 
carcinoma. 

June  25,  1957:  There  was  recurrence  of 
tumor,  especially  on  the  anterior  bladder 
wall,  only  a part  of  which  was  accessible 
to  cystoscopic  electro-coagulation.  Some  of 
this  tissue  was  examined  microscopically 
and  classified  as  Grade  I transitional  cell 
carcinoma. 

July  5,  1957:  A “radium  catheter”  was 
introduced  through  the  urethra  into  the 
bladder  and  allowed  to  remain  until  July  9 
when  it  was  removed.  On  July  23,  this 
maneuver  was  repeated,  the  catheter  being 
removed  on  July  27. 

January  8,  1958:  There  was  no  evidence 
of  any  tumor  recurrence  in  the  bladder. 
There  was  some  evidence  of  “radium  cys- 
titis.” However,  the  patient  was  singularly 
free  of  complaint  referable  to  his  bladder 
or  to  urination. 

Comment 

While  it  is  too  early  to  claim  a cure 
for  this  case,  W.  W.  Scott'  has  stated  that 
“it  would  seem  from  the  records  that  any 
patient  who  has  no  evidence  of  tumor  four 
years  or  more  after  operation  has  a fair 
chance  of  being  cured.” 

As  ureteral  tumors  metastasize  early,  it 
is  imperative  that  early  diagnosis  be  made. 
All  bleeding  from  the  urinary  tract  should 
have  adequate  evaluation.  Hydronephrosis 
in  individuals  over  50  years  is  always  sus- 
pect for  ureteral  tumor.  The  Papanicolaou 
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stain  of  the  urine  is  an  invaluable  aid  in 
diagnosis  in  early  cases.  Jarrett-  reported 
this  as  the  only  positive  finding  in  an  early 
transitional  cell  carcinoma  (Grade  II)  of 
the  left  ureter.  Complete  nephroureterec- 
tomy  was  done  in  November  1955,  and  this 
patient  is  alive  and  well  four  years  later. 

In  children  ureteral  tumors  are  exceed- 
ingly rare  and  when  they  do  occur  are  usu- 
ally benign.  Leader*  diagnosed  a ureteral 
tumor  in  a 12  year  old  boy.  The  “circle 
sign”  of  Nesbit  was  present  on  ureteral 
catheterization  and  at  operation  the  left 
kidney  was  found  to  be  normal.  One  centi- 
meter below  the  ureteropelvic  junction  the 
ureter  was  dilated  and  on  gentle  palpation 
thought  to  contain  a solid  tumor  mass.  A 
two  centimeter  segment  of  the  ureter  con- 
taining the  tumor  and  one  centimeter  of  the 
distal  renal  pelvis  was  resected  and  sub- 
mitted for  frozen  section.  The  tumor  proved 
to  be  a fibromatous  polyp. 


Summary 

1.  A case  of  malignant  papillary  carcino- 
ma of  the  left  ureter  is  reported  with 
no  evidence  of  recurrence  after  four 
years. 

2.  Recurrent  tumor  of  the  bladder  was 
observed  as  long  as  three  and  one  half 
years  after  removal  of  the  ureter  tumor. 

3.  The  Papanicolaou  stain  of  centrifugal- 
ized  urine  aids  in  detecting  early  malig- 
nant changes  in  the  urinary  tract. 

4.  Ureteral  tumors  in  children  are  usually 
benign. 

HKKKRENCES 

1.  Scott,  W.  W.:  Campl>ells  Urology,  Philadelphia,  W.  K. 
Saunders,  1954,  vol.  2,  p.  1031. 

2.  Jarrett,  H.  K.:  Delaware  Merl.  J.  27:144,  (July)  1955. 

3.  I..eader.  Al>el  J.:  Urologists’  I.^tter  Club,  (5^pteml)er) 

19.5H, 


(Cont.  from  page  319) 

child,  Coombs’  test  as  shown 
in  Table  II 

d.  Paroxysmal  cold  hemoglo- 
binuria (Note:  The  term 
paroxysmal  hemoglobinuria 
[some  authors  talk  of  “he- 
moglobinuria” instead  of 
paroxysmal  hemoglobinuria] 
refers  to  sudden  intravascu- 
lar hemolysis  followed  by 
hemoglobinemia  and  hemo- 
globinuria. Several  closely 
related  clinical  syndromes 
are  included  under  this 
heading,  i.e.,  paroxysmal 
cold  hemoglobinuria  in  lues, 
paroxysmal  nocturnal  hemo- 
globinuria, also  called  Mar- 
chiafava-Micheli  syndrome, 
March  hemoglobinuria,  cold 
hemoglobinuria  in  primary 
atypical  [viral]  pneumonia, 
and  on  rare  occasions  in 
other  viral  and  rickettsial  in- 
fections.) Paroxysmal  cold 
hemoglobinuria  is  an  uncom- 


mon disorder,  characterized 
by  sudden  passage  of  hemo- 
globin in  the  urine,  following 
local  or  general  exposure  to 
cold.  Aching  and  pain  in 
the  back,  legs  or  abdomen 
and  other  symptoms  of 
acute  hemolysis,  such  as 
chill,  fever  and  malaise,  are 
associated  with  the  passage 
of  dark  brownish  urine. 
Other  findings  are  those 
characteristic  of  acute  hemo- 
lysis. 

Summary  for  study  of  a patient  with  a 
hemolytic  disorder:  Hemolytic  anemia  can 
be  recognized  by  the  development  of  cer- 
tain symptoms  and  signs,  certain  changes 
in  the  blood  and  bone  marrow  and  char- 
acteristic alterations  in  hemoglobin  and 
bilirubin  metabolism  as  already  outlined. 
The  differentiation  of  the  various  hemo- 
lytic disorders  is  important  since  treatment 
depends  on  their  nature. 

End  of  Part  I 
(To  be  continued) 
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THE  HOMEOSTATIC  CONTROL  OF  THE  FEASTING 

BLOOD  SUGAR 

Edward  M.  Bohan,  M.D.* 


Medical  interest  in  the  feasting  blood 
sugar  has  increased  rapidly.  It  is  being 
used  to  some  degree  in  all  Wilmington  hos- 
pitals. On  the  metabolic  service  at  St.  Fran- 
cis Hospital  and  on  all  medical  non-diabetic 
patients  on  medical  service,  it  is  used  as  a 
routine  test  on  admission  of  the  patient. 

Sindoni'  originated  medical  literature  on 
the  subject  as  early  as  1939.  In  1946  he- 
published  material  on  a series  of  cases 
not  diabetic,  which  had  feasting  sugars  one- 
half  to  four  hours  after  a test  meal.  This 
test  meal  consisted  of  32  grams  of  protein, 
64  grams  of  fat  and  96  grams  of  carbo- 
hydrate. This  was  a breakfast-type  meal. 
At  no  time  following  the  meal  did  the  blood 
sugar  rise  above  normal. 

In  order  to  understand  this  phenomenon 
one  needs  to  think  in  terms  of  homeostasis 
of  the  glycemic  level  of  the  blood.  Soskin-^ 
describes  this  physiological  principle  in  a 
masterful  fashion. 

Many  writers'  -’  '’’''^  still  quote  the  feast- 
ing blood  sugar  at  a height  of  140  mgm.  to 
170  mgm.  per  100  cc.  of  blood  and  say  that 
the  physician  should  suspect  diabetes  if  the 
blood  sugar  exceeds  these  levels.  In  the 
first  place,  only  a person  with  deranged 
carbohydrate  metabolism  will  run  a sugar 
over  140  to  170  mgm.  per  100  cc.  of  blood. 
Secondly,  no  normal  person  will  exceed  120 
mgm.  feasting  at  any  hour  following  a meal. 

The  meal  tolerance  test  of  Sindoni*  does 
not  place  the  same  stress  on  the  homeo- 
static mechanism  of  blood  control  that  the 
50  or  100  grams  of  glucose  does.  There  is 
much  faster  ab.sorption  of  plain  glucose 
with  a rise  as  high  as  150  to  180  mgm.  per 
100  cc.  of  blood. 

^ Chief  of  Mehi!)oli.sm,  Director  of  Hesearch.  St.  Francis 
Hospital,  Wilminirton,  Delaware. 


The  meal  tolerance  does  not  cause  a rise 
this  high.  It  has  been  proven  to  be  not 
higher  than  120  mgm.  per  100  cc.  of  blood 
at  any  time  following  the  meal  by  the  ac- 
tual records  of  hundreds  of  cases  performed 
routinely  on  my  office  patients  and  hospital 
patients  known  to  be  non-diabetic. 

However,  if  the  patient  is  diabetic  the 
post-prandial  sugar  will  be  elevated  or  if  a 
temporary  derangement  of  carbohydrate 
m.etabolism  occurs,  as  in  coronary  throm- 
bosis, cerebral  vascular  accident  or  admin- 
istration of  intravenous  or  oral  glucose, 
then  the  feasting  sugar  will  be  elevated  but 
this  is  not  due  to  diabetes. 

This  knowledge  of  what  disturbs  the 
homeostatic  control  of  the  blood  sugar  en- 
ables us  to  use  the  feasting  sugar  as  a diag- 
nostic aid.  Any  blood  sugar  known  to  be 
laboratory  accurate  over  120  mgm.  per  100 
cc.  of  blood  should  be  investigated  for  the 
possibility  of  diabetes  mellitus. 

Is  the  post-prandial  capillary  sugar  ac- 
curate? Does  it  exceed  the  venous  sugar 
taken  at  the  same  time?  Evidently  there 
is  very  little  difference  between  the  capil- 
lary and  venous  results — vide  infra. 

Soskin’'  points  this  out  in  quoting  Cavett 
and  Seljeskog.  They  made  a comparison  of 
the  reaction  of  sugar  tolerance  curves  to  50 
grams  of  glucose  given  by  mouth.  Simul- 
taneous capillary  and  venous  testing  was 
performed  in  these  non-diabetic  subjects. 

The  capillary  curve  ran  very  slightly 
higher  than  the  venous  throughout  the  test 
but  both  venous  and  capillary  curves  were 
exactly  .similar  in  course  in  these  non- 
diabetic .subjects. 

Therefore,  it  can  be  assumed  that  capil- 
lary and  venous  blood  sugars  are  .so  identi- 
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cal  following  the  meal  tolerance  test  that 
the  results  can  he  interchanged  for  all  prac- 
tical purposes. 

More  data  on  capillary  feasting  sugars 
was  supplied  by  Orent-Keiles  and  Hallman'" 
who  estimated  capillary  sugars  on  this 
feasting  basis  in  1949.  They  gave  56  volun- 
teers eight  different  food  combinations, 
ranging  from  a cup  of  coffee  to  a breakfast 
containing  758  calories.  Capillary  blood 
sugars,  using  the  Folin-Micro  method,  were 
taken  at  one-half  to  three  hours  after  these 
various  types  of  meals.  Results  were  ob- 
tained at  one-half  hour  intervals. 

The  maximum  two-hour  rise  in  the  whole 
series  was  up  only  23  mgm.  from  the  fast- 
ing. In  other  words,  the  fasting  blood  sugar 
was  79,  and  the  feasting  blood  sugar,  102. 
This  was  the  maximum  single  rise,  not  the 
average.  The  average  of  the  whole  56  cases 
was  only  8 mgm.  above  the  fasting  level; 
exceeding  120  mgm.  feasting  on  one  occa- 
sion (127  mgm.  per  100  cc.  of  blood). 

In  May,  1951,  Ackerman  and  Bohan" 
published  a verification  of  Sindoni’s  orig- 
inal work. 

Gerber,  Bove,  and  Macy'-  at  the  Phila- 
delphia General  Hospital  also  have  substan- 
tiated the  above  findings  in  their  clinical 
work  and  writings. 

At  St.  Francis  Hospital,  we  have  picked 
for  this  paper  100  random  cases  of  2 hour 
post-prandial  sugars  on  known  non-diabet- 
ics. In  my  office,  I have  performed  post- 
prandial blood  sugars  as  a routine  check 
for  the  past  13  years.  The  results  of  the 
hospital  and  50  office  cases  are  in  the  table 
at  right. 

Believing  that  the  post-cibal  sugar  ex- 
ceeds 120  mgm.  in  non-diabetics  is,  there- 
fore, a medical  fallacy.  In  discussing  the 
culture  of  the  Middle  Ages,  Hayes  and 
Moon’"  noticed  that  there  was  a tendency 
for  medieval  scholars  to  derive  their  no- 
tions of  science  not  from  personal  observa- 
tion and  experiment,  but  from  books.  What 
our  teachers  have  taught  us,  we  are  inclined 
to  believe.  Respect  for  teachers  we  must 
have,  but  all  is  not  verity  in  the  classroom 
or  lecture  hall.  One  must  sift  the  grains  of 
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Veii:>us  method 

sand  to  find  the  gold.  Search  for  truth  then 
becomes  research. 

Sindoni  emphasized  in  1939”  that  “It  is 
most  important  to  examine  the  blood  for 
sugar  because  of  the  significance  and  ac- 
curacy of  the  information  it  gives,  as  to  the 
true  state  of  the  diabetes.  Urine  sugar  con- 
trol of  diabetes  is  inaccurate,  because  it 
depends  on  the  renal  threshold  wh’ch  varies 
with  many  factors.”  If  this  is  true,  and  the 
evidence  supplied  by  Sindoni  is  great,  then 
one  should  use  the  blood  sugar  more  often 
as  a control  in  the  management  of  diabetics. 

Knowing  the  feasting  sugar  level  of  120 
mgm.  per  100  cc.  of  blood  is  top  normal, 
then  one  may  use  the  fasting  and  feasting 
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sugar  for  the  control  of  diabetes.  The  feast- 
ing sugar  also  may  be  used  as  a more  accu- 
rate method  of  diagnosis.’’^ 

Capillary  sugars  can  be  used  for  diagnosis 
and  treatment  in  the  office,  in  the  patient’s 
home  or  in  the  hospital.  Capillary  screen- 
ing sugars  can  be  performed  on  the  hospital 
floor  if  one  wishes  to  use  a kit.  This  is  good 
for  an  eight-minute  bedside  level.  While  it 
does  not  give  the  exact  reading,  it  enables 
the  nurse  and  doctor  to  intelligently  avoid 
extremes  of  glycemia  while  a patient  is 
under  treatment  for  acidosis,  coma  or  simp- 
ly stabilization. 

Summary 

1.  The  feasting  blood  sugar  in  the  non- 
diabetic does  not  exceed  the  fasting  at 
any  time  after  an  average  meal. 

2.  The  homeostatic  regulation  of  the  feast- 
ing blood  sugar  is  dependent  on  the 
liver.  This  organ  pours  sugar  into  the 
blood  prior  to  the  administration  of 
food.  It  then  apparently  ceases  to  do 
so  when  food  is  given  and  starts  to  store 
sugar. 

3.  Therefore,  the  feasting  blood  sugar 
never  rises  above  the  top  fasting  level 
of  120  mgm.  in  the  non-diabetic. 

4.  Capillary  sugars  seem  to  vary  slightly 
from  venous  sugars.  One  wonders 
whether  they  might  be  used  inter- 
changeably in  diagnosis  and  treatment 
of  diabetes  mellitus. 

5.  Sindoni  originated  the  feasting-sugar 
normal  level.  After  13  years’  observa- 
tion of  his  work,  and  that  of  Gerber, 
Bove,  and  Macy,  I am  convinced  of  the 
feasting  sugar  level  described  above. 


6.  150  cases  of  feasting  sugars  on  hospital 
and  office  non-diabetic  patients  are 
quoted  by  the  author.  The  maximum 
venous  sugar  reached  123  mgm.  per  100 
cc.  of  blood  on  only  one  occasion.  The 
average  was  well  below  120  mgm.  per 
100  cc.  of  blood. 

7.  A feasting  venous  sugar  over  120  mgm. 
per  100  cc.  of  blood  should  be  consid- 
ered diabetic  unless  proven  otherwise. 
Joining  this  knowledge  with  a family 
history  of  diabetes  and  a glucose  toler- 
ance test  will  result  in  more  accurate 
diagnosis  of  diabetes  mellitus. 
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SERVICE  ABOVE  SELF 


On  October  31st  a man  died  in  the  city 
of  Wilmington.  This  man  probably  was  not 
known  by  name  to  other  than  a few  mem- 
bers of  the  medical  profession.  His  works,  on 
the  other  hand,  were  known  to  most  of  us. 

This  man  had  retired  as  a grocer  more 
than  ten  years  ago  because  of  his  health. 
He  had  suffered  a severe  heart  attack  many 
years  ago  and  his  physicians  had  advised 
him  that  he  must  limit  his  activity  strictly 
if  he  were  to  survive.  Following  his  heart 
attack,  he  had  severe  bouts  of  angina  which 
were  brought  on  by  the  slightest  exertion. 
Despite  this,  he  devoted  two  days  a week, 
without  compensation,  to  helping  patients 
at  the  Veterans  Hospital.  We  all  know  the 
Gray  Ladies  of  the  American  Red  Cross. 
This  man  was  the  only  male  Gray  Lady  in 


the  State  of  Delaware.  He  instructed  pa- 
tients in  certain  crafts  such  as  belt  weav- 
ing as  a form  of  diversion  during  their 
convalescence.  Far  more  important  than 
this,  however,  was  the  manner  in  which  he 
imparted  his  optimistic  philosophy  to  all 
those  with  whom  he  came  in  contact.  Three 
years  ago  he  suffered  a thrombo-embolic 
accident  to  one  of  his  major  blood  vessels. 
This  did  not  stop  his  activity  except  for  a 
brief  time.  Over  the  past  twelve  years,  he 
kept  up  this  program  by  spending  a day 
in  bed  after  each  visit  to  the  hospital. 

Jim  Arieff  will  be  greatly  missed  by  the 
few  of  us  who  knew  him  personally;  his 
good  w'orks  will  be  missed  by  many  who 
knew  only  his  results.  • 


MEDICAL 

A physician  could  be  one  of  the  best 
trained  men  in  the  world  and  yet  be  in- 
effective because  he  is  unable  to  transmit 
his  thoughts  to  others. 

The  Graduate  School  of  Medicine  of  the 
University  of  Pennsylvania  has  been  train- 
ing physicians  in  the  different  specialties 
for  about  forty  years.  In  1958,  a course  in 
medical  writing  was  presented  to  a small 
group  of  these  students  as  an  experiment 
to  determine  how  well  such  a course  would 
be  received.  The  response  from  the  students 
was  enthusiastic  and  there  is  no  doubt  but 
that  the  graduate  student  physicians  will 
henceforth  demand  instruction  in  this  val- 
uable field. 

Many  of  the  internes  and  residents  in 
our  hospitals  in  Delaware  are  training  them- 
selves for  a field  of  specialization.  It  is  im- 


WRITING 

portant  to  them  that  they  learn  how  to 
properly  express  their  thoughts  to  others. 
Practice  is  an  excellent  teacher  and  the 
State  Medical  Journal  is  an  excellent  medi- 
um in  which  the  young  physician  may  gain 
experience  in  medical  writing.  His  paper 
not  only  will  be  considered  by  a group  of 
physicians  in  regard  to  the  technical  con- 
tent but,  if  accepted  for  publication,  it  will 
be  edited  by  a professional  medical  writer. 
This  can  be  extremely  valuable  to  a begin- 
ner who,  seeing  his  own  work  corrected  and 
rewritten,  will  gain  valuable  experience. 

There  is  not  a hospital  in  the  state  that 
does  not  have  a number  of  cases  that  are 
worthy  of  publication  in  a state  journal. 
It  is  up  to  the  senior  members  of  each  staff 
to  guide  the  younger  men  in  this  important 
part  of  their  training. 
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MAJOR  MEDICAL  MEETINGS  IN  DELAWARE 


Standing  Schedule 


Beehe  Hospital 

General 

Staff 

2nd  Friday 

Monthly 

Delaware  Hospital 

General 

Staff 

2nd  Tuesday 

Feh.,  May,  Sept.,  Dec. 

Kent  General  Hospital 

General 

Staff 

3rd  Tuesday 

Monthly 

Memorial  Hospital 

General 

Staff 

2nd  Tu^day 

Jan.,  March,  June,  Oct. 

(Wilmington) 

Milford  Memorial  Hospital 

General 

Staff 

2nd  and  last  Tuesdays 

Monthly 

Nanticoke  Memorial  Hospital 

General 

Staff 

1st  Thursday 

Monthly 

St.  Francis  Hospital 

General 

Staff 

4th  Tuesday 

March,  May,  Oct. 

1st  Tuesday 

December 

Wilmington  General  Hospital 

General 

Staff 

4th  Tuesday 

Jan.,  April,  Sept.,  Nov. 

Kent  County  Medical  Society 

Monthly  Meeting 

3rd  Tuesday 

September  - June 

New  Castle  County  Medical 

Monthly  Meeting 

3rd  Tuesday 

September  - June 

Society 

Sussex  County  Medical  Society 

Monthly  Meeting 

2nd  Thursday 

September,  June 

Delaware  Academy  of 

Monthly  Meeting 

1st  Tuesday 

September  - June 

General  Practice 

Delaware  Pathology  Society 

Weekly  Meeting 

Each  Friday 

Special  Schedule 

Medical  Society  of  Delaware 
Medical  Society  of  Delaware 

Premature  Institute 
Medico-Legal  Symposium 

A.  I.  du  Pont  Institute 

December  3,  1958 
Februarv  22,  1959 

Medical  Society  of  Delaware 

Annual  Meeting 

Academy  of  Medicine 

October  14-15,  1959 

American  Medical  Association 

Annual  Meeting 

Atlantic  City,  N.  J. 

June  8-12,  1959 

Delaware  Academy  of 

Annual  Meeting 

Kent  Manor  Inn 

December  6,  1958 

General  Practice 

Delaware  Academy  of  Medicine 

Building  Dedication 

Academy  of  Medicine 

October  14,  1959 

Delaware  Health  Forum 

“Headaches” 

P.  S.  du  Pont  School 

November  25,  1958 

Delaware  Health  Forum 

“Emotional  Development  and 
Disturbances  of  Childhood” 

P.  S.  du  Pont  School 

February  24,  1959 

Delaware  Health  Forum 

“Life  Stress  and  Bodily 
Disease” 

P.  S.  du  Pont  School 

March  24,  1959 

Delaware  Division,  American 
Cancer  Society 

Annual 

Meeting 

October  22,  1959 

Delaware  Chapter,  American 
Heart  Association 

Annual 

Meeting 

May  19,  1959 

Mental  Health  Association 
of  Delaware 

Annual 

Meeting 

April  30.  1959 

'I'he  Journal  will  ho  pleased  to  receive  notice  of  major  medical  meetings  in  this  area  for  inclusion  in  this  schedul 
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when  psychic 
symptoms 
distort  the  picture 


Dartal  helps  the  patient  reintegrate  his  mental  processes 

In  everyday  office  practice  as  well  as  under  hospital  conditions 
Dartal  is  consistent  in  its  effects  as  few  tranquilizers  are. 

Dartal  promotes  emotional  balance 

Dartal  effectively  decreases  or  relieves  emotional  hyper- 
activity and  psychomotor  excitement. 

Dartal  is  unusually  safe 

At  a recent  symposium,  leading  hepatologists*  concluded  that 
Dartal  is  not  icterogenic  or  hepatotoxic. 

Dartal  is  effective  at  low  dosage 

One  2-mg.  tablet  q.i.d.  or  one  5-mg.  tablet  t.i.d.  in  neuroses; 
one  10-mg.  tablet  t.i.d.  in  psychoses. 


a superior  psychochemical 
for  the  management  of  both  major  and 
minor  emotional  disturbances 

rtal 

dihydrochloride  brand  of  thiopropazate  dihydrochloride 


A Symposium  on  the  Pharmacologic  Effects  of  Dartal  on  the  Liver,  Chicago,  Searle  Research  Laboratories,  Feb.  7,  1958. 
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intranasal  synergism 


ANTIBACTERIAL 

Neomycin  (sulfate) 
1 mg./cc. 

(equivalent  to 
0.6  mg.  neomycin 
base/cc.) 

Polymyxin  B 
(as  sulfate) 

3000  u/cc. 


LABORATORIES 

NEW  YORK  10.  N.  Y. 


POTENTIATED  ACTION  for 

better  clinical  results 

COLDS 

SINUSITIS 


Blosynephrlne 

^ I TRADEMAF 

I 15  cc.  U 


DECONGESTIVE 

Neo-Synephrine®  HCl  0.5% 

ANTI-INFLAMMATORY 

Hydrocortisone  0.02% 

ANTI-ALLERGIC 

Thenfadil®  HCl  0.05% 


Convenient  plastic, 
unbreakable  squeeze  bottle. 
Leakproof,  delivers 
a fine  mist. 


Nao-Synephrine  (brand  of 
phenylaphrina)  and  Thenfadil 
(brond  of  fhenyldiomtna), 
trodemorkt  rag.  U.S.  Pot.  Off. 


ALLERGIC  RHINITIS 


more  potent  and  comprehensive 
treatment  than  salicylate  alone 

. . . assured  anti-inflammatory 
effect  of  low-dosage  corticosteroid ' 

. . . additive  antirheumatic  action 
of  corticosteroid  plus  salicylate 

brings  rapid  pain  relief; 
aids  restoration  of  function 
more  easily  manageable  corticosteroid  dosage 
. . . much  less  likelihood  of 
treatment-interrupting  side  effects 


Composition 

Meticorten®  (prednisone)  ..  0.75  mg. 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg. 

Packaging:  Sigmagen ©Tablets,  bottles 
of  100  and  1000. 

References:  1.  Spies,  T.  D.,  et  al.: 
J.A.M.A.  159:645,  1955.  2.  Spies,  T.  D„ 
et  al.:  Postgrad.  Med.  17:1,  1955.  3. 
Gelli,  G.,  and  Della  Santa,  L.:  Minerva 
Pediat.  7:1456,  1955,  4.  Guerra,  F.: 
Fed.  Proc.  12:326,  1953.  5.  Busse, 
E.  A.:  Clin.  Med.  2:1105,  1955.  6. 
Sticker,  R.  B.;  Panel  Discussion,  Ohio 
State  M.  J.  52:1037,  1956. 

Complete  information  on  the  use  of 
SiGMAGEN  available  on  request. 


SCHERING  CORPORATION  • BLOOMFIELD.  N.  J. 


there’s  pain 
and  inflammation  here, 
it  could  be  mild  or 
severe,  acute  or  chronic, 
primary  or  f^condary  fibrositis 
or  even  early 
jrheumatoid  arthritis 


corticoid'Salicylate  compouncf- 


Faster  rehabilitation  in 

^ 


Joint  Inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders— and  MEPROLONE  is  the  one 
agent  that  treats  both. 


MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide g reater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antlrheu- 
matic-antlarthrltic  agent. 


MEPROLONE-2  Is  Indicated  In  cases  of  severe 
Involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  Its  muscle-relaxant 
action.  When  involvement  Is  only  moderately 
severe  or  mild,  MEPROLONE -1  may  be  Indicated. 


SUPPLIED:  Multiple  Compressed  Tablets  In 
three  formulas  : MEPROLONE-2— 2.0  mg.  pred- 
nisolone. 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  100). 
MEPROLONE-1  supplies  l.o  mg.  prednisolone 
in  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  100).  MEPROLONE-5— 5.0  mg,  predniso- 
lone, 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  get  (bottles  of  30). 


1 


I 


MERCK  SHARP  & DOHME  Division  oIMERCKACO..  me.,  Philadelphia!,  Pa. 


I 


Rheumatoid  Arthritis 


HE  FIRST  meprobamate. PREDNISOUONE  THERAPY 


! 


Therefore,  MEPROLONE  does 
more  than  any  single  agent  to 
help  the  physician  shorten  the 
time  between  disability  and 
employability. 


MEPROLONE  fg  a trade-mark  of  Merck  & Co.,  Inc. 


I b iV 

MEPROLONE  Is  the  one 
antirheumatic-antiarthritic  that 
exerts  a simultaneous  action  to 
relax  muscles  in  spasm  and 
to  suppress  Joint  inflammation... 
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ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDASE' 

STRtPTOKINASE-STREPTOOORNASf  LECERIE 


PROTECTION  AGAINST  LOSS  OF  IN- 
COME FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment 
Book  sent  to  you  FREE  upon  request. 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


LEDERLE  LABORATORIES,  i Division  ol  AULRICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 
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For  dietary  management  of  serum  cholesterol . . , 

Mazola*  Corn  Oil 


^^BUSP00HF^1L  of ! 
Provides  approxi 

acid 


UINOLE'C 

NatS  tocopherois 


Please  use  this  coupon  for  ordering:  •|P' 


Medical  Department 

Corn  Products  Company 

17  Battery  Place,  New  York  4,  N.  Y. 

Please  send  me  a free  copy  of  your  latest  reference  book, 
"Unsaturated  Fats  and  Serum  Cholesterol.” 


. . . a natural  food  and  the  only  readily  avail- 
able vegetable  oil  made  from  golden  corn 


EASY  AND  PLEASANT 
TO  ADMINISTER 

Mazola  Corn  Oil,  a highly  palat- 
able natural  food,  can  easily  be 
included  as  part  of  the  everyday 
meals... simply  and  without  seri- 
ously disturbing  the  patient’s 
usual  eating  habits. 

EFFECTIVE 

Extensive  recent  clinical  findings 
now  show  that  serum  cholesterol 
levels  tend  to  be  lower  when  an 
adequate  amount  of  Mazola  Corn 
Oil  is  part  of  the  daily  meals . . . 
high  levels  are  lowered . . . normal 
levels  remain  normal. 


PREFERRED 

Nutrition  authorities  commonly 
recommend  that  from  one-third 
to  one-half  of  the  total  fat  intake 
should  be  of  the  unsaturated  type, 
whenever  serum  cholesterol  con- 
trol is  a problem.  The  high  con- 
tent of  important  unsaturated 
fatty  acids  in  Mazola,  plus  its 
other  desirable  characteristics, 
make  it  the  oil  of  choice. 

UNMATCHED  QUALITY 

A superlative  cooking  oil,  a de- 
licious salad  oil,  clear,  bland  and 
odorless  . . . adequate  amounts  of 
Mazola  can  be  eaten  daily  as  a 
natural  food  in  a wide  variety  of 
salad  dressings  as  well  as  in 
cooked,  fried  and  baked  foods. 


LATEST  LITERATURE 
REVIEW 


''Unsaturated  Fats 
and  Serum  Cholesterol” 


. . . rich  in  important  unsaturated  fatty  acids, 
contains  56%  linoleic  acid 


goldenJlQlilJ 


A comprehensive  review  of  recent  research  findings  and 
current  concepts.  This  book  covers  the  following  subjects. 

1.  The  occurrence  and  behavior  of  cholesterol  in  the 
human  body. 

2.  The  effect  of  different  dietary  fats  on  serum  cholesterol 
levels. 

3.  The  nature  of  the  active  components  in  vegetable  oils. 

4.  Suggestions  for  practical  diets.  » S— T* 

Prepared  as  a special  service  for  Physicians  by  Corn  Prodncis  Co.  *♦«,,** 


Name 

Address 

City Zone State 

Technical  Pamphlet,  "Facts  about  MAZOLA  Corn  Oil,"  also  available. 
Provides  technical  information  on  chemical  and  physical  properties. 
Check  here  if  you  v»ish  a copy  of  this  pamphlet.  | I 


In  potentially 
serious 
infections . . 


♦J" 


-Jti 


new! 


»phate  plus'Aibamycin*'' 


road-spectrui^ 
||ibiotic 
first  resort 


fective  against  more 
lan  30  common  pathogens, 
fen  including 
isistant  staphylococci. 


.■Bt; 

bottles  of  16  and  100 
Siile  contains: 

(tetracycline  phosphate 
ijBte^nt  to  tetracycline  hydro- 

250  mg. 

|(m  novobiocin  sodium). . .125  mg. 

KM  ft  Flavored  Granules.  When 
is  added  to  Nil  the  bottle, 

I (S  cc.)  contains: 

Cline)  equivalent  to  tetra- 

125  mg. 

|Cna  novobiocin  calcium).  .62.5  mg. 
] (Mlaphosphatc  100  mg. 

I dosage  is  2 capsules  q.Ld. 
anules 

: of  moderately  acute  infec- 
> and  children,  the  recom- 
is  1 teaspoonful  per  15  to 
•eight  per  day,  administered 
doses.  Severe  or  prolonged 
!•  higher  doses.  Dosage  for 
idtMspoonfuls  3 or  4 tiroes  daily, 
type  and  severity  of  the  in- 


bi  - 


i ^ • "'A 

? S 
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cough  sedative  / antihistamine  / expectorant 

• relieves  cough  and  related  symptoms  in  15-20  minutes 

• effective  for  6 hours  or  longer  • promotes  expectoration 

• rarely  constipates  • cherry-flavored 

Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate  5 mg.  I 

(Warning:  May  be  habit-forming)  V 6.5  mg. 

Homatropine  Methylbromide  1.5  mg. / 

Pyrilamine  Maleate 12.5  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate  85  mg. 


k 
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Unusual  Antibacterial  and  Anti-infective  Properties — More  soluble  in  acid  urine' . . . higher  and 
Vtter  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.* 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.* 

Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm,  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYHEX-WHEREVER  SULFA  THERAPY  IS  IHDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  (7J4  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz, 

references : 

1 Grteble.  H.G.,  and  Jackson,  G.G.:  Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J,  Med, 
256:1-7.  1956 

2.  Edltornl:  Seie  England  J.  Med.  258:48-49,  1958. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
*Reg  U.  S.  Pat.  Off. 


■■i  The  highest  levels 
of  Filmtab  Com- 
pocillin-VK. 

■ ■ The  median  levels 
of  Filmtab  Com- 
pocillin-VK. 

Note  the  high  upper  levels 
and  averages  at  ‘/z  hour, 
and  at  1 hour. 

Doses  of  400,000  units 
were  administered  before 
mealtime  to  40  subjects 
involved  in  this  study. 


hours 


1 


the  higher 

blood  levels  of 
potassium 

penicillin  V 


potassium  penicillin  V 


IN  FILM  TABS, 

Compocillin-VK  comes  in 
125  mg.  (200,000  units), 
bottles  of  50  and  100,  and 
in  250  mg.  (400,000  units), 
bottles  of  25  and  100. 

FOR  ORAL  SOLUTION, 

Compocillin-VK  comes  in^ 
dry  granules  for  easy  recon- 
stitution  with  water.  Cherry. 

flavored,  the  granules  are  in 
40-cc.  and  80-cc.  bottles.  Each 
5-cc.  teaspoonful  represents 
125  mg.  (200,000  units)  of- 
potassium  penicillin  V. 
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ATOWC  0E«MATmS  * ECZEMAS  - SEEORRHEA  • ANOEENITAL  ERUEITUS  . DERMATITiS  VENENATA  • PSORJASJS 


PERFORMANCE  WITH 


GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


JL  All  CREAM 

Hydrocortisone  0.5%  and  Special  Coal  Tar  Extract  i 
CTARBONIS®)  in  a greaseless,  stainless  vanishing  crei 


AH  AA>J  ointment 

Hydrocortisone  0.5%,  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TARBONIS)  in  an  okttment  base. 


1.  Welsh,  A.  L.,  and  Ede,  M.:  J.A.M.A.  76<?:158,  1958. 

2.  Bleiberg.  J.:  J.M.  Soc.  New  Jersey  5J:37,  1956. 

3.  Abrams,  B.  P.,  and  Shaw.  C.:  Clin.  Med,  J:839,  1956. 

4.  Bleiberg,  J.:  Am.  Practitioner  .y;1404,  1957. 

6.  Clyman,  S.  O.:  Postgrad.  Me*l.  i?l:309,  195i. 

REED  A CARN  R ICK  / Jersey  City  6.  New  Jersey 


f " NEW!  TARCb  Lof  ibN 

I excellent  for  loslonB  of  hoad  and  hands 
I Sdpfued:  plastic  squeeze  bottles,  % oz. 


IN  OFFICE  SURGERYt 


Xylocaine  is  routinely  fast,  profound  and  well  to! 
erated.  Its  extended  duration  insures  greater 
postoperative  comfort  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


ELECTIVE  AND  TRAUMATIC 

use 


XYLOCAINE®  HCI  SOLUTION 

(brand  of  lioocaina*) 

as  a local  or  topical  anesthetic 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


'u  S-  PAT.  NO.  2,441.400 


MADE  IN  U S A- 
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when  you  treat  hypertensive  patients 

>uble  duty  RAUDIXIN 


double  duty  ■ I 1 1 H 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina 

is  the  solid  base  line  for  successful  therapy 


RAUDIXIN  ..."is  the  best  symptom  reliever."* 


In  mild  to  moderate  cases,  Raudixin  is  frequently  sufficient. 

Base  line  therapy  with  Raudixin  permits  lower  dosage  of  more  toxic  agents. 
The  incidence  and  side  effects  of  these  agents  are  minimized.  Diuretics  often 
potentiate  the  antihypertensive  effect  of  Raudixin. 

•Fmnerty,  f.  A.  Jr.!  New  rork  Stale  J.  Med.  57:29S7  (Sept.  IS)  1957. 

Squibb  Quality— the  Priceless  Ingredient 

'lUgOniN**  IS  A SOgiBB  TRADCMARK 


Squibb 


Raudixin  helps 
you  relieve 
pressures  on 
your  patients 

Raudixin  “relieves 
anxiety  and  tension, 
particularly  the 
tension  headache 
of  the  mild 
hypertensive  patient, 
better  than 
any  other  drug.”* 


Raudixin  helps 
you  relieve 
pressures  in 
your  patients 

Raudixin  “lowers 
blood  pressure  and  slows 
the  pulse  rate  much 
more  efficiently  than  the 
barbiturates. ...  It  is  not 
habit-forming  and  is 
sjTiergistic  with  all  other 
known  hypotensive  drugs.”* 


*Trftdemark 

®R«gisterod  Trademark  for  Tridihexethyl  Iodide  Lederie 
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Th  PoMi  ..  .give  real  relief: 


A.RC.'""Demeror 

IjoJMi 


D(M£/: 

1 or  2 tablets. 
Narcotic  blank  required. 

Potentiated  Pain  Relief 

WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 


Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  (2 Va  grains) 

Caffeine  30  mg.  (Va  grain) 


Demerol  hydrochloride  30  mg.  (Va  grain) 


FRAIM’S  DAIRIES 

-J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


PATRONIZE 

THE 

ADVERTISERS 


1. Meprobamate  is  more  widely  prescribed  than  any 
other  tranquilizer.  Source;  Independent  research 
organization;  name  on  request. 
2.  Baird.  H.  W..  Hi ; A comparison  of  Meprospan 
(sustained  action  meprobamate  capsule)  with  other 
tranquilizing  and  relaxing  agents  in  children. 

Submitted  for  publication.  1958. 


Two  capsules  on  arising  last  all  day 
Two  capsules  at  bedtime  last  all  night 
relieve  nervous  tension  on  a sustained 
basis,  without  between-dose  interruption 
*^The  administration  of  meprobamate  in 
sustained  action  form  [Meprospan'\  produced 
a more  uniform  and  sustained  action . . . 
these  capsules  offer  effectiveness  at 
reduced  dosage”^ 


Dosage:  2 Meprospan  capsules  q.  12  h. 

Supplied:  200  mg.  capsules,  bottles  of  30. 

Literature  and  samples  on  request  ^^WALLACE  LABORATORIES,  New  Brunsmck,  N.  J. 

loho  discovered  and  introdveed  Miltown® 


«OC-MARK  CMC*79Z» 


"Much  bette: 


hank  you,  doctor 


COSA-TETRACYN 

GLUCOSAMINE-POTENTIATED  TETRACYCLINE 


CAPSUI-ES 

(black  and  white) 
250  mg.,  125  mg. 


ORAL  SUSPENSION 

(orange-flavored) 

125  mg.  per  tsp.  (5  cc.),  2 oz.  bottle 


NEW!  PEDIATRIC  DROPS 

(orange-flavored)  5 mg.  per  drop, 
calibrated  dropper,  10  cc.  bottle 


Proven  in  research 

1 . Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 

And  now  in  practice 


COSA-TETRACYDIN* 

glucosamine-potentiated  tetracycline  — analgesic  — 
antihistamine  compound 

For  relief  of  symptoms  and  malaise  of  the  common 
cold  and  prevention  of  secondary  complications 

CAPSULES  (black  and  orange)  Each  capsule  contains: 
Cosa-Tetracyn  125  mg.  • phenacetin  120  mg.  • caffeine 
30  mg.  • salicylamide  150  mg.  • buclizine  HCl  15  nig. 


for  the  world's  well-being  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  and  Co.,  Inc.  Brooklyn  6,  New  York 


4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 


;a-tetrastatin‘ 


kamine-potentiated  tetracycline  with  nystatin 

bacterial  plus  added  protection  against 
|lial  superinfection 

(ULES  (black  and  pink)  250  mg.  Cosa-Tetracyn 
250,000  u.  nystatin) 

SUSPENSION  125  mg.  per  tsp.  (5  cc.)  Cosa- 
Icyn  (with  125,000  u.  nystatin) , 2 oz.  bottle 


^^ENCES:  1.  Carlozzi,  M.:  Ant.  Med.  & Clin.  Therapy  5: 146  (Feb.)  1958.  2.  Welch,  H.;  Wright,  W.  W.,  and  Staffa,  A.  W.: 
itMed.  & Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and  Bartlett,  G.  R.:  Glucosamine  and  Leukemia.  Proc.  Soc. 
<I Biol.  & Med.  84:41,  1953.  4.  Shalowitz,  M.:  Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June) 
‘5  6.  Cornbleet,  T.;  Chesrow,  E.,  and  Barsky,  S.:  Ant.  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis.  A., 
•rbrd,  J.,  and  Bradley,  W.:  Ant.  Med.  & Clin.  Therapy  5:322  (May)  1958.  8.  Harris,  H.:  Clin.  Rev.  1:15  (July)  1958. 


'Trademark 


November,  1958 


liv 


Delaware  State  Medical  Journal 

new  3 -way 
build-up  for 
the  under  par 
child . . . 


Improve  appetite  and  energy 

with  ample  amounts  of  vitamins  — B,,  Be,  B«. 


strengthen  bodies  with  needed  protein 

Through  the  action  of  1-Lysine,  cereal  and 
other  low-grade  protein  foods  are  up-graded 
to  maximum  growth  potential. 


discourage  nutritional  anemia 

with  iron  in  the  well-tolerated  form  of 
ferric  pyrophosphate. ..plus  sorbitol  for 
enhanced  absorption  of  both  iron  and  B,2. 


new 


Lyslne-Vitamlns 


WITH  IRON  SYRUP 


delicious 
cherry  flavor- 
no  unpleasant 
aftertaste 


Average  dosage  Is  1 teaspoonful  daily.  Available  In  bottles  of  4 and  16  fl.  oz. 
Each  teaspoonful  (B  cc.)  contains: 


1-Lysine  HCI soo  mg. 

Vitamin  Bia  Crystalline 5B  mcgm. 

Thiamine  HCI  iBi) tO  mg. 

Pyridoxino  HCI  (Be) B mg. 

Ferric  Pyrophosphate  (Soluble) 2B0  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Sorbitol 3.B  Qm. 


LEDCRLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

♦Reg.  U.  S.  Pat.  Off.  ' 


or  any  rheumatic 


more  potent  and  comprehensive  treatment  than  salicylate  alone 


...assured  anti-inflammatory  effect  of  low-dosage  corticosteroid^ 

. ..additive  antirheumatic  action  of  corticosteroid  plus 
salicylate^'^  brings  rapid  pain  relief;  aids  restoration  of  function 
more  easily  manageable  corticosteroid  dosage 
...greater  assurance  of  safer,  uninterrupted  course  of  treatment^  ^ 
Write  for  complete  bibliography. 

Schering  Corporation,  Bloomfield,  New  lersey 


<—^/u 


SO.J-078 


CHLOROTHIAZIDE 


BECKER,  M.  C.,  Simon,  F.  and  Bernstein,  A.:  J.  Newark  Beth  Israel  Hosp. 

9:58  (January)  1958. 

“On  chlorothiazide  the  response  was  striking  with  . . . improvement  in  cardiac 

status  and  loss  of  toxic  symptomatology One  of  the  most  important  effects 

of  the  potent  oral  diuretic  was  the  smooth  continuous  diuresis.  There  was  less 
fluctuation  in  the  weight . . . marked  diminution  in  the  number  of  acute 
episodes  of  congestive  heart  failure  such  as  paroxysmal  dyspnea  and 

pulmonary  edema [DIURIL]  appeared  as  potent  a diuretic  as  parenteral 

mercurials  and  indeed  in  some  patients  it  was  effective  when  parenteral 

mercurials  failed We  have  encountered  no  patient  who  once  responsive  to 

chlorothiazide  later  developed  resistance  to  it.” 

DOSAGE:  one  or  two  500  mg.  tablets  DiURiL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  l,  Pa.  (flg 


Hyie 

markedly  relieves 

pulmonary 

edema 


ANT  INDICATION  FOR  DIURESIS  IS  AN  INDICATION 


FOR  DIURIL 


I 
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? MB -200 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


Also  available  as 

PM&-40Q  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


Supply: 


No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB~400 
bottles  of  60  and  500. 


'Tremarin^^  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


AYERST  LABORATORIES  • New  York  16,  New  York  • Montreal,  Canada 

*’Premarln®“  conjugated  estrogens  (equine)  Meprobamate  licensed  under  U.S.  Pat.  No.  2,724,720 


Eojk.’UoipimLjJi  (4cc.)  uw&mm  : 


CowhlMU) 

© 


CJtrai  Antitussive  Effect  — mild,  dependable 
Topical  Decongestion  - prompt,  prolongecHH 


1 


istamnic  and  Expectorant  Action 


LABORATORIES 


SYNEPHRICOL* 

ANTITUSSIVE  . DECONGESTANT  • A N T I H I ST A M I N I C 


CXCMPJ  NARCOTIC 
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whenever 

he 

starts 

to 


Delectavites 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


There’s  nothing  easier  to  give 
or  take- 

than  Delectavites. 

A real  treat . . . 

the  children’s  favorite . . . 

tops  with  adults,  too. 


Each  nuggel  contains: 

Vitamin  A 5.000  Unlts^ 

ViUmin  D 1.000  Units* 

ViUmin  < ...75  mg. 

Vitamin  E . 2 Unitst 

Vitamin  8-1 — ^..2.5  mg. 

Vitamin  B-2 .2.5  mg. 

Vitamin  1 nig. 

Vitamin  8-12  Activity .3  meg. 

Panthenel 5 mg. 

Nicotinamide — 20  mg. 

Folic  Acid _....0  l mg. 

Biotin 30  meg. 

Rutin 12  mg. 

Calcium  Carbonate 125  mg. 

Boron 0-1  mg. 

Cobalt 0.1  mg. 

Fluorine 0.1  mg. 

Iodine - 0.2  mg. 

Magnesium 3.0  mg. 

Manganese 1-0  mg. 

Molybdenum 1.0  mg. 

Potassium  2.5  mg. 


WHITE  LABORATORIES,  INC, 
KENILWORTH,  N.J. 


Dose:  One  Nugget  per  day 
Supplied  eoies  of  30*«ne 
month's  supply 
Boxes  of  90— three 
months'  supply  or 
family  package. 
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CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

OERMATITIS? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDAS 

SIREPIOKIHASl-STRiPIOOORNASf  UDERL 


LEDERLE  LABORATORIES,  a Oiviiion  ol  AMERICAN  CYANAMID  COMPANY, 
Pearl  River.  New  York 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


BAYNARD  BUILDING  MEDICAL  CENTER 

5rh  & Market  Sts.  1003  Delaware  Avenue 

Wilmington,  Delaware 


We  maintain 

prompt  city-wide 
delivery  service 
for  prescriptions. 


CAPPEAU’S,  INC. 

PHARMACISTS 
Wilmington,  Del. 


AS  NEAR  AS  YOUR  TELEPHONE 

Ferris  Rd.  & 

Delawore  Ave.  W.  Gilpin  Drive 

& Dupont  St.  Willow  Run 

Dial  OL  6-8537  WY  4-3701 
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which  patients 
with  noncalciilous 
gallbladder 
disease 

should  undergo 
surgery? 


Essentially  those  who  are  not 
relieved  by  a prolonged  trial 
period  of  medical  management. 
5o«rce— Lichtenstein,  M.  E.:  GP 
;6:114  (Oct.)  1957. 


for  medical,  preoperative, 
postoperative  management 
of  biliary  disorders 


“therapeutic  bile 

DECHOLirand 
DECHOLIN  SODIUM^ 


corrects  biliary  stasis 


Hydrocholeresis  with  Decholin 
produces  abundant,  thin,  free- 
flowing,  therapeutic  bile.  This 
flushes  thickened  bile,  mucous 
plugs  and  debris  from  the  bili- 
ary tract. 


▼ AMES  COMPANY,  INC. 

Elkhart,  Indiana 
Ames  Company  of  Canada  Ltd. 
Toronto 


AN  AMES 


CLINIQUICK 


CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 


447SS 


Compazine 


nausea 


and  vomiting 


—from  virtually  any  cause 

• in  pregnancy — pre-  and  postoperative  states — 
gastroenteritis — alcoholism — cancer  and  chronic 
diseases 


• control  is  achieved  with  low  dosage — usually 
15  to  20  mg.  daily — and  often  within  a half 
hour  after  the  first  oral  dose 

‘Compazine’  is  remarkable  for  its  freedom  from  drowsiness.  Patients 
carry  on  normal  activities  and  often  experience  an  actual  alerting  effect. 


. .for  immediate  control  of  severe  vomiting: 

Afupuls,  2 cc.  (5  mg./cc.) 


NEW:  Multiple  dose  vials, 
10  cc.  (5  mg./cc.) 

Also  available: 


-always  carry  one  in  your  bag 


Tablets,  5,  lo  and  25  mg.,  in  bottles  of  50  and  500. 

Spanstile'^  capsules,  10,  15  and  30  mg.,  in  bottles  of  30  and  250. 

Suppositories,  5 and  25  mg.,  in  boxes  of  6. 

Syrup,  5 mg. /teaspoonful  (5  cc.),  in  4 fl.  oz.  lightproof  bottles. 

Smith  Kline  & French  Laboratories,  Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off,  for  .sustained  release  cap.sules,  S.K.F. 
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CHLOROMYGETI»| 

Staphylococci  are  notorious  for  the  variety  of  infections  they  cause  and  for  their  ability  to  dcvelt 
resistance  to  certain  antibiotics^-^  According  to  recent  in  vitro  studies,  however,  these  stubbo;|| 
pathogens  remain  sensitive  to  CHLOROMYCETIN-^'^  I 

Highly  effective  against  most  strains  of  staphylococci,  CHLOROMYCETIN  has  been  reported  I 
value  in  treatment  for  such  serious  infections  as  staphylococcal  pericarditis,^  antibiotic-resista  T 
postoperative  wound  infections, lO  antibiotic-resistant  breast  abscesses, pneumonia  due 
antibiotic-resistant  staphylococci, 12  postoperative  staphylocoeeal  enteritis, '2  and  septicemia.n* 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  several  fonns,  including  Kapseals* 
250  mg.,  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  as> 
elated  with  its  administration,  it  .should  not  be  used  indiscriminately  or  for  minor  infections.  Furtheniu)i 
as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged 
intermittent  therapy. 

REFERENCES;  (1)  Wise,  K.  I.:  J.A.M.A.  166:1178,  19.58.  (2)  Brown,  J.  W:  J.A.M.A.  166:1185,  1958.  (.3)  Caswell,  11..- 
et  III.:  Surg.,  Cijnec.  ir  Ohst.  106:1,  1958.  (4)  Godfrey,  M.  E.,  & Smith,  I.  .\1.:  J.A.M.A.  166:1197,  1958.  (5)  Wuislm-n.  B.  ^ 
Wisconsin  M.  J.  57:89,  1958.  (6)  Royer,  A.,  in  Welch,  H.,  & M.-irti-lbancz,  E:  Antibiotics  Annual  19.57-1958,  New  Viil 
Medical  Encyclopedia,  Inc.,  19.58, ,p.  78.3.  (7)  Markham,  N.  E,  & Shott,  H.  C.  W. : New  Zealand  M.  J.  57:5.5,  1958.  (8)  Bl:l 
J.  E.,  & Carr,  M.:  J.A.M.A.  166:1192,  1958.  (9)  Hor.an,  J.  M.:  Pediatrics  19:36,  1957.  (10)  Rawls,  G.  H.:  .Am.  SufRrll 
23:1030,  19.57.  (11)  Sar^son,  E.  L.,  & Bauman,  S.:  Surg.,  Gyncc.  ir  Ohst.  105:224,  1957.  (12)  James,  U.:  Brit.  J.  Clin.  Pra 
11:801,  1957.  (13)  Tunibull,  R.  B.,  Jr.:  J.A.M.A.  164:756,  19.57.  (14)  Ross,  S.;  Puig,  J.  R.,  & Zaremba,  E.  A.,  in  Wei. 
H.,  & Marti-lbailcz,  E:  Antibiotics  Annual  1957-1958,  New  York,  Medical  Encyclopedia,  Inc.,  1958,  p.  803.  (15)  Leachin. 

R.,  & Yow,  E.  M.,  in  Gonn,  H.  E:  Gurrent  Therapy  1958,  W.  B.  Saunders  Company,  Philadelphia,  1958.  p.  51. 
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.this  patient  did  not  receive  any  transfusion  of  blood  or 
any  hematinic  other  than  the  intramuscular  dose  of  iron.  His 
initial  concentration  of  hemoglobin  measured  5.8  gm.  per 
100  cc.  of  blood  and  in  spite  of  operation  [hemorrhoidectomy] 
and  further  loss  of  blood^e  concentration  increased  to 
12.2  gm.  within  less  than  3 weeks.  Concomitantly  with  the 
hematologic  improvement  there  was  clinical  improvement 
and  subsidence  of  the  initial  primary  symptoms  [unusual 
fatigability,  dyspnea,  palpitation  on  exertion].”^ 


INTOLERANCE  TO  ORAL  IRON: 


"...she  had  an  excellent  response  with  a reticulocyte  peak 
of  5.3  per  cent  on  the  seventh  day,  and  a complete  disap- 
pearance of  the  anemia  and  conversion  from  hypochromic 
to  normochromic  cells  by  the  end  of  two  months.  She  expe- 
rienced remarkable  improvement  in  pep- and  sense  of  well- 
being coincident  with  the  alleviation  of  her  anemia.''^ 

(1)  Hagedorn,  A.  B.:  Proc.  Staff  Meet.  Mayo  Clin.  32:705  (Dec.  11)  1957. 

(2)  Best,  W.  R.;  Louis,  J.,  and  Limarzi,  L R.:  M.  Clin.  North  America 
(Jan.)  1958,  p.  3. 

Supplied:  2-cc.  and  5-cc.  ampuls,  boxes  of  4.  Physician’s  directions  in 
every  box.  There  are  50  mg.  of  elemental  iron  per  cc.  Request  brochure 
NDA  17,  Imferon. 

IMFERON®  is  distributed  by  Lakeside  Laboratories,  Inc.,  under  license 
from  Benger  Laboratories,  Limited. 
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PREVENT 

both  cause  and  fear  of 

ANGINA 

AHACKS 


proven 

safety 

for 

long-term 


use 


Miltrate' 

NEW  DOVETAILED  THERAPY  COMBINES  IN  ONE  TABLET 


prolonged  relief  from 
anxiety  and  tension  with 


sustained  coronary 
vasodilation  with 


MILTOWN*  + PETN 


The  original  meprobamate, 
discovered  and  introduced 
by  Wallace  Laboratories 


pentaerythritol  tetranitrate 
a leading, 
long-acting  nitrate 


“In  diagnosis  and  treatment  [of  cardiovascular  diseases]  . . . the  physician 
must  deal  with  both  the  emotional  and  physical  components  of  the  problem 
simultaneously.”^ 

The  addition  of  Miltown  to  petn,  as  in  Miltrate, “...appears  to  be  more  effective 
than  [petn]  alone  in  the  control  of  coronary  insufficiency  and  angina  pectoris.”^ 

Miltrate  is  recommended  jor  prevention  of  angina  attacks,  not  for  relief  of  acute  attacks. 
Supplied:  Bottles  of  50  tablets. 

Each  tablet  contains:  200  mg.  Miltown  -|-  10  mg.  pentaerythritol  tetranitrate. 

Usual  dosage:  1 or  2 tablets  q.i.d.  before  meals  and  at  bedtime. 

Dosage  should  be  individualized.  • For  clinical  supply  and  literature,  write  Dept.  iSC 

1.  Fricdlander,  //.  S.:  The  role  of  ataraxics  in  cardiology.  Am.  J,  Card.  \ :395,  March  i958. 

2.  Hhapiro,  S. : OhBcrvationa  on  the  use  of  meprobanuite  in  cardiovaacular  diaordera.  Angiology  8 :50i,  Dec.  1957, 

\^/® WALLACE  LABORATORIES,  New  Briinswick,  N.  J. 
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In  Biliary  Distress 

ZANCHOE 

Improves  Flow  and  Color  of  Bile 


Zanchol  (brand  of  florantyrone),  a distinct  chemical 
entity  unrelated  to  the  bile  salts,  provides  the  medical 
profession  with  a new  and  potent  hydrocholeretic  for 
treating  disorders  of  the  biliary  tract. 

The  high  degree  of  therapeutic  activity  of  this  new 
compound  and  its  negligible  side  reactions  yield  dis- 
tinct clinical  advantages. 

• Zanchol  produces  a bile  low  in  sediment. 

• Zanchol  enhances  the  abstergent  quality  of  bile. 

• Zanchol  produces  a deep,  brilliant  green  bile,  re- 
gardless of  its  original  color,  suggesting  improved 
hepatic  function. 


• Zanchol  improves  the  flow  and  quantity  of  bile  with- 
out increasing  total  bile  solids. 

Bile  with  these  qualities  minimizes  biliary  stasis,  re- 
duces sediment  and  debris  in  the  bile  ducts  and  dis- 
courages the  ascent  of  infection. 

For  these  reasons  zanchol  has  shown  itself  to  be  a 
highly  valuable  agent  in  chronic  cholecystitis,  cholan- 
gitis and  care  of  patients  following  cholecystectomy. 

Administration:  One  tablet  three  or  four  times  a day. 
Zanchol  is  supplied  in  tablets  of  250  mg.  each.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 
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Mazola®  Corn  Oil ...  a palatable  food 
effective  in  the  manag^snient  and  control 
of  serum  cholesterol  levels 


Extensive  clinical  tests  show  that  when  the 
diet  contains  an  adequate  amount  of  Mazola 
Corn  Oil,  serum  cholesterol  levels  tend  to  be 
normal . . . high  blood  cholesterol  levels  are 
lowered,  normal  levels  maintained. 

Fortunately  for  both  physician  and  patient, 
Mazola  Corn  Oil  is  not  only  rich  in  unsatu- 
rated fatty  acids,  it  is  also  a delicious  food. 
It  becomes  an  enjoyable  and  normal  part  of 
the  patient’s  daily  meals — no  complicated  or 
special  diet  is  required. 

Here  is  a therapy  easy  for  you  to  prescribe, 
easy  and  pleasant  for  your  patients  to  follow. 

Nutritional  authorities  generally  recom- 
mend that  fats  should  provide  no  more  than 
30%  of  the  total  calories.  In  cholesterol-low- 
ering diets  from  one-third  to  one-half  of  these 
fats  should  be  unsaturated,  such  as  in  Mazola 
Corn  Oil. 


IN  COOKING  OR  SALADS 

Mazola  Corn  Oil  is  a superlative  cooking 
oil  as  well  as  a delicious  salad  oil. 
Adequate  amounts  can  be  eaten  daily- 
in  a wide  variety  of  salad  dressings  and 
in  a great  number  of  fried  and  baked 
foods. 

MOST  EFFECTIVE 

Pure,  clear,  bland  and  odorless.  Mazola 
Corn  Oil  is  stable  and  dependable,  pro- 
viding the  full  measure  of  cholesterol- 
lowering unsaturated  fatty  acids  char- 
acteristic of  corn  oil. 

ECONOMICAL 

Mazola  Corn  Oil  is  sold  in  grocery  stores 
throughout  the  country,  is  available 
everywhere.  Its  comparatively  low  cost 
makes  it  as  economical  as  it  is  effective. 


CORN  PRODUCTS 
REFINING  COMPANY 


MAZOLA*  CORN  OIL  is  a rich  source  of  un- 
saturated fatty  acids.  It  can  form  a regular 
part  of  the  diet  without  major  changes  in 
eating  habits  to  provide  an  effective  un- 
saturated oil  as  a part  of  the  daily  meals. 

EACH  TABLESPOONFUL  OF  MAZOLA  CORN 
OIL  PROVIDES  NOT  LESS  THAN: 

Linoieic  Acid ....  7.4  Gm. 

Sitosterols 130  mg. 

Natural  Tocopherols 15  mg 

TYPICAL  AMOUNTS  PER  DIET 
For  a 3600  calorie  diet  3 tablespoonsful 

For  a 3000  calorie  diet  2.5  tablespoonsful 

For  a 2000  calorie  diet  1.5  tablespoonsful 

♦Roq*  0.  S.  Pat.  Off. 


DIURILWITH  RESERPINE 


effective  therapy  for  most  patients 

DiuPRES  by  itself  usually  provides  effective  therapy  for  a 
majority  of  patients  with  mild  or  moderate  hypertension, 
and  even  for  many  patients  with  severe  hypertension. 
Many  patients  now  treated  with  other  agents  which  fre- 
quently cause  distressing  side  effects  can  be  adequately 
managed  with  well  tolerated  diupres. 

provides  basic  therapy 

Should  other  drugs  need  to  be  added  to  diupres,  they  can 
be  given  in  much  lower  than  usual  dosage  so  that  their 
side  effects  are  often  strikingly  reduced. 

rapid  onset  of  effect 

The  antihypertensive  action  of  diupres  is  rapidly  evident. 
(Considerable  time  may  elapse  before  the  antihyperten- 
sive effect  of  reserpine  alone  is  observed.) 

fewer  and  less  severe  side  effects 

DIUPRES  may  be  expected  to  cause  fewer  and  less  severe 
side  effects  than  are  encountered  with  other  antihyper- 
[ tensive  therapy.  (Since  diuril  and  reserpine  potentiate 
each  other,  the  required  dosage  of  each  is  usually  less 
; when  given  together  as  diupres  than  when  given  alone. 
Such  reduction  in  dosage  makes  side  effects  less  likely 
to  occur.) 

often  obviates  weight  gain 

DIUPRES  minimizes  the  problem  of  weight  gain  seen  with 
reserpine  (reserpine  alone  has  been  reported  to  produce 
weight  gain  in  50  per  cent  of  patients). 

virtually  eliminates  fluid  retention 

DIUPRES  is  not  likely  to  cause  either  clinical  or  subclinical 
retention  of  sodium  and  water.  (Hypotensive  drugs,  par- 


ticularly rauwolfia'’  and  hydralazine,®  may  cause  fluid 
retention.  Even  when  such  retention  is  subclinical,  their 
antihypertensive  effectiveness  is  diminished.®) 

diet  more  palatable 

With  DIUPRES,  there  is  less  need  for  rigid  restriction  of 
dietary  salt,  which  patients  find  so  burdensome. 

"It  may  well  be  that  the  drug  [diuril]  produces 
the  benefits  of  a markedly  restricted  low  sodium 
diet  but  without  its  hardships.”^ 

subjective  and  objective  improvement 

DIUPRES  allays  anxiety  and  tension,  thus  reducing  the 
emotional  component  of  hypertension.  Organic  changes 
of  hypertension  may  be  arrested  and  reversed.  Headache, 
dizziness,  palpitations  and  tachycardia  are  usually 
promptly  relieved  by  diupres.  When  the  anginal  syn- 
drome accompanies  hypertension,  the  administration  of 
DIUPRES  may  also  cause  diminution  or  even  disappear- 
ance of  this  syndrome  concurrent  with  control  of  the 
hypertension. 

convenient,  controlled  dosage 

Instead  of  two  separate  prescriptions,  you  write  one  pre- 
scription . . . the  patient  takes  one  tablet,  rather  than  two 
different  tablets  . . . and  the  dosage  schedule  is  easier  for 
the  patient  to  remember  and  follow. 

"patients  have  fewer  lapses  and  make  fewer  mis- 
takes in  dosage,  the  simpler  the  regimen  can  be 
made.  Therefore  I do  not  hesitate  to  use  more 
than  one  medicament  combined  in  one  tablet, 
provided  this  gives  approximately  the  correct 
dosage  of  each.’’^ 

economical 

DIUPRES  will  cost  the  patient  less  than  if  he  were  given 
two  separate  prescriptions  for  its  components. 


Indications: 

DIUPRES  is  indicated  in  hypertension  of  all  degrees  of 
severity.  It  can  be  used  in  the  following  ways: 

• as  total  therapy 

• as  primary  therapy,  adding  other  drugs  if  necessary 

• as  replacement  or  adjunctive  therapy  in  patients 
now  treated  with  other  agents 

Precautions: 

The  precautions  normally  observed  with  diuril  or  reserpine 
apply  to  DIUPRES.  Additional  information  on  diupres  is 
available  to  physicians  on  request. 


Recommended  dosage  range: 


diupres-500— one  tablet  one  to  three  times  a day. 
diupres-250— one  tablet  one  to  four  times  a day. 

If  necessary,  other  agents  may  be  added. 

If  the  patient  is  receiving  ganglion  blocking  agents 
or  hydralazine,  their  dosage  should  be  cut 
by  50  per  cent  when  diupres  is  added. 


If- 

i.  Scb'.- 


DIUPRES-500 

500  mg.  DIURIL  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 

DIUPRES-250 

250  mg.  DIURIL  (chlorothiazide),  0.125  mg.  reserpine. 
Bottles  of  100,  1000. 


the  first  “wide  range”  antihypertensive 


DIURIL^ WITH  RESERPINE 


1.  Rochelle,  J.  B.,  Ill,  Bullock,  A.  C..  and  Ford,  R.  V.:  Potentiation  of  antihypertenaive  therapy  by  u»e 
of  chlorothiazide,  J.A.M.A.  168:410,  Sept.  27,  1968.  2.  Freis,  E.  D.,  Wanko,  A.,  Wilson,  I.  M.,  and  Parrish, 
A.  E.:  Treatment  of  essential  hypertension  with  chlorothiazide  (Diuril),  J.A.M.A.  166:137,  Jan.  11,  1968. 
3.  Freis,  E.  D. : Treatment  of  hypertension.  (Presented  at  the  Annual  Meeting  of  Southern  Medical  Asso- 
ciation, Nov.  13,  1967.)  4.  Moyer,  J.  H„  Dennis,  E„  and  Ford,  R.:  Drug  therapy  (Rauwolfla)  of  hyper- 
tension, A.M.A.  Arch.  Int.  Med.  96:630,  Oct.  1966.  6.  Perera.  G.  A.:  Edema  and  congestive  failure  related 
to  administration  of  rauwolha  serpentina,  J.A.M.A.  169:439,  Oct.  1.  1966.  6.  Wilkins,  R.  W.:  Precautions 
in  use  of  antihypertensive  drugs,  including  chlorothiazide,  J.A.M.A.  167:801,  June  14,  1968. 


MERCK  SHARP  &,  DOHME,  division  of  MERCK  &.  CO.,  inc.,  Philadelphia  i,  pa. 


‘DIUPRES  and  DIURIL  (chlorothiazide)  are  trademarks  of  Merck  & Co.,  Inc 


you  were  to  examine  these  patients 


could  you 
detect 

the  asthmatic  on 


MeHrorP 

1 ▼ -l  v>l  1 V_y  X • Probably  not.  Not  without  a history. 

First,  because  he’s  more  than  likely  symptom-free. 

Second,  because  he  shows  none  of  the  disturbing  changes  in  appearance, 
behavior  or  metabolism  sometimes  associated  with  corticotherapy. 


H»lin  I 


Even  your  practiced  clinical  eve  would  find  it  difficult 
to  spot  someone  eise’s  Medrol  patient. 

But  in  your  own  patients,  you  could  see  the  advantages 
of  Medrol  right  away.  W’hy  not  try  it? 


Medrol 

hits  the  disease, 
but  spares  the 

patient 


I }hn Company,  Kalamazoo,  Michigan 


Trademark,  reg.  u.s.  pat.  off.— methylpreonisolone,  opjohn 
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JOHN  G.  MERKEL 
&S0NS 


PHONE  OL  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Saciety 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  OL  8-6471 

If  it’s  insurable  we  can  insure  it 


VARDAS 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


3IR(Pt0KIN«SC-STRtPt0D0RNASt  I f 0[  Rl 


CHRONIC 

BRONCHITIS 

or 

INFECTIOUS 

DERMATITIS? 


LEDERLE  LABORATORIES,  a Division  ol  AMERICAN  CTANAMIO  COMPANY, 
Pearl  River.  New  York 


Decembek.  1958 
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t»r«^  with  flXOSJImV^ 

Capsules  / Oral  Sstspensidii 


control  of 


NEW  YORK  17,  N.  Y, 


SCICNCC  ¥09 
4 Cosine.  Tmwoitt.D'» 
«rcLL-tems 


effective 


tolerated 
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CLINICAL 


RESULTS 


Cured 


Improved 


Failure 


adults . 
X72  (80%) 
28  (13%) 
17  (7%) 


children 


all  Staph 
Infections 


148  (89%)  71  (88%) 

8 (5%)  7 (9%) 

11(6%)  3(3%) 

Types  of  infecting  organisms:  The  majority  of 
identified  etiologic  microorganisms  were  Staph, 
aureus  and  Staph,  albus.  Tao  has  its  greatest 
usefulness  against  organisms  such  as:  staphy- 
lococci (including  strains  resistant  to  other  anti- 
biotics), streptococci  (beta-hemolytic  strains, 
alpha-hemolytic  strains  and  enterococci),  pneu- 
mococci, gonococci.  Hemophilus  influenzae. 


Per  cent  of  "antibiotic-resistant”  epidemic 
staphylococci  cultures  susceptible  to  Tao,  ery- 
thromycin, penicillin  and  chloramphenicol.' 


-r  in 


■o  in 


100 


a 


Tao 


chloramphenicol 


erythromycin 


peniciliin 


(b)  children 
Total -0.6% 

(1  out  of  167) 

Skin  rash  — none 
Gastrointestinal— 
0.6%  (1  out  of  167) 


REACTIONS: 

(a)  adults 
Total-9.2% 

(20  out  of  217) 

Skin  rash— 1.4% 

) (3  out  of  217) 

Gastrointestinal  — 

7.8%  (17  out  of  217) 

There  was  complete  freedom  from  adverse 
reactions  in  94.5%  of  all  patients.  Side  effects 
in  the  other  5.5%  were  usually  mild  and  seldom 
required  discontinuance  of  therapy. 


stability  in  gastric  acid  • rapid,  high  and  sus- 
tained blood  levels  • high  urinary  concentrations 
« outstanding  palatabiiity  in  a liquid  preparation 

Dosage  and  Administration;  Dosage  varies  according  to  the 
severity  of  the  infection.  For  adults,  the  average  dose  is  250  mg. 
q.i.d.;  to  500  mg.  q.i.d.  in  more  severe  infections.  For  children 
8 months  to  8 years  of  age,  a daily  dose  of  approximately  30 
mg./Kg.  body  weight  in  divided  doses  has  been  found  effective. 
Since  Tao  is  therapeutically  stable  in  gastric  acid,  it  may  be 
administered  at  any  time,  without  regard  to  meals. 

Supplied:  Tao  Capsules  — 250  mg.  and  125  mg.;  bottles  of  60. 
Tao  for  Oral  Suspension  — 1.5  Gm.;  125  mg.  per  teaspoonful 
(5  cc.)  when  reconstituted;  unusually  palatable  cherry  flavor; 
2 oz.  bottle. 

References:  1.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
(Aug.)  1958.  2.  English,  A.  R.,  and  McBride,  T.  J.:  Antibiotics  & Chemother. 
(Aug.)  1958.  3.  Wennersten,  J.  R.;  Antibiotic  Med.  & Clin.  Therapy  (Au".) 
1958.  4.  Celmer,  W.  D.,  et  al.:  Antibiotics  Annual  1957-1958,  New  York, 
Medical  Encyclopedia,  Inc.,  1958,  p.  476. 
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IN  OFFICE  SURGERY 

ELECTIVE  AND  TRAUMATIC 


use  XYLOCAINE  first. . . 
as  a local  anesthetic 
or  a topical  anesthetic 


SWAB 


SPRAY 


INFILTRATION 


NERVE  BLOCK 


Xylocaine  HCl  solution,  the  versatile  anesthetic  for  general  office  sur- 
gery, relieves  pain  promptly  and  effectively  with  adequate  duration 
of  anesthesia.  It  is  safe  and  predictable.  Local  tissue  reactions  and 
systemic  side  effects  are  rare.  Supplied  in  20  cc.  and  50  cc.  vials ; 0.5' ; , 
1%  and  291  without  epinephrine  and  with  epinephrine  1 : 100,000;  also 
in  2 cc.  ampules;  2%  without  epinephrine  and  with  epinephrine 
1:100,000. 

XYLOCAINE*  HCl  SOLUTION 

(brand  of  lidocaine*) 

Astra  Pharmaceutical  Products,  Inc.,  Worcester  6.  Mass.,  U.S.A. 


( Erythromycin  Stearate,  Abbott) 


i I 
<> 

1 I 

1] 

indications:  '] 

In  infections  caused  by  staphylococci,  ■.« 

streptococci  (including  enterococci)  and  jl| 

pneumococci.  Also,  against  organisms  [i] 
that  have  become  resistant  to  other  anti-  I s 
biotics.  ERYTHROCIN  should  be  used  j 

where  patients  are  allergic  to  penicillin  or  || 
other  antibacterials.  I 

dosage:  ' \ 

Usual  adult  dose  is  250  mg.  every  six  ' 

hours:  for  severe  infections,  usual  dose  is 
500  mg.  every  six  hours.  Child’s  dose  may 
be  reduced  in  proportion  to  body  weight. 
supplied: 

In  bottles  of  25  and  100  Filmtabs  (repre- 
senting 100  and  250  mg.  of  ERYTHROCIN 
activity).  Also,  in  cinnamon-flavored  oral  ; 

suspension;  75-cc.  bottles.  Each  5-cc.  I 

teaspoonful  represents  100  mg.  of  ' 

ERYTHROCIN  activity.  I 

® Fllmtab  — Film-sealed  tablets.  Abbott:  pat.  applied  for.  I 


O 199«.  ASSOTT  LABORATORIC*,  NORTH  CHICAOO,  ILLINQIt 


remarkable  effectiveness 
against  the  cocci- 
pius  a safety  record 
unmatched  in  systemic 
antibiotic  therapy 


Now,  after  more  than  six  years  of  extensive 
use,  there  has  not  been  a single  serious 
reaction  to  ERYTHROCIN.  Additionally,  the 
often-met  problem  of  resistance  has  re- 
mained unusually  low  with  ERYTHROCIN. 

Therapeutically,  you'll  find  ERYTHROCIN 
highly  effective  against  the  majority  of  coc- 
cal  organisms.  Where  severe  viral  attacks 
occur,  ERYTHROCIN  may  well  be  the  wea- 
pon to  counteract  those 
dangerous  complications. 


CL&Wtt 


1 
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White  line  on  the  chart  shows  the  ranges  of  FUmtab 
COMPOCILLIN-VK,  while  the  gray  line  shows  the 
medians.  Note  the  high  ranges  and  averages  at 
hour,  and  at  1 hour. 

Doses  of  400,000  units  were  administered  before  meal- 
time to  40  subjects  involved  in  this  study. 


Now.  IN  BOTH  FiLMTAB  AND  ORAL  SOLUTION,  patients 
get  high  penicillin  V blood  levels  with  Compocillin- 
VK.  Note  the  chart.  Concentrations  are  three  times 
higher  than  an  equivalent  dose  of  potassium  peni- 
cillin G. 

Compocillin-VK  is  indicated  whenever  you  desire 
oral  penicillin  therapy.  In  severe  infections,  oral 
penicillin  should  be  supplemented  by  parenteral 
therapy  to  obtain  the-maximum  therapeutic 
response. 

!ccro..s 

Against  all  organisms  sensitive  to  oral  penicillin 
therapy.  For  prophylaxis  and  treatment  of  complica- 
tions in  viral  conditions.  And  as  a prophylaxis  in 
rheumatic  fever  and  rheumatic  heart  disease. 

-O  ' 

Depending  on  the  severity  of  the  infection,  the  usual 
adult  dose  is  125  to  250  mg.  (200,000  to  400,000  units) 


every  four  to  six  hours.  For  children,  dosage  may  be 
reduced  in  proportion  to  body  weight. 


In  Filmtabs,  representing  125  mg.  (200,000  units)  of 
potassium  penicillin  V,  bottles  of  50  and  100.  In  250 
mg.  (400,000  units),  bottles  of  25  and  100. 

For  Oral  Solution,  Compocillin-VK  comes  in  dry- 
granules  for  easy  reconstitution  with  water.  Cherry- 
flavored,  the  granules  come  in  40-cc.  and  80-cc, 
bottles.  Each  5-cc.  teaspoon  of  solution  represents 
125  mg.  (200,000  units)  of  potassium  penicillin  V. 


COMPOCILLIN-V®  Oral  Suspension  (Ready-Mixed), 
Hydrabamine  Penicillin  V,  Abbott,  comes  in  40-cc. 
and  80-cc.  bottles.  Each  tasty,  banana-flavored  5-cc, 
teaspoonful  represents  180  mg.  (300,000  gn 
units)  of  penicillin  V.  At  all  pharmacies. 
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the  most  effective  antibiotic 

avaiiabie  against  staphyiococci 

CRYSTALLIZED  ® 

SPONTIN 

(RISTOCETIN,  ABBOTT) 

PREPARED  FROM  PURE  CRYSTALS 

Provides  Outstanding  Clinical  Effectiveness  Against  Coccal 
Infections,  Including  Resistant  Staphylococci  and  Enterococci' 

Provides  Bactericidal  Action  Against  Coccal  Infections' 

Provides  Successful  Short-Term  Therapy  In  Endocarditis^ 
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Now.  after  just  12  months,  SPONTIN  has  become  an  outstand- 
ing drug  of  choice  against  resistant  staphylococci,  and  in 
other  serious  coccal  infections. 

Six  papers  presented  at  the  Antibiotics  Symposium'  re- 
ported the  effectiveness  of  SPONTIN  against  resistant  staphy- 
lococcal infections.  Clinical  reponses  involved  enterococcal 
endocarditis,  staphylococcal  pneumonias  and  staphylococcal 
bacteremias.  Many  of  these  patients  were  going  downhill 
steadily— in  spite  of  treatment  by  other  antibiotics. 

Toxicity?  Careful  attention  to  dosage  recommendations  has 
practically  eliminated  toxicity  and  side  effects  as  serious  ob- 
stacles to  therapy.  Also,  recent  improvements  have  been 
made  in  the  manufacture  of  SPONTIN;  the  drug  is  now  made 
from  pure  crystals.  A recent  report^  in  the  Journal  of  the 
American  Medical  Association  concluded,  "It  is  our  opinion 
that,  if  proper  precautions  are  observed,  ristocetin  is  a safe 
and  potent  agent  to  employ  in  the  treatment  of  staphylococcal 
infections." 

If  you  do  not  have  the  revised  literature  on  this  lifesaving 
antibiotic,  please  contact  your  Abbott  Representative  soon; 
or  write  direct  to  Abbott  Laboratories,  North  Chicago,  Illinois. 

INDICATIONS:  Against  a wide  range  of  staphylococcal, 
streptococcal,  pneumococcal  and  enterococcal  infections.  A 
drug  of  choice  for  treating  serious  infections,  particularlythose 
caused  by  organisms  that  resist  all  other  antibiotics. 

DOSAGE:  Administered  intravenously.  In  pneumococcal, 
streptococcal  and  enterococcal  infections,  a dosage  of  25 
mg./Kg.  will  usually  be  adequate.  Majority  of  staphylococcal 
infections  will  be  controlled  by  25  to  50  mg./Kg.  per  day.  It  is 
recommended  that  the  daily  dosages  be  divided  into  two  or 
three  equal  parts  at  eight-  or  12-hour  intervals. 

SUPPLIED:  In  vials  containing  a sterile,  lyophilized  powder, 
representing  500  mg.  of  ristocetin  A activity.  r\0  0 
Be  sure  your  hospital  has  it  stocked.  VXlMjml 


1.  Sixth  Annual  Symoosium  on  Antibiotics,  Washington,  0.  C.,  Oct.  15,  16.  17,  1958. 

2.  Antibiotics  Annual.  1957*58,  o.  187-98. 

3.  J.A.M.A..  167:1584.  July  26.  1958. 
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in  over  three  years  of  elinical  use 
in  over  600  clinical  studies 


FOR  RELIEF  OF  ANXIETY 
AND  MUSCLE  TENSION 


Does  not  interfere  with  autonomic  function 
Does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 
Has  not  produced  hypotension, 
agranulocytosis  or  jaundice 


Supplied:  -joo  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 
V??/*  WALLACK  LABORATORIES,  New  Brunswick,  N.J. 
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noiv—an  antibiotic  troche  that 


The  cough  control  provided  by  homarylamine  (a  non-narcotic  antitussive) 
approximates  that  of  codeine. 

Three  antibiotics  (bacitracin,  tyrothricin,  neomycin)  act  in  combination 
against  a wide  variety  of  pathogens— with  little  danger  of  side  reactions. 

The  anesthetic-analgesic  effect  of  benzocaine  brings  soothing  relief  to  in- 
flamed tissues  of  mouth  and  throat. 

Pentazets  now  extend  the  therapeutic  usefulness  of  convenient  troche 
medication.  Each  pleasant-tasting  Pentazets  troche  acts  promptly  against 
the  most  bothersome  aspects  of  mouth  and  throat  irritations. 

PRESCRIBE 

JPentaxets 

antitussive— antibiotic  -anesthetic-analgesic  troches 


Dosage:  Three  to  6 troches  daily  for  3 to  5 days. 
Supplied:  In  vials  of  12. 

PENTAZEn'S  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

ViLjr  DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1.  PA. 
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which  patients 
with  noncalcidous 
gallbladder 
disease 

should  undergo 
surgery? 


Essentially  those  who  are  not 
relieved  by  a prolonged  trial 
period  of  medical  management. 
Soi/rce  — Lichtenstein,  M.  E.;  GP 
76:114  (Oct.)  1957. 


jor  medical,  preoperative, 
postoperative  management 
of  biliary  disorders 


“therapeutic  bile’ 


DECHOLIN’and 
DECHOLIN  SODIUM 


corrects  biliary  stasis 


Hydrocholeresis  with  Decholin 
produces  abundant,  thin,  free- 
flowing,  therapeutic  bile.  This 
flushes  thickened  bile,  mucous 
plugs  and  debris  from  the  bili- 
ary tract. 


T AMES  COMPANY,  INC. 

Elkhart,  Indiana 
Ames  Company  of  Canada  Ltd. 
Toronto 


AN  AMES 
CLINIQUICK 


CLINICAL  BRIEFS 
FOR  MODERN  PRACTICE 
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nasal  and  paranasal  congestion 

and  control  secondary  invaders 


Now,  a single  unique  preparation, 

Trisulfaminic,  can  provide  dramatic 
relief  from  congestion,  and  at  the  same 
time  protect  tlie  patient  from  secondary 
bacterial  invaders.  Often  within  min- 
utes of  the  first  dose,  congestion  begins 
to  clear;  the  patient  can  breathe  again. 

Trisulfaminic  is  particularly  valuable 
for  the  “almost  well”  patient  w'ho  is  re- 
covering from  influenza  but  is  left  with 
congested  nasal  and  bronchial  passages. 
And  for  patients  with  purulent  rhinitis, 
sinusitis  or  tonsillitis,  combination  ther- 
apy with  Trisulfaminic  offers  a most 
realistic  approach  to  total  treatment. 

Oral  Decongestant  Action.  Through 
the  action  of  Triaminic,  nasal  patency 


is  achieved  rapidly  and  dramatically. 
Adequate  ventilation  helps  eliminate 
mucus-harbored  pathogens.  And  be- 
cause Trisulfaminic  is  administered 
orally,  there  is  no  problem  of  rebound 
congestion,  no  pathological  change 
wrought  in  the  nasal  mucosa. 

Wide-Spectrum  Action,  Secondary  bac- 
terial infections,  which  are  always  a 
threat  in  upper  respiratory  involve- 
ment, are  forestalled  by  the  wide-spec- 
trum  effectiveness  of  triple  sulfona- 
mides. This  added  antibacterial  protec- 
tion makes  Trisulfaminic  highly  useful 
in  treating  the  debilitated  patient  who 
is  prone  to  lingering  or  frequently 
recurring  colds. 


Trisulfaminic 

TRIAMINIC  PLUS  TRIPLE  SULFAS 


Each  Tablet  and  each  5 ml.  teaspoonful  of 


Suspension  contains; 

Triaminic®  25  mg. 

(phenylpropanolamine  HCl  12.5  mg.; 

pheniramine  maleate  6.25  mg.; 

pyrilamine  maleate  6.25  mg.) 

Trisulfapyrimidines  U.S.P 0.5  Gm. 


Dosage:  .\dults— 2 to  4 tablets  or 
teaspoonfuls  initially,  followed  by  2 
tablets  or  teaspoonfuls  every  4 to  6 
hours  until  the  patient  has  been 
afebrile  for  3 days.  Children  8 to  12 
years— 2 tablets  or  teaspoonfuls 
initially,  followed  by  1 tablet  or 
teaspoonful  every  6 hours.  Younger 
children— dosage  in  proportion. 


SMITH -DOi^SEY  • a division  of  The  Wander  Company 


Lincoln,  Nebraska  • Peterborough,  Canada 


THE  RATIONAI.E 

EOR  THE 
USE  OE  VITAMINS 

IN 

EORESTALLING 

INEECTIONS 


Many  clinicians  believe  that  good  nutrition  plays  a significant  role  in  preventing  bacterial 
infections,  and  that  immunity  depends  on  adequate  vitamin  levels.  TisdalP  states 
that  “a  low  intake  of  a number  of  vitamins,  a low  intake  of  minerals,  and  a change  in 
the  quality  of  protein  can  all  lower  resistance  to  infection.” 

Other  studies  show  the  important  role  of  the  B vitamins  in  antibody  formation. 

Thus,  Nutrition  Reviews-  reports:  “Present  evidence  indicates  that  certain  B vitamins,  notably 
pyridoxine,  pantothenic  acid  and  folacin,  play  a significant  role  in  antibody  synthesis.” 
According  to  Pollack  and  Halpern,®  “Under-nutrition  leads  to  increased  susceptibility  to  infection 
and  decreased  resistance  to  established  disease.”  And  “vitamin  deficiency  states 
also  may  adversely  influence  circulating  antibodies.” 

Halpern^  reports  that  “good  nutrition  is  important  for  optimal  resistance  to  infection,  for  a 
superior  tissue  capability  to  cope  with  disease  and  injury,  and  for  maximum  antibody 
production  . . . nutrition  participates  in  the  prophylaxis  against  most  acute  infections  . . .” 

And  while  MacBryde®  feels  that  evidence  is  lacking  to  support  the  view  that  a higher  than 
normal  intake  of  vitamins  will  improve  resistance  to  infection,  he  also  states:  “Restoration  of 
nutrition  to  normal  exerts  a favorable  influence  on  practically  all  disease  conditions  . . . 

Often  the  outcome  will  depend  more  upon  the  correction  of  the  malnutrition  than  upon  any 
therapy  directed  toward  the  malady.” 


THERAGRAN 

SQUIBB  VITAMINS  FOR  THERAPY 


nmv  expanded  to  include  additional  essential  vitamins— 
and  at  no  extra  cost  to  your  patients 


Each  Theragran  Capsule  suppties; 

Vitamin  A 

Vitamin  D 

Thiamine  Mononitrate  .... 

Riboflavin 

Niacinamide 

Ascorbic  Acid 

Pyridoxine  Hydrochloride  . . . 
Calcium  Pantothenate  . ...  . 
Vitamin  Activity  Concentrate 


25,000  U.S.P.  units 
1,000  U.S.P.  units 
. . . . 10  mg. 

. . . . 10  mg. 

. . . . 100  mg. 

. . . . 200  mg. 

. . . . 5 mg. 

. . . . 20  mg. 

. . . . 5 meg. 


Dosage:  1 or  more  capsules  daily  as  indicated. 

Supply;  Family  Packs  of  180.  Bottles  of  30,  60,  100  and  1,000. 


Also  Available:  Theragran  Liquid,  bottles 
of  4 ounces;  Theragran  Junior  bottles  of 
30  and  100  capsules;  and  Theragran-m 
(Squibb  Vitamin-Minerals  for  Therapy), 
bottles  of  30,  60,  100  and  1,000  capsule* 
shaped  tablets. 


References:  1.  Tisdall,  F.  F.:  Clinical  Nutrition,  ed.  by  Joliffe,  N.;  Tisdall,  F.  F.,  and  Cannon,  P.  R.;  Paul  B. 
Hoeber,  Inc.,  New  York,  1950,  p.  748.  2.  Nutrition  Reviews,  J5:47,  (Feb.)  1957.  3.  Pollack,  H.,  and  Halpern, 
S.  L.:  Therapeutic  Nutrition,  National  Academy  of  Sciences  and  National  Research  Council,  Washington,  D.  C., 
1952,  p.  18.  4.  Halpern,  S.  L.;  Ann.  N.  Y.  Acad.  Science  63:147,  (Oct,  28)  1955,  5.  MacBryde.  C.  N.:  Signs 
and  Symptoms,  J.  B.  Lippincott  Co.,  Phila.,  3rd  Ed.  1957,  p.  818. 


Squibb 


Squibb  Quality— The  Priceless  Ingredient 


’Theragran’®  is  a Squibb  trademark. 
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Unusual  Antibacterial  and  Anti-infective  Properties— More  soluble  in  acid  urine' ...  higher  and 
fitter  sustained  plasma  levels  than  any  other  known  and  useful  antibacterial  sulfonamide.^ 

Unprecedented  Low  Dosage — Less  sulfa  for  the  kidney  to  cope  with  . . . yet  fully  effective.  A single 
daily  dose  of  0.5  to  1.0  Gm.  maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfona- 
mides— a notable  asset  in  prolonged  therapy.* 

Dosage;  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day,  followed  by  0.5  Gm.  (1 
tablet)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe 
infections  where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours. 

KYNEX-WHEREVER  SULFA  THERAPY  IS  IHDICATED 

Tablets:  Each  tablet  contains  0.5  Gm.  grains)  of  sulfamethoxypyridazine.  Bottles  of  24  and  100  tablets. 


Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfamethoxypyridazine. 
Bottle  of  4 fl.  oz. 

roforcnccR: 

1 Grieble,  H O.,  and  Jackson,  0.0. : Prolonged  Treatment  of  Urinary-Tract  Infections  with  Sulfamethoxypyridazine.  New  England  J.  Mef. 
258:1-7,  1958 

2.  Editorial:  Nvvo  KnolnndJ.  Mftd.  258:'18-49,  1958. 
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IN  URTICARIA  AND  PRURITUS 


A PSYCHOTHERAPEUTIC  ANTIHISTAMINE 

(as  designated  by  A.M.A.  Council  on  Drugs,  1 958) 


SPECIFIC  ANTIHISTAMINIC  ACTION  in  the  treatment  of  a variety 
of  skin  disorders  commonly  seen  in  your  practice. 

“While  some  of  the  tranquilizers  are  only  partially  effective  as  far  as 
antiallergic  activities  are  concerned  . . . [hydroxyzine]  has  been  found, 
by  comparison,  to  be  the  most  potent  thus  far  . . 

“The  most  striking  results  were  seen  in  those  patients  with  chronic 
urticaria  of  undetermined  etiology.”^ 

PLUS 


PSYCHOTHERAPEUTIC  POTENCY  fortherelief  of  anxiety  and  tension. 
The  psychotherapeutic  effectiveness  of  hydroxyzine  (VISTARIL)  was 
confirmed  in  a series  of  479  patients  suffering  from  a wide  variety  of 
dermatoses,  including  atopic  dermatitis,  neurodermatitis,  psoriasis, 
lichen  planus,  nummulai  eczema,  dyshidrosis,  pruritus  ani  and  vulvae, 
and  rosacea.  “Adverse  reactions  were  minimal. 


RECOMMENDED  ORAL  DOSAGE:  50  mg.  q.i.d.  initially;  adjust  ac- 
cording to  individual  response. 

VISTARIL  Capsules:  25  mg.,  50  mg.,  100  mg. 

VISTARIL  Parenteral  Solution:  10  cc.  vials  and  2 cc.  Steraject®  Car- 

tridges. Each  cc.  contains  25  mg.  hydroxyzine  (as  the  HCl). 


REFERENCES: 

1.  Eisenberg,  B.  C.:  Clinical  Medicine  5:897-904  (July)  1958. 

2.  Feinberg,  A.  R.,  et  al.:  J.  Allergy  29:358  (July)  1958. 

3.  Robinson,  H.  M.,  et  al.:  So.  Med.  J.  50:1282  (Oct.)  1957. 


Science  for  the  world’s  well-being 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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Exactly  how 

does  new  Halodrin*  restore  the 
'premenopausal  prime  ” 
in  postmenopausal  women? 


Webster  defines  “prime”  as  the  period  of  greatest  health,  strength,  and  beauty.  In  a woman,  these  are  the 
childhearing  years  between  puberty  and  menopause  — the  years  when  her  hormone  production  is  highest. 

1 he  inevitable  reduction  in  this  hormone  production  as  she  enters  the  menopause  often  results  in  physical 
discomfort  in  the  form  of  hot  flushes,  nervousness,  insomnia,  or  a multiplicity  of  other  symptoms  with  which 
you  are  familiar.  Superimposed  on  this  physical  picture  is  the  psychic  trauma  brought  on  by  this  unavoidable 
evidence  of  aging.  The  thing  that  brings  her  to  a physician  is  simply  that  she  “feels  bad.” 

You  can’t  make  her  35  again— but  the  odds  are  good  that  you  can  make  her  feel  like  it!  The  secret  is  a 
combination  of  reassurance  and  hormones.  The  exact  form  and  amount  of  the  former  defy  objective  analysis, 
but  the  latter  can  now  be  provided  with  scientific  precision.  Reduced  to  essentials,  here  is  the  explanation  ol 
exactly  how  hormones  — in  the  form  of  Upjohn’s  new  Halodrin  — restore  the  “premenopausal  prime.” 

Tlie  normal  premenopausal  woman  excretes  estrogens  in  the  urine  in  the  form  of  estradiol,  estrone,  and 
estriol,  in  an  approximate  28-day  average  ratio  of  39:15:46.  Starting  with  this  urinary  excretion  of  estrogens, 
it  is  possible  to  calculate  backwards  and  estimate  the  amount  of  estradiol  that  must  have  been  secreted  endo- 
genously in  order  to  produce  these  urinary  levels.  This  is  possible  because  the  proportion  of  estrogens  which 
appears  in  the  urine  following  parenteral  administration  has  been  established  in  castrated  women.  — 

On  this  basis,  the  average  endogenous  output  of  estrogens  is  about  160  micrograms  per  day  during  a 
menstrual  cycle,  and  80  micrograms  per  day  in  postmenopausal  women  (see  chart  opposite).  Therefore,  the 
restoration  of  the  “premenopausal  j)rime”  in  the  postmenopausal  woman  requires  the  replacement  of  approxi- 
mately the  equivalent  of  the  80  micrograms  of  estradiol  per  day  that  she  no  longer  secretes  endogenously. 

Oral  ethinyl  estradiol  is  about  2 to  2Vj  times  as  potent  as  parenteral  estradiol.  Therefore,  the  re|)laceineiit 
of  80  iiiicrograins  of  endogenous  estra<liol  j>roduction  per  day  is  accomplished  by  the  oral  administration 
of  32  to  40  micrograms  of  ethinyl  estradiol  per  day. 

Kadi  Halodrin  tablet  contains  20  micrograms  of  ethinyl  estradiol,  which  means  that  the  recommended 
dosage  of  2 tablets  per  day  provides  40  inicrograms  of  ethinyl  estradiol.  This  offsets  the  loss  of  80  micrograms 
of  endogenous  estradiol  production  in  the  menopausal  woman;  i.e.,  restores  the  “premenopausal  prime.” 

Kach  Halodrin  tablet  also  contains  1 mg.  of  Upjohn-developed  Halotestin*  ( fluoxymeslerone)  — the  most 
potent  oral  androgen  known.  The  primary  pur|»ose  is  to  “buffer”  the  ethinyl  estradiol  just  enough  to  prevent 
breakthrough  bleeding,  which  is  obviously  undesirable  in  the  menojiause.  It  also  exerts  other  beneficial  hor- 
monal effects,  one  of  which,  in  common  with  ethinyl  estradiol,  is  a powerful  anabolic  action  so  desirable  in 
patients  of  advanced  years.  I Ifpjohn 

*TiiArii  MARK  Rro.  u.«.  rAt.  orr.  CORvrioht  i9e*.  tmc  urjomh  comranv  1 ■ — 
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provides  dependable,  fast,  effective  therapy 


dependable  action 

because  all  patients  show  therapeutic 
blood  concentrations  of  penicillin  with 
recommended  dosages. 

quick  deployment 

of  the  bacteria-destroying  antibiotic. 
Within  five  to  fifteen  minutes  after  ad- 
ministration, therapeutic  concentrations 
appear  in  the  general  circulation. 

higher  blood  levels 

than  with  any  other  penicillin  given 


orally.  Bactericidal  concentrations  are 
assured.  Infections  resolve  rapidly. 

Dosage:  125  or  250  mg.  three  times  daily. 

Supplied:  Tablets,  .scored,  of  125  and  250 
mg.  (200,000  and  400,000  units). 

New  V-Cillin  K,  Pediatric:  In  bottles 
of  40  and  80  cc.  Each  5-cc.  tea.spoonful 
provides  125  mg.  V-Cillin  K. 

V-Cillin®  K (penicillin  V potassium,  Lilly) 
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THE  HEART  IN  LEUKEMIA 

0.  J.  POLLAK,  M.D.,  Ph.D.** 


Investigation  into  the  cause  of  thrombosis 
and/or  hemorrhage  often  leads  to  diagnosis 
of  leukemia.  Blood  vessels  may  become  in- 
volved in  the  pathogenesis  of  leukemia  on 
the  basis  of  disturbed  blood  clotting.  The 
heart,  too,  can  be  affected  by  leukemia.  This 
fact  is  rarely  appreciated  although  perti- 
nent references  can  be  found  in  medical 
writings.  Several  patients  with  clinical  or 
electrocardiographic  evidence  of  myocardial 
and/or  coronary  artery  disease  in  whom  leu- 
kemia was  diagnosed  during  life  or  after 
death  were  recently  encountered.  They 
served  as  reminders  that  the  heart  may  be 
impaired  in  leukemia  in  several  ways.  Four 
patients  were  selected  as  a basis  for  discus- 
sion. 

Case  I 

A Negro,  aged  18  years,  presented  with 
symptoms  of  precordial  oppression,  arrhy- 
thomia,  dyspnea  and  fatigue  interpreted  as 
rheumatic  heart  disease.  His  condition  re- 
i sponded  to  bed  rest  and  medication  with 
I salicylates  but  the  course  was  recurrent. 
I One  and  one-half  years  after  his  first  visit 
to  a physician  palpitation,  tachycardia  and 
I arrhythmia  warranted  an  electrocardiogram. 
Changes  in  the  QRS  complex,  a deep  Si, 
and  a high  R in  Vi  were  compatible  with 
the  diagnosis  of  rheumatic  myocarditis.  A 
month  later  the  patient  was  hospitalized 
with  pain  in  the  left  leg,  swelling  of  the  leg, 
profuse  bleeding  from  the  intestines  and 
anemia.  These  symptoms  had  an  acute  on- 
set four  days  before  admission.  Shortly 
afterward  the  patient  developed  abdominal 
pain,  nausea  and  vomiting.  He  became  weak 

‘Supported  by  research  grant  H-2534  (C-1)  of  the  National 
Heart  Institute,  USPHS. 

“Pathologist,  Kent  General,  Milford  Memorial,  and  Beebe 
Hospitals;  Dover,  Milford  and  Lewes,  Delaware. 


and  short  of  breath.  He  twice  vomited  large 
amounts  of  blood,  a total  of  about  500  ml. 
Temperature  was  94°F,  respiration  rate  was 
34  and  pulse  rate  was  95  per  minute.  Blood 
pressure  dropped  to  68/40  mm.  The  patient 
died  within  four  hours  after  admission. 

Pertinent  laboratory  findings  were:  He- 
matocrit, 24%;  hemoglobin,  8.85  gm.;  white 
blood  cells,  65,800  per  cu.  mm.;  2 myelo- 
cytes, 1 neutrophilic  and  2 eosinophilic  seg- 
mented cells  and  16%  lymphocytes.  The 
leukocytes  had  many  toxic  granules.  The 
red  cells  were  hypochromic,  target  cells  were 
present  and  1 normoblast  was  found  per 
100  white  blood  cells. 

The  chief  gross  necropsy  findings  were: 
splenomegaly;  hepatomegaly;  lymphadeno- 
pathy;  nodules  in  spleen,  liver,  and  kid- 
neys; severe  pulmonary  edema  and  throm- 
bosis of  the  left  femoral  vein.  Micro- 
scopically, there  were  massive  leukemic  in- 
filtrates in  spleen,  liver,  lymph  nodes,  adre- 
nals, kidneys,  in  the  wall  of  the  small  and 
large  intestine  and  in  the  myocardium. 
There  was  also  marked  pulmonary  edema, 
pleural  and  intestinal  mucosal  petechiae, 
femoral  vein  thrombosis  and  myelofibrosis. 
The  infiltrate  between  the  myofibrils  was 
severe  and  was  seen  in  sections  from  various 
parts  of  the  heart.  The  character  of  the  cel- 
lular infiltrate  confirmed  the  diagnosis  of 
granulocytic  leukemia.  (Fig.  1) 

Comment:  There  was  no  evidence  of 

rheumatoid  carditis.  Apparently  leukemic 
myocardial  infiltrates  simulated  rheumatic 
myocarditis.  Terminal  thrombosis  and  hem- 
orrhages were  caused  by  fulminant  exacer- 
bation of  a chronic  aleukemic  granulocytic 
leukemia. 
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Figure  1A  (To:  Case  1) 
Leukemic  infiltrate  of  myocardium  (x  165) 


Case  II 

A white  man,  74  years  old,  had  to  be 
hospitalized  twice  within  one-half  year  be- 
cause of  progressive  anemia,  painful  cough 
and,  on  second  admission,  also  because  of 
recurrent  epistaxis  and  tarry  stools.  The 
patient  had  no  symptoms  of  heart  disease. 

On  first  admission  pertinent  laboratory 
findings  were:  hematocrit,  23%;  hemo- 

globin, 11  gm.;  white  blood  cells,  16,000  per 
cu.  mm.;  4 myelocytes,  3 band  forms,  60 
neutrophilic  segmented  cells  and  33%  lym- 
phocytes. On  second  hospitalization,  four 
months  after  the  first,  the  findings  were: 
hematocrit,  17%;  hemoglobin,  5.4  gm.; 
white  blood  cells,  12,400  per  cu.  mm.;  4 
myelocytes,  3 metamyelocytes,  7 liand 
forms,  42  neutrophilic,  1 basophilic  and  2 
eosinophilic  .segmented  cells,  40  lymphocytes 
and  2%  monocytes.  After  six  transfusions 
of  500  ml.  whole  blood  each,  the  hematocrit 
rose  gradually  to  22%  and  the  hemoglobin 
value  to  7.6  gm.  The  number  of  myelocytes 


Figure  IB  (To:  Case  1) 
Myelocytic  infiltrate  — heart  (x  1,200) 


exceeded  50%  of  all  nucleated  cells  in  the 
sternal  bone  marrow. 

The  diagnosis  of  chronic  myelocytic  leu- 
kemia was  confirmed  by  necropsy.  Perti-  , 

nent  gross  findings  were  splenomegaly,  hep-  j 

atomegaly  and  lymphadenopathy.  Nodules  ( 

were  seen  in  the  spleen,  liver  and  kidneys.  ( 

The  spleen  was  about  six  times  the  normal  [ 

size  and  the  liver  about  twice.  The  gross  [ 

appearance  of  the  liver  was  that  of  cir-  3 

rhosis.  The  surface  was  coarse  nodular,  \ 

greenish  discolored,  the  architecture  was  3 

also  nodular  and  the  consistency  was  hard.  i. 

Microscopically,  massive  myelocytic  infil- 
trates were  seen  in  the  spleen,  liver,  kidneys,  p 
adrenals  and  bone  marrow.  Infiltration  of 
the  myocardium  was  much  less  extensive  [ 
than  that  of  the  other  organs.  (Fig.  2)  p 

Comment:  Apparently  leukemic  myocar- 
dial infiltration  was  not  extensive  enough 
to  cause  clinical  manifestations.  In  this  pa-  p 
tient  with  chronic  aleukemic  myelocytic 
leukemia,  death  was  due  to  anemia  and 
hepatic  failure.  i,  , 
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Figure  2A  (To:  Case  2) 
Leukemic  infiltrate  of  myocardium  (x  165) 


\ i Skirls 


Figure  2B  (To:  Case  2) 
Myelocytic  infiltrate  — liver  (x  1.200) 


Case  III 

A 58-year  old  white  man  was  admitted 
to  the  hospital  because  of  progressive  weak- 
ness, fatigue,  weight  loss  over  a period  of 
three  months  and  fullness  in  the  hypochon- 
drium.  Clinical  and  radiologic  examination 
disclosed  splenomegaly  and  cholelithiasis. 
Laboratory  data  were:  hematocrit,  38%; 
hemoglobin,  10  gm.;  white  blood  cells,  5,200; 
and  2 days  later,  3,000  per  cu.  mm.;  12 
band  forms,  80  neutrophilic  segmented  cells, 
and  8%  lymphocytes;  Cooms’  test,  negative; 
hemolysis  starting  at  34  and  ending  at  30% 
concentration  of  sodium  chloride  solution; 
prothrombin  time,  20  seconds;  bleeding 
time,  3 minutes;  clotting  time,  20  minutes. 
Bone  marrow  examination  lead  to  diagnosis 
of  acute  aleukemic  myelocytic  leukemia. 

On  admission,  the  patient’s  blood  pres- 
sure was  130  70  mm.  On  the  sixth  day  the 
pressure  began  to  decrease  rapidly.  It 
reached  68/50  mm.  before  death.  An  elec- 
trocardiogram was  obtained  less  than  3 
hours  before  death:  Normal  sinus  rhythm. 


rate  of  112  per  minute;  P-R,  0.12  seconds; 
QRS,  0.08  seconds;  P normal,  S-T  normal, 
T flattened.  Amplitude  of  QRS  low  in  I-III, 
small  complexes  in  Q present  in  III, 
aVp,  V.,„j.  The  findings  were  interpreted 
as  possible  early  manifestations  of  an  acute 
anterior  infarction  or  as  effect  of  an  acute 
hemorrhage.  (Fig.  3) 

At  necropsy  about  2,000  ml.  of  liquid 
blood  was  found  in  the  abdominal  cavity. 
The  spleen  measured  40  by  30  by  20  cm. 
and  had  a 6 cm.  long  rent.  Several  bright 
red  infarcts  were  present  in  the  spleen.  The 
main  splenic  artery  was  occluded  by  a 
thrombus.  The  liver  measured  50  by  40  by 
15  cm.  Nodules  were  seen  in  the  spleen 
and  liver.  Peritoneal  and  retroperitoneal 
lymph  nodes  were  enlarged  and  a deep  red 
color.  The  bone  marrow  was  voluminous 
and  bright  red.  The  gall  bladder  contained 
multiple  pigmented,  faceted  calculi.  Micro- 
scopically, leukemic  infiltrates  of  consider- 
able extent  were  seen  in  the  spleen,  liver, 
lymph  nodes  and  bone  marrow.  There  were 
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no  leukemic  infiltrates  in  multiple  sections 
from  the  myocardium.  A fibrous  scar  after 
infarction  was  present  in  the  anterior  wall 
involving  the  intraventricular  septum. 

Comment:  Chronic  aleukemic  myelocytic 
leukemia  led  to  splenic  artery  thrombosis, 
splenic  infarction  and  rupture  with  fatal 
hemorrhage.  Electrocardiographic  changes 
were  caused  by  acute  hemorrhage  rather 
than  by  myocardial  infarction. 

Case  IV 

A 70-year  old  white  man  was  under  ob- 
servation for  four  and  one-half  months. 
F’or  about  a year  before  first  hospitalization 
he  had  anginal  attacks  which  became  more 
frequent.  He  was  admitted  because  of  acute 
.substernal  pain,  dyspnea  and  weakness. 
There  was  cardiac  enlargement  and  slight 
edema  of  the  legs.  The  heart  rate  was  120 
per  minute  and  blood  pres.sur(!  was  118/68 


mm.  The  initial  laboratory  findings  were: 
hemoglobin,  4.6  gm.;  red  blood  cells,  1,500,- 
000  per  cu.  mm.;  white  blood  cells,  22,400 
per  cu.  mm.;  11  myelocytes,  6 metamyelo- 
cytes, 28  band  forms,  21  neutrophilic  seg- 
mented cells,  29  lymphocytes  and  5% 
monocytes.  Five  normoblasts  were  counted 
per  100  white  cells.  Diagnosis  of  chronic 
myelocytic  leukemia  was  established  by 
bone  marrow  study. 

The  first  electrocardiogram  (Fig.  4-A) 
obtained  on  admission  pointed  to  “acute 
intramural  myocardial  infarction”.  There 
was  sinus  tachycardia  of  120  per  minute; 
P-R,  0.18  seconds;  QRS,  0.08  seconds;  P 
generally  low,  notched  in  V leads;  S-T  de- 
pressed in  II,  III,  aVp,  Vo.„;  T low  in  all 
leads. 

Nine  days  later  (Fig.  4-B)  the  tracings 
were  improved  so  markedly  that  diagnosis 
was  corrected  to  “myocardial  abnormality; 
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FIGURE  4 A (CASE  4) 
ELECTROCARDIOGRAM  SUGGESTING  ACUTE 
INTRAMURAL  MYOCARDIAL  INFARCTION 


possible  recent  infarction.”  The  rate  was 
98  per  minute;  P generally  low;  QRS  of 
low  amplitude  in  I-III;  S-T  slightly  de- 
pressed in  I,  II,  aVp,  V4-6;  T flattened 
in  I,  II,  aVp.  At  this  date  the  hemoglobin 
was  7.8  gm.  after  transfusion  of  1,500  ml. 
of  whole  blood. 

Six  days  later,  or  15  days  after  the  first 
electrocardiogram,  there  was  further  im- 
provement in  the  tracings  (Fig.  4-C).  The 
rate  w'as  93  per  minute;  P low  notched  in 
III,  aVp,  V4-6;  QRS  were  of  better  ampli- 
tude and  less  deformed  than  before;  S-T 
normal;  T in  V leads  tended  to  be  tall  and 
symmetric.  On  this  date,  after  three  more 
whole  blood  transfusions,  the  hemoglobin 
was  9 gm.  It  became  evident  that  electro- 
cardiographic changes  resulted  from  myo- 
cardial ischemia. 

In  the  three-month  interval  between  two 
hospitalizations  the  patient  received  a total 


of  32  pints  of  whole  blood.  Multiple  blood 
examinations  and  electrocardiograms  re- 
vealed parallelism  between  the  degree  of  an- 
emia and  changes  in  electric  conductivity. 

Terminal  admission  was  again  for  severe 
substernal  pain,  shortness  of  breath  and 
profuse  perspiration.  Laboratory  data  were: 
hemoglobin,  5.6  gm.,  red  blood  cells,  2,030,- 
000  per  cu.  mm.;  white  blood  cells,  64,000 
per  cu.  mm.;  7 myelocytes,  11  metamyelo- 
cytes, 11  band  forms,  36  neutrophilic  seg- 
mented cells  and  16%  lymphocytes.  The 
electrocardiogram  was  similar  to  the  one 
taken  four  months  before.  The  rate  was 
118  per  minute;  P-R,  0.18  seconds;  QRS, 
0.08  seconds;  QRS,  small  in  I-III;  S-T  de- 
pressed in  I-III,  aVp,  and  V3;  Q prominent 
in  Ve;  T of  low  amplitude  in  all  leads. 

Necropsy  confirmed  the  diagnosis  of 
chronic  myelocytic  leukemia.  There  was 
splenomegaly  and  hepatomegaly,  hyper- 
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plasia  of  the  bone  marrow,  petechiae  on 
skin  and  mucous  membranes.  Gross  nodules 
were  seen  in  spleen,  liver  and  kidneys.  Mi- 
croscopically, leukemic  infiltrates  were  vis- 
ible in  spleen,  liver,  kidneys,  bone  marrow, 
lymph  nodes  and  adrenals.  The  heart  was 
slightly  enlarged,  concentrically.  No  infil- 
trates were  found  in  multiple  sections  of  the 
heart  muscle  nor  was  there  any  evidence  of 
recent  or  past  myocardial  infarction.  Only 
i.solated  yellow  plaques  were  found  in  the 
coronary  arteries. 

Comment:  Symptomatology  of  angina 
pectoris  rendered  interpretation  of  electro- 
cardiographic abnormalities  difficult.  Fluc- 
tuation of  the  changes  with  the  degree  of 
anemia  which  accompanied  the  chronic 
myelocytic  leukemia  led  to  correlation  of 
electrocardiograms  with  the  degree  of  myo- 
cardial i.schemia. 


Discussion 

Examination  of  sections  from  necropsies 
disclosed  the  presence  of  leukemic  infiltrates 
in  the  myocardium  of  one  third  of  19  pa- 
tients who  died  from  various  types  of  leu- 
kemia. In  one  patient  with  granulocytic 
leukemia  there  were  infiltrates  in  the  epi- 
cardium  but  not  in  the  myocardium.  Cur- 
iously, myocardial  infiltrates  were  found  in 
6 patients  with  aleukemic  and  but  one  with 
leukemic  myeloid  leukemia.  This  observa- 
tion does  not  permit  conclusions  since  the 
total  series  is  small  and  myocardial  involve- 
ment has  been  described  in  all  forms  of 
leukemia. 

In  one  of  our  patients  (no.  1),  myocar- 
dial infiltration  had  caused  clinical  symp- 
toms of  heart  disease  while  such  were  ab- 
sent in  another  patient  (no.  2).  It  is  ques- 
tionable whether  this  difference  was  due  to 
the  degree  or  to  the  localization  of  the 
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FIGURE  4 C (CASE  4) 

ELECTROCARDIOGRAM  SUGGESTING  SEVERE  MYOCARDIAL 
ISCHEMIA  OR,  POSSIBLY,  MYOCARDIAL  INFARCTION 


myocardial  infiltrate.  Lack  of  parallel  be- 
tween dissemination  and  degree  of  leukemic 
infiltrates  in  various  organs  and  myocardial 
involvement  or  degress  of  myocardial  infil- 
trate is  obvious. 

All  patients  with  leukemia  develop  ane- 
mia. Patients  with  the  same  degree  of  ane- 
mia may  not  develop  the  same  degree  of 
myocardial  ischemia.  The  latter  is  more 
likely  to  develop  in  older  patients  with  im- 
pairment of  circulation  due  to  atheroscler- 
osis. While  reading  electrocardiograms  one 
should  keep  in  mind  that  myocardial  ische- 
mia can  result  in  abnormalities  similar  to 
those  in  myocardial  infarction,  that  pro- 
longed severe  anemia  can  result  in  ischemic 
infarction  and  also  that  a patient  with  leu- 
kemia can  develop  infarction  due  to  coro- 
nary thrombosis.  Thrombotic  episodes  are 
frequent  in  patients  with  leukemia.  Of  the 
four  patients  discussed  by  us  one  had  fe- 
moral vein  thrombosis  (no.  1)  and  one  had 


splenic  artery  thrombosis  (no.  3).  In  a 
series  of  19  patients,  from  whom  the  four 
illustrative  cases  were  selected,  10  had 
thrombosis.  More  or  less  extensive  hem- 
orrhages were  noted  in  all  19  patients.  Elec- 
trocardiographic changes  suggesting  myo- 
cardial infarction,  but  actually  caused  by 
sudden  severe  hemorrhage,  were  noted  in 
one  patient  (no.  3)  with  rupture  of  the 
spleen. 

Costa^  reported  rupture  of  the  left  atrium 
due  to  myeloid  infiltration  of  the  myocar- 
dium. Wendkos-  described  a case  of  lym- 
phatic leukemia  with  massive  pericardial 
and  also  myocardial  leukemic  infiltrates. 
This  patient’s  electrocardiogram  had  deeply 
inverted  T waves  in  limb  leads.  Aronson 
and  Leroy^  discussed  8 patients  with  leu- 
kemia: Six  had  sinus  tachycardia,  S-T  de- 
pression, T inversion,  prolonged  P-R,  or 
premature  contractions;  four  had  leukemic 
myocardial  infiltration.  Blotner  and  Sos- 
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man^  suspected  myocardial  leukemia  in  a 
lady  who,  after  many  years  of  hypertension, 
developed  myeloid  leukemia  and  later,  heart 
block.  Left  axis  deviation  and  T*  changes 
were  noted.  Upon  x-ray  therapy  to  the 
heart,  the  leukocyte  count  reverted  from 
127,000  per  cu.  mm.  to  normal,  but  the 
conductive  block  persisted.  Kirshbaum  and 
Preuss’  observed  leukemic  involvement  of 
the  heart  in  42  (34%)  of  123  subjects  who 
died  of  various  types  of  leukemia  (53  mye- 
loid, 37  lymphocytic,  28  stem  cell  and  5 
monocytic  leukemia).  In  19  of  the  123  pa- 
tients leukemia  had  not  been  diagnosed 
during  life. 

In  connection  with  our  report  (no.  1)  it 
is  of  interest  that  in  one  of  the  misdiagnosed 
patients  referred  to  in  the  literature^  the 
diagnosis  was  that  of  rheumatic  heart  dis- 
ease. Apparently,  myocardial  leukemia  and 
rheumatic  myocarditis  are  rarely  confused. 
Clinical  signs  of  cardiac  disease,  such  as 
cardiac  enlargement,  systolic  murmurs, 
tachycardia  and  palpitation,  and  exertional 
dyspnea  were  ascribed  to  severe  anemia’ 
which  is  a common  concomitant  of  leu- 
kemia. Electrocardiographic  abnormalities 


were  generally  thought  to  be  caused  by  leu- 
kemic myocardial  infarction^’*’^  though  all 
patients  with  such  abnormalities  had  severe 
anemia.  Difficulty  in  differential  diagnosis 
of  electrocardiograms  between  myocardial 
infarction  and  ischemia  (no.  4)  or  infarc- 
tion and  severe  acute  blood  loss  (no.  3) 
have  not  been  recorded  by  others. 


Summary 

Four  patients  with  leukemia  presented 
clinical  signs  and  or  electrocardiographic 
changes  suggestive  of  myocardial  damage 
on  coronary  artery  disease.  Clinical  signs 
and  electrocardiographic  changes  are  corre- 
lated with  necropsy  findings. 
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THE  LAW  AND  THE  BLIND 


The  legal  definition  of  blindness  and  the 
Delaware  law  regarding  its  reporting  ap- 
pears elsewhere  in  this  issue  of  The  Jour- 
nal. Within  the  past  few  weeks  you  have 
received  a copy  of  the  Annual  Report  of 
Delaware  Commission  for  the  Blind.  The 
mandatory  reporting  of  blindness  may  at 
first  seem  like  more  useless  paper-work. 
Read  the  report,  if  you  have  not  already 
done  so;  you  may  be  pleasantly  surprised  at 
the  tremendous  job  of  rehabilitation  being 
carried  out  in  the  State  of  Delaware.  The 
proof  of  the  pudding — the  results — well 


justify  the  act.  We  should  do  everything 
within  our  power  to  help  the  Commission 
continue  their  mission. 

The  report  contains  examples  of  blind 
persons  who  are  gainfully  employed.  This 
is  good  and  valuable  publicity.  We  must 
remember  that  industry  is  willing  to  ac- 
cept these  people  as  well  as  persons  with 
other  physical  handicaps  and  it  is  our  re- 
sponsibility as  physicians  to  see  that  the 
patient  gets  the  proper  start  on  the  road 
to  rehabilitation. 


SCIENCE,  THE  NEWS,  AND  THE  PUBLIC 


A recent  report  of  the  National  Associa- 
tion of  Science  Writers,  Inc.  was  published 
under  the  above  title.  Its  conclusions  were 
definite  but  not  surprising.  The  survey 
established  beyond  doubt  the  appreciation 
of  science  by  the  general  public  and  has 
demonstrated  that  many  readers,  listeners, 
and  viewers  are  willing  to  give  up  entertain- 
ment features  to  become  better  informed 
about  science.  Many  scientists  complain 
about  the  manner  in  which  scientific  ma- 
terial reaches  the  public. 

Some  physicians  have  argued  for  years 
that  inasmuch  as  the  public  demands  medi- 


cal information  and  will  get  it  one  way  or 
another,  the  organized  medical  profession 
should  assume  responsibility  for  the  integ- 
rity of  the  material. 

The  New  Castle  County  Medical  Society 
has  recognized  this  problem  and  the  report 
of  its  Public  Relations  Committee,  pub- 
lished in  this  issue  of  The  Journal,  is  an 
excellent  beginning.  It  seems,  however,  that 
the  rules  finally  adopted  should  be  more 
rigid  and  should  leave  less  to  individual  in- 
terpretation. It  is  well  to  say  that  we  are 
against  evil  but  first  let  us  define  evil. 


CIVIL  SERVANT  OF  THE  YEAR 


For  the  first  time  in  the  history  of  the 
State  of  Delaware,  the  Chamber  of  Com- 
merce presented  an  award  to  a Civil  Service 
employee  whose  record  is  outstanding 
enough  to  be  considered  the  most  proficient 
in  Delaware.  No  one  deserved  this  honor 
more  than  the  recipient,  a man  whose  work 


is  dedicated  to  helping  others.  His  title  is 
corrective  therapist — his  work  is  known 
commonly  as  physical  rehabilitation — his 
outstanding  performance  has  been  justly 
recognized.  We  can  be  proud  that  the  first 
recipient  of  this  award  has  been  a person 
whose  work  is  so  closely  allied  to  our  own. 
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MEDICAL  COURT  CASES 

HOWARD  NEWCOMB  MORSE 

Counsellor  at  Law 
Alemher  of  the  Bar  of  the  Suprem'e  Court 
of  the  United  States  of  America 

6900  South  Shore  Drive  • Chicago  49,  Illinois 

“TENURE  OF  TREATMENT” 


CARROLL  vs.  GRIFFIN 


Court  of  Appeals  of  Georgia 

This  was  an  action  for  alleged  malprac- 
tice. The  Superior  Court  of  DeKalb  Coun- 
ty, Georgia,  entered  judgment  for  the  de- 
fendant and  denied  the  plaintiff’s  motion 
for  a new  trial,  and  the  plaintiff  brought 
error  (appealed).  The  Court  of  Appeals  of 
Georgia  affirmed  the  decision  of  the  lower 
court. 

B.  0.  Carroll  was  injured  in  a wreck 
while  riding  in  a truck  owned  by  Dr. 
Claude  Griffin,  a physician.  The  accident 
occurred  near  Carrollton,  Georgia.  Carroll 
was  first  taken  to  a hospital  or  clinic  in 
Carrollton  and  from  there  to  the  Georgia 
Baptist  Hospital  in  Atlanta.  Dr.  Griffin  was 
shown  by  the  hospital  charts  to  be  the  ad- 
mitting physician.  Carroll  suffered,  as  a re- 
sult of  the  wreck,  a fractured  left  mandible, 
a fractured  zygomatic  bone,  at  least  two 
fractured  ribs,  fractures  to  the  vertebral 
column,  and  a fractured  skull. 

After  Carroll  had  been  in  the  hospital  for 
approximately  five  days.  Dr.  Griffin  had  a 
morphine  type  drug  (pantapon)  adminis- 
tered to  him.  Dr.  Griffin  then  had  Carroll 
taken  home.  Each  Sunday  thereafter,  ex- 


96  Ga.  App.  826,  101  S.  E.  2d  764 

cept  one,  for  three  or  four  weeks  Carroll 
was  examined  by  Dr.  Griffin.  On  one  occa- 
sion Dr.  Griffin  found  that  the  fractured 
mandible  had  slipped  out  of  place  and  had 
become  a compound  fracture  where  it  had 
previously  been  a simple  fracture.  Dr.  Grif- 
fin set  the  fracture.  Four  weeks  later  Dr. 
Griffin  advised  Carroll  that  he  would  have 
nothing  further  to  do  with  the  case.  After 
being  so  advised,  Carroll  contacted  an  at- 
torney in  an  effort  to  force  Dr.  Griffin  to 
furnish  him  with  continued  treatment.  Car- 
roll  was  still  suffering  from  some  of  the  in- 
juries sustained  in  the  accident  when  Dr. 
Griffin  withdrew. 

The  Court  of  Appeals  of  Georgia  de- 
clared: “There  was  no  evidence  that  the 
defendant  abandoned  the  plaintiff  at  a 
critical  time  when  there  was  a need  for  im- 
mediate treatment,  for,  although  the  record 
does  disclose  that  the  plaintiff  needed  surgi- 
cal treatment,  it  does  not  disclose  that  such 
treatment  was  needed  then  and  there  or 
that  if  the  plaintiff  had  sought  within  a rea- 
sonable time  thereafter  other  medical  care 
he  would  have  suffered  any  injury  from  the 
alleged  abandonment.” 


“ACCRUAL  OF  CAUSE  OF  ACTION  FOR  MALPRACTICE” 


SHEARIN 

Supreme  Court  of  North  Carolina 

This  was  a patient’s  malpractice  action 
against  a physician,  ba.sed  on  the  physi- 


vs.  LLOYD 

246  N.  C.  363,  98  S.  E.  2d  508 

cian’s  failure  to  remove  a lap-pack  from  the 
patient’s  abdomen  before  closing  an  appen- 
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dectomy  incision.  The  Superior  Court  of 
Franklin  County,  North  Carolina,  rendered 
judgment  for  the  physician  (an  involuntary 
nonsuit  against  the  patient),  and  the 
patient  appealed.  The  Supreme  Court  of 
North  Carolina  upheld  the  decision  of  the 
trial  court. 

The  period  prescribed  in  North  Carolina 
for  the  commencement  of  an  action  for  mal- 
practice based  on  negligence  is  three  years 
from  the  time  the  cause  of  action  accrues. 
The  Supreme  Court  of  North  Carolina  held 
that  the  patient’s  cause  of  action  accrued 
when  the  physician  closed  the  incision  and 
was  not  delayed  by  the  physician’s  failure 
thereafter  to  detect  or  discover  that  the 
lap-pack  had  not  been  removed.  Inasmuch 
as  the  action  was  not  brought  within  three 


years  of  the  time  the  incision  was  closed, 
the  action  was  barred  by  the  statute  of  limi- 
tations. 

The  Supreme  Court  of  North  Carolina 
stated:  “.  . . in  an  action  for  damages,  re- 
sulting from  negligent  breach  of  duty,  the 
statute  of  limitations  begins  to  run  from 
the  breach,  from  the  wrongful  act  or  omis- 
sion complained  of,  without  regard  to  the 
time  when  the  harmful  consequences  were 
discovered  ...  It  is  inescapable  that  plain- 
tiff’s cause  of  action  accrued  . . . when  de- 
fendant closed  the  incision  without  first  re- 
moving the  lap-pack  from  plaintiff’s  body. 
Defendant’s  failure  thereafter  to  detect  or 
discover  his  own  negligence  in  this  respect 
did  not  affect  the  basis  of  his  liability  there- 
for.” 


“PATIENT  LEFT  UNATTENDED” 

ROBINSON  vs.  CAMPBELL 


Court  of  Appeals  of  Georgia 

This  was  an  action  by  the  patient  for  in- 
juries sustained  in  a fall  in  the  physician’s 
office.  The  Superior  Court  of  Fulton  Coun- 
ty, Georgia,  dismissed  the  suit,  and  the  pa- 
tient appealed. 

Miss  AUie  B.  Robinson  was  a patient  of 
Dr.  William  E.  Campbell,  Jr.,  having  been 
treated  by  him  for  an  eye  condition  which 
resulted  in  a partial  loss  of  sight  by  Miss 
Robinson.  Subsequently,  she  went  to  Dr. 
Campbell’s  office  for  treatment  of  her  im- 
paired sight.  He  seated  her  in  a chair  de- 
signed to  be  raised  or  lowered  to  permit 
treatment  of  the  eyes  of  any  patient  seated 
in  it.  She  was  raised  in  the  chair  and  a me- 


Ga.  App.  240,  97  S.  E.  2d  544 

dication  of  a kind  unknown  to  her  was 
placed  in  her  eyes.  She  was  left  in  a depen- 
dent condition  for  approximately  30 
minutes,  the  physician’s  employee-atten- 
dants being  no  longer  present.  Miss  Robin- 
son attempted  to  get  down  from  the  chair, 
tripped  and  fell,  being  injured  thereby. 

The  Court  of  Appeals  of  Georgia  affirmed 
the  decision  of  the  trial  court.  The  Court 
of  Appeals  declared:  “.  . . the  plaintiff  was 
injured  by  her  own  act  of  attempting  to  get 
down  from  the  chair  which  she  knew  had 
been  raised  so  as  to  permit  the  defendant 
to  examine  and  treat  her  eyes.” 


95 
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NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 


Report  of  the  Public  Relations  Committee 
A SUGGESTED  GUIDE  FOR  NEWS  RELEASE  OF  MEDICAL  NEWS 


Physicians,  and  the  hospitals  in  which 
they  work,  and  the  societies  to  which  they 
belong,  frequently  become  news,  and  the 
center  of  public  interest  and  comment.  This 
is  as  it  should  be,  for  news  is  people,  places, 
and  situations,  fresh  information,  concern- 
ing something  that  has  recently  taken  place. 

Good,  accurate  medical  news,  properly  re- 
leased is  most  desirable,  and  at  times  excit- 
ing, and  members  of  this  society  are  urged 
to  submit  items  of  interest  for  consideration 
of  news  release  . . . which  items  properly 
prepared,  in  good  taste  and  ethics,  and 
most  important  in  fairness  and  honesty 
create  a most  favorable  climate  of  public 
relations. 

The  public  relations  committee  in  a re- 
cent meeting  felt  that,  within  the  present 
by-laws,  it  should  be  and  is  available  to 
receive  and  discuss  information  of  import, 
and  the  committee  has  geared  itself  to  a 
positive  approach  whereby  rapid  review  and 
release  of  news  to  authorized  channels  may 
be  expedited.  Your  committee  reviewed,  and 
sifted  procedures  followed  in  other  medical 
societies,  and  submits  for  your  considera- 
tion the  better  points  in  the  various  guides. 

The  purpose  of  this  guide  is  to  promote 
a greater  and  smoother  flow  of  accurate 
medical  news  from  the  medical  profession, 
both  those  in  private  practice,  and  those 
who  work  in  hospitals,  to  those  engaged  in 
collecting  and  disseminating  such  news. 

1.  To  facilitate  obtaining  such  news  or 
information,  the  society  may  furnish  the 
responsible  news  representative  with  a list 
of  physicians  from  whom  authoritative  in- 
formation may  be  obtained,  or  the  society 
may  designate  the  officers,  committee  chair- 
men, or  other  chosen  spokesmen  of  the  so- 
ciety, to  be  available  at  all  times  to  author- 
ized members  of  the  press,  radio,  and  tele- 


vision, in  order  that  authentic  information 
on  medical  subjects,  and  news  be  obtained 
as  promptly  as  possible. 

2.  The  spokesman  may  be  quoted  by 
name  and  title.  This  should  not  be  con- 
sidered as  seeking  self-publicity  by  their 
colleagues,  when  such  news  is  sought,  and 
when  it  is  in  the  best  interest  of  the  public 
and  profession  and  individual  physicians. 
When  approached  by  an  authorized  repre- 
sentative of  a news  bureau,  seeking  informa- 
tion relating  to  scientific  subjects,  they  are 
urged  to  comply  unless  a premature  release 
be  a matter  of  concern. 

3.  Photographs  of  physicians  are  accept- 
able, unless  the  time  and  place  shall  indi- 
cate self-exploitation.  Borderline  situations 
should  be  cleared  with  the  proper  concerned 
committee  chairman  or  other  spokesman 
chosen  by  members  of  this  society. 

4.  Principles  of  professional  conduct  shall 
prevail  at  all  times. 

5.  The  personal  privacy  and  legal  rights 
of  all  patients  shall  be  protected  at  all 
times.  When  such  information  is  requested, 
the  consent  of  the  patient,  he  he  an  im- 
portant person  or  not,  must  be  obtained, 
and  the  will  of  the  patient  is  final. 

6.  When  appearing  on  radio  or  televi- 
sion programs,  and  when  presented  as  doc- 
tor so  and  so,  sound  judgment  and  good 
common  sense  and  an  adherence  to  our  pro- 
fessional code  and  conduct  are  expected  of 
any  physician,  since  he  cannot  escape  the 
implication  of  representing  the  profession 
or  his  medical  society. 

7.  Cooperation  with  authorized  reporters 
is  desirable,  but  should  the  item  or  topic 
be  unripe  or  unwise  for  release  at  the  time, 
a frank  discussion  of  the  topic  and  reason 
for  delay  is  wise.  We  feel  that  the  reporter 
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will  coopierate,  with  valid  reasons,  and  will 
not  indulge  in  news  by  inference  or  ghost 
reporting  or  a negative  approach. 

8.  The  Board  of  Censors  may  discipline 
for  non-cooperation  with  these  suggestions, 
if  adopted. 

Equally  important  to  the  ultimate  suc- 
cess of  this  endeavor,  is  the  manner  in  which 
news  is  released  by  the  hospitals  of  this 
area,  whose  medical  staffs  are  almost  wholly 
composed  of  members  of  this  society.  These 
plans  must  be  the  product  of  the  adminis- 
trative bodies  of  the  individual  institution, 
who  can  best  suit  the  particular  need.  We 


do  feel,  however,  that  a coordinated  man- 
ner of  news  release  will  serve  everyone  best, 
and  keep  a conflicting  opinion  or  situation 
from  occurring. 

These  suggestions,  which  we  consider 
quite  fundamental,  are  presented  for  your 
consideration,  and  we  urge  you  to  adopt 
them. 

Respectfully  submitted, 

William  O.  LaMotte,  Jr.,  M.D. 

Charles  E.  Maroney,  M.D. 

James  T.  Metzger,  M.D. 

Alexander  Smith,  M.D. 

Charles  T.  Lawrence,  M.D.,  Chairman 


DEFINITION  OF  BLINDNESS 


“Blind  person”  means  one  who  is  totally 
blind  or  has  visual  acuity  of  not  more  than 
20  200  in  the  better  eye  with  best  correc- 


MANDATORY 

The  laws  of  the  State  of  Delaware  (Title 
31,  Section  2109)  require  that  every  health 
and  social  agency,  attending  or  consulting 
physician,  or  nurse,  shall  report  to  the  Com- 
mission for  the  Blind,  in  writing,  the  name, 
age  and  residence  of  persons  who  are  blind 
within  the  definition  of  blindness  as  indi- 
cated above,  and  in  such  cases  shall  furnish 


tion,  or  whose  vision  is  limited  in  field  so 
that  the  widest  diameter  subtends  an  angle 
no  greater  than  20  degrees. 


REPORTING 

such  additional  information  as  the  Com- 
mission requests  for  registration  or  preven- 
tion of  blindness. 

The  Commission  respectfully  urges  that 
this  requirement  of  Delaware  law  be  dili- 
gently adhered  to  in  order  that  all  blind 
citizens  may  know  the  services  available  to 
them,  and  benefit  accordingly. 
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PROCEEDINGS  OF  THE 


The  meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  was  called  to  order 
in  the  Dover  Hotel,  Dover,  Delaware,  on  Sunday, 
September  28,  1958,  at  three-thirty  o’clock.  Dr. 
John  B.  Baker,  President  of  the  Society,  called 
the  meeting  to  order  and  after  the  roll  call,  de- 
clared a quorum  to  be  present.  The  reports  of  the 
officers  and  committees  were  presented  as  follows: 

REPORT  OF  SECRETARY 

To  House  of  Delegates 
Medical  Society  of  Delaware 

The  office  of  the  Secretary  has  been  conducted 
on  a current  basis  during  the  past  year.  Minutes 
of  the  Council  meetings  have  been  kept.  The  Sec- 
retary has  also  assisted  in  the  negotiations  with 
the  Department  of  Defense  with  regard  to  Medi- 
care program. 

Respectfully  submitted, 
Norman  L.  Cannon,  M.D. 

Secretary 

REPORT  OF  THE  EXECUTIVE  SECRETARY 

There  is  no  practical  way  for  me  to  present 
through  the  relatively  short  medium  of  an  annual 
report  to  the  House  of  Delegates  the  daily  work 
of  the  headquarters  office  for  a period  of  twelve 
months.  Most  of  the  Society’s  accomplishments 
and  failures  during  this  time  appear  in  the  reports 
of  its  committees,  and  most  of  these  have  involved 
staff  work  to  greater  or  less  degree.  For  me  to  de- 
tail the  efforts  and  special  problems  of  each  group 
would  be  repetitious  and  of  no  purpose.  I would 
prefer,  rather,  to  discuss  the  topics  that  fall,  as  it 
were,  between  the  areas  of  committee  responsibili- 
ty, and  have  had,  therefore,  to  be  handled  either 
as  a part  of  the  staff  work  or  on  an  adhoc  basis. 

The  Executive  Secretary  reports  that  the  mem- 
bership of  the  Society  stands  at  414,  distributed 
among  the  counties  as  follows: 

Kent  County  Medical  Society  31 

New  Castle  County  Medical  Society  326 

Sussex  County  Medical  Society  57 

Annual  Meeting 

The  lack  of  good  convention  facilities  in  the 
state  of  Delaware  remains  a problem.  Within  the 
narrow  limits  of  availability,  the  duPont  Country 
Club  offers  the  best  site  obtainable  this  year.  We 
have  been  able  to  provide  twenty-eight  booths, 
which  will  accommodate  twenty-five  technical  and 
three  scientific  exhibits.  Applications  for  space  in 
both  categories  have  had  to  be  rejected,  simply 
because  we  had  no  place  to  put  them.  Revenue 
from  exhibits  is  $1,270  this  year,  lower  than  last 
year,  and  than  1953,  higher  than  at  any  other  an- 
nual meeting.  This  was  accomplished  by  raising 
exhibit  rates,  not  by  the  preferable  method  of  pro- 
viding more  space  to  accommodate  more  exhibits. 
Exhibit  revenue  still  fails  to  provide  the  50%  of 
annual  meeting  cost  that  would  be  a desirable 
minimum,  and  will  probably  continue  to  do  so  un- 
til good  convention  facilities  exist. 

The  exhibit  background  panels  designed  and 
purchased  last  year  have  been  wired  for  electricity, 
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enabling  us  to  receive  higher  rental  for  their  use. 
They  have  now  paid  for  themselves  completely  and 
returned  a net  profit.  We  can  anticipate  a return 
on  the  investment  of  from  $400-$500  per  year  for 
use  in  presenting  the  Annual  Meeting,  before  it 
becomes  necessary  to  replace  them. 

I should  like  again  to  remind  the  Society  that 
the  exhibitors’  attendance  and  the  help  they  pro- 
vide is  dependent  upon  each  member’s  accepting 
the  responsibility  of  visiting  the  exhibits  and  pro- 
viding the  contact  with  physicians  for  which  these 
firms  are  paying. 

Polio  Inoculation  Campaign 

With  the  cooperation  of  the  State  Board  of 
Health  and  the  Delaware  Chapters  of  the  Nation- 
al Foundation  for  Infantile  Paralysis,  the  series 
of  free  public  polio  clinics  has  been  completed.  The 
Board  of  Health’s  figures  show  a total  of  344,837 
doses  of  vaccine  given  through  the  clinics,  the 
school  program,  and  the  field  trials.  The  Board 
also  estimates  that  211,094  doses  of  the  vaccine 
were  given  by  physicians  in  private  offices.  The 
results  show  that  approximately  85%  of  the  child 
population  from  birth  through  19  years  of  age  has 
had  three  doses  of  vaccine,  while  about  7%  more 
have  had  one  or  two  doses.  The  group  from  20-45 
has  35%  complete  coverage,  with  an  additional 
17%  incompleted.  Assessed  in  terms  either  of  pub- 
lic health  or  public  relations,  the  results  of  this 
campaign  have  been  excellent.  The  Society  has 
reason  to  be  grateful  to  the  radio  and  the  press 
for  their  outstanding  cooperation.  Appropriate 
letters  of  thanks  have  been  sent.  As  a specific  ges- 
ture of  thanks,  the  News  Journal  Company  was 
invited  to  send  a representative  to  the  AMA-Na- 
tional  Science  Writers  Association  meeting  on 
writing  medical  news.  Mr.  Cy  Liberman  attended 
this  as  the  Society’s  guest,  in  company  with  the 
Executive  Secretary. 

Medicare 

The  Medicare  program  has  continued  in  opera- 
tion. For  the  period  September  1,  1957  through- 
August  31,  1958,  physician  payments  in  Delaware 
have  totalled  $190,298  for  2539  patients.  Under 
the  authority  of  the  1957  House  of  Delegates  a 
new  contract  was  negotiated  in  Washington  April 
14,  and  became  effective  May  1.  The  revisions  in 
the  program  that  became  effective  October  1,  and 
of  which  all  members  of  the  Society  have  been 
notified,  materially  reduce  the  services  payable 
and  the  eligibility  of  patients  for  Medicare.  The 
Department  of  Defense  is  under  mandate  from 
the  Joint  Senate-House  Committee  on  Defense 
Appropriations  to  confine  Medicare  spending  to 
72  million  dollars.  It  appears  that  this  will  be 
done  even  at  the  cost,  if  necessary,  of  suspending 
the  program  until  appropriations  can  be  voted  for 
the  next  fiscal  year.  While  pressure  for  rt^trictions 
appears  to  have  originated  with  the  services,  the 
Congress  is  responsible  for  their  imposition.  This 
should  be  kept  in  mind  when  explanations  are 
called  for. 

The  Society’s  thanks  are  due  Group  Hospital 
Service,  Inc.,  which  continues  to  act  as  fiscal  agent 
for  the  Medicare  program  on  a non-profit  basis. 
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JOl’RNAL 

'Fhe  Executive  Secretary  continues  to  manage 
the  business  of  the  Delaware  State  Medical  Jour- 
nal. Having  shown  an  operating  gain  for  three 
consecutive  years,  the  Journal  has  recouped  its 
losses  and  ajjpears  to  be  in  good  financial  condi- 
tion. While  it  still  does  not  bear  a realistic  share 
of  its  own  cost,  it  has  built  a cash  reserve  which 
stands  to  the  Society’s  credit,  and  is  now  in  a po- 
sition to  contribute  financially  to  the  Society's 
operation.  The  Publications  Committee  has  real- 
ized this  and  plans  this  year  to  assume  a propor- 
tionate share  of  the  office  rent  and  to  provide  ser- 
vice and  equipment  which  would  not  otherwise  be 
available. 

Prospects  for  the  coming  year  are  complicated 
by  plans  to  change  from  one  printer  to  another  at 
what  are  expected  to  be  increased  rates.  This  will 
lower  the  Journal’s  margin  for  operations,  but  will 
be  offset  to  some  extent  by  an  increase  in  adver- 
tising rates.  We  expect  greatly  improved  service 
to  result  from  the  change.  If  advertising  volume 
remains  alxjut  the  same,  the  Journal  should  show 
a small  gain  for  the  coming  year  and  stabilize  at 
about  cost  after  that,  at  which  time  it  will  be 
spending  about  $2500  more  a year  than  at  present 
on  its  own  improvement  and  contributing  in  ex- 
cess of  $1000  per  year  to  the  Society’s  operating 
expenses. 

The  report  of  the  Committee  on  Public  Laws 
deals  with  the  Society’s  legislative  activities,  which 
I do  not  wish  to  repeat  here.  I do  want  to  make 
the  point  that  the  one  most  imperative  bill  in  the 
General  Assembly  to  be  stopped  was  stopped,  and 
that  this  was  done  in  the  face  of  determined  well- 
organized  opposition  through  the  personal  parti- 
cipation in  the  effort  of  a substantial  number  of 
physicians.  The  Legislative  climate  toward  physi- 
cians is  still  not  at  the  optimum,  but  the  great  im- 
provement resulting  from  the  polio  effort  has  been 
added  to  by  this  demonstration  of  solidarity. 

Our  congressional  delegation  was  visited  in 
Washington  and  has  received  the  Society’s  views 
upon  specific  issues.  They  have  shown  unfailing 
courtesy,  and  have  been,  on  the  whole,  responsive 
to  the  Society’s  requests. 

Headquarters  Office 

The  acquisition  of  Mrs.  Winifred  Donnelly  as 
Office  Secretary  and  of  the  beginnin«'S  of  a modern 
office  have  benefited  the  Society.  Mrs.  Donnelly 
devotes  many  hours  of  uncompensated  time  to  this 
organization  and  her  presence  has  made  possible 
the  complete  reorganization  of  the  office  and  of 
the  vast  amount  of  unsorted,  uncatalogued  mater- 
ial that  has  accumulated  over  the  years.  For  the 
first  time,  the  Society  has  usable  informative  files. 
The  reorganization  of  this  material  will  be  com- 
pleted with  the  institution  this  winter  of  com- 
pletely new  membership  records,  to  be  done  con- 
currently with  publication  of  the  bi-annual  roster. 
This  reorganization  has  consumed  a great  deal  of 
time  through  the  year,  but,  once  done,  should  be 
relatively  easy  to  maintain. 

I want,  in  conclusion,  to  express  my  apprecia- 
tion to  the  officers  and  members  of  each  county 
society  for  their  courtesy  and  hospitality  when  I 
have  visited  them,  and  to  the  Medical  Society  of 
Delaware  as  a whole  for  the  pleasure  of  working 
with  the  physicians  of  Delaware  during  the  year 
past. 

Respectfully  submitted, 
Laa^tience  C.  Morris,  Jr. 
Executive  Secretary 


REPORT  OF  THE  TREASURER 
Gentlemen: 

We  have  examined  the  financial  records  of  the 
Treasurer  of  the  Medical  Society  of  Delaware  and 
of  the  Delaware  State  Medical  Journal  for  the 
year  ended  July  31,  1958,  the  results  of  which 
are  included  in  this  report,  consisting  of  the  com- 
mentary and  the  following  .statements: 

Exhibit 

and/or 

Title:  Schedule 

Balance  sheet  at  July  31,  1958  A 

Statement  of  cash  receipts  and 
disbursements  for  the  year  ended 
July  31,  1958: 

General  fund  B 

Delaware  State  Medical  Journal  C 

Budgetary  statement  of  revenue  and 
expenditures  for  the  year  ended 
July  31,  1958: 

General  fund  D 

Statement  of  securities  owned  at 

July  31,  1958  and  income  therefrom 
during  the  year  then  ended: 

General  fund  A-1 

Reconciliation  of  dues  and  A.M.A. 
assessments  for  the  seven  months 
ended  July  31,  1958: 

General  fund  B-1 


History 

At  the  1957  annual  session,  the  House  of  Dele- 
gates approved  an  amendment  to  the  by-laws  of 
the  society,  changing  its  fiscal  year  from  Decem- 
ber 31,  to  July  31,  and,  under  separate  cover,  we 
have  submitted  an  audit- report  for  the  year  ended 
December  31,  1957.  However,  for  future  con- 
venience in  comparisons  and  budgeting,  the  finan- 
cial statements  of  this  report  include  operations 
for  the  year  ended  July  31,  1958,  so  that  the 
operations  for  the  period  August  1,  1957  to  De- 
cember 31,  1957  are  included  in  both  reports.  The 
budgetary  statement  included  in  the  report  for 
the  fiscal  year  ended  July  31,  1958  was  originally 
adopted  for  the  calendar  year  1958. 

Information  returns,  required  by  federal  stat- 
utes, have  been  prepared  for  both  the  year  ended 
December  31,  1957  and  the  seven  months  ended 
July  31,  1958  and,  form  1128,  Application  for 
Change  in  Accounting  Period,  has  been  filed  with 
the  U.  S.  Treasury  Department. 


Scope  of  Examination 

Testings  were  made  of  income  and  expense  fac- 
tors in  both  the  Treasurer’s  records  and  those 
of  the  Delaware  State  Medical  Journal  to  the 
extent  we  deemed  appropriate  in  the  circuin- 
stances.  Cash  received  was  traced  to  deposits  in 
bank  and  expenditures  were  verified  by  reference 
to  canceled  checks  and/or  vendors’  invoices.  Cash 
in  banks  as  of  July  31,  1958  was  confirmed  direct 
to  us  by  the  various  depositories  and  was  recon- 
ciled with  the  book  balances  therefor  at  that  date. 
Securities  owned  at  July  31,  1958  were  examined 
by  us  at  the  Bank  of  Delaware  on  September  17, 
1958  in  the  presence  of  Charles  Levy,  M.D.  and 
income  earned  thereon  during  the  period  under 
review  was  verified  by  recomputations  or  reference 
to  accredited  financial  publications.  Other  verifi- 
cations deemed  necessary  are  commented  upon  in 
the  ensuing  paragraphs  of  this  report. 


Commentary 

A statement  of  financial  condition  at  July  31, 
1958  is  presented  in  exhibit  A;  while  statements 
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of  cash  receipts  and  disbursements  for  both  funds, 
showing  a segregation  of  operations  for  the  months 
of  August  through  December  1957  and  January 
through  July  1958,  are  included  herein  as  exhibits 
B and  C,  respectively.  A budgetary  statement  of 
operating  factors  within  the  General  fund,  using 
the  anticipated  revenues  and  appropriated  expen- 
ditures originally  approved  for  the  calendar  year 
1958,  is  presented  in  exhibit  D.  The  society  main- 
tains three  separate  savings  accounts,  the  trans- 
actions of  which  are  not  included  in  the  operat- 
ing statements  of  this  report  but  the  changes 
therein  during  the  period  under  review  are  de- 
tailed in  the  following  tabulation; 


Regular  Fund  State  Medical  Journal 
Wilmington  Wilmington  Wilmington 
Savings  Fund  Savings  Fund  Trust 
Society  Society  Company 


Balances, 

January  1,  1957  ....$4,805.08  $3,626.53  $1,719.30 


Receipts: 

Interest  earned: 


Period  1-1-57 

to  12-31-57  $ 156.16  $ 117.84  $ 28.76 

Period  1-1-58 

to  7-31-58  17.48 


$ 156.16  $ 117.84  $ 46.24 

$4,961.24  $3,744.37  $1,765.54 


Disbursements: 
None  


$4,961.24  $3,744.37  $1,765.54 


The  current  effective  rate  of  earnings  in  these 
accounts  is  3V^%  per  annum  at  the  Wilmington 
Savings  Fund  Society  and  2%  at  Wilmington 
Trust  Company.  Wilmington  Trust  Company 
credits  interest  to  its  savings  accounts  semi- 
annually at  June  30  and  December  31;  while  the 
Wilmington  Savings  Fund  Society  credits  interest 
to  its  accounts  annually  on  December  31.  The 
I^alances  shown,  therefore,  include  interest  earned 
through  June  30,  1958  at  the  Wilmington  Trust 
Company  and  through  December  31,  1957  at  the 
Wilmington  Savings  Fund  Society. 

At  the  1957  annual  session,  the  House  of  Dele- 
gates approved  a transfer  of  the  Medical  Defense 
fund  to  the  General  fund  balance  account  but  in- 
dicated that  a reserve  of  $1,000.00  should  be  re- 
tained within  the  latter  fund  for  possible  legal  liti- 
gation. The  Defense  fund  comprised  the  savings 
account  shown  in  the  foregoing  tabulation,  which 
for  purposes  of  this  report  is  indicated  to  be  Gen- 
eral fund  cash  and  the  reserve  account  has  been 
adjusted  to  show  a fixed  balance  of  $1,000.00  as 
authorized. 


Recommendation 

In  our  oiiinion,  the  Delaware  State  Medical 
Journal  should  function  within  budgetary  restric- 
tions and  closer  supervision  should  be  exercised 
over  the  approjiriations  within  the  General  fund. 
The  Treasurer  of  the  Society  should  not  be  ex- 
pected to  assume  the  detailed  supervision  this 
woulfl  entail  but  should  merely  review  trends 
throughout  the  year  as  he  deemed  desirable.  We 
suggest  the  actual  record  keeping,  depositing  of 
funds,  issuance  of  checks  and  preparation  of  re- 
ports be  transferred  to  the  office  of  the  Executive 
Secretary.  The  Treasurer  would  retain  the  au- 


thority to  sign  checks  but  the  transfer  of  records 
proposed  would  relieve  him  of  certain  detailed 
accounting  functions  and  it  would  permit  all 
records  of  the  Society  to  be  retained  in  a central 
location. 


Conclusion 

In  our  opinion,  the  accompanying  balance  sheet 
and  related  statements  of  cash  receipts  and  dis- 
bursements present  fairly  the  financial  position 
of  the  Medical  Society  of  Delaware  at  July  31, 
1958  and  the  results  of  its  operations  for  the 
year  then  ended,  in  conformity  with  generally  ac- 
cepted accounting  principles  applied  on  a basis 
consistent  with  the  preceding  period. 

We  wish  to  express  our  appreciation  for  the 
courtesies  extended  to  us  during  the  course  of  this 
examination. 


Very  truly  yours, 

Haggerty  & Haggerty 
Certified  Public  Accountants 


Exhibit  A 

Balance  Sheet  at  July  31,  1958 
Assets 

General  Fund: 

Cash  in  bank; 

Regular  account — 

exhibit  B $19,467.30 

Savings  account  4,961.24 


Investment — 
schedule  A-1: 

Stocks  12,201.08 

Government  bonds  5,040.00 


Due  from  State 
Medical  Journal 


$24,428.54 


17,241.08 

222.76 


$41,892.38 

Delaware  State 
Medical  Journal; 

Cash  in  bank: 

Operating  account — 


exhibit  C 7,204.98 

Savings  accounts  5,509.91 


Investments — 

Government  bonds  .... 


12,714.89 

3,502.38 


16,217.27 

$58,109.65 

Liabilities  and  Fund  Balances 
General  Fund: 

Liabilities: 

Employees’  withhold- 
ings and  accrued 


payroll  taxes  $ 191.81 

Reserve: 

Defense  fund  1,000.00 

Fund  balance  40,700.57 


$41,892.38 

Delaware  State 
Medical  Journal: 

Liabilities: 

Due  to  General  fund  $ 222.76 

Fund  balance  15,994.51 

16,217.27 


$58,109.65 
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General  Fund 

Statement  of  Cash  Receipts  and  Disbursements 
For  the  Year  Ended  July  31,  1958 


Balances,  Beginning  of  Period  

Receipts; 

Dues: 

State  Society  

A.M.A.  

Subscriptions — Medical  Journal  

Annual  session — proceeds  of  ticket  sales  

Annual  session — rent  exhibit  space  

Income  from  investments  

Medical  Journal — rent  and  stenograjjher  

Reimbursement — travel  

Registration — seminar  

Reimbursement — postage  

Women’s  auxiliary — reimbursement  files  

A.M.A. — 1%  reimbursement  collection  of  dues  

Group  hospital — medicare  program  

Employees’  withholdings  

Beginning  Balances  and  Total  Receipts  

D SBURSEMENTS; 

Salaries: 

Executive  secretary  

Stenographer  

Payroll  taxes — Society’s  share  


Operations: 

Subscriptions  to  Journal  

Contributions  

Office  furniture  (38.36  refunded — contra) 
Symposium  


Office: 

Rent  and  electric  

Printing,  stationery  and  postage 

Telephone  and  telegraph  

Subscriptions  

Rent — safe  deposit  box  

Miscellaneous  


Travel: 

A.M.A.  delegate  ($188.80  refunded — contra) 

A.M.A.  conference  

Guest  speaker  

Local  


Annual  session: 

Meals  and  entertainment 

Stenotypist  

Rent  of  hall  

Program  and  tickets  

Exhibits  

Badges  

Miscellaneous  


Other; 

A.M.A.  assessment  

Withholdings — due  from  “Journal” 

Dues  refunded  

Employees’  withholdings  


Balances,  End  of  Period 


7 Months 
Ended 

Total  7-31-58 


$18,718.83 

$10,592.29 

17,319.50 

16,967.00 

9,112.50 

8,925.00 

1,111.50 

1,083.00 

27,543.50 

26,975.00 

1,400.00 

1,245.00 

250.00 

660.50 

330.50 

480.00 

280.00 

188.80 

188.80 

55.00 

55.00 

41.71 

38.36 

38.36 

37.88 

1.88 

23.84 

23.84 

1 ,408.65 

940.60 

33,123.24 

29,083.98 

51,842.07 

39,676.27 

6,683.33 

2,275.00 

201.56 

4,183.33 

1,650.00 

131.25 

9,159.89 

5,964.58 

1,153.50 

1,055.00 

1,032.14 

100.00 

1,059.00 

527.42 

3,340.64 

1,586.42 

$ 1,026.28 
797.71 
322.58 

83.00 
5.50 

18.00 

$ 627.92 

430.81 
169.41 
48.00 
5.50 

2,253.07 

1,281.64 

1,236.54 

219.25 

100.00 

377.95 

1,017.24 

219.25 

255.58 

1,933.74 

1,492.07 

2,160.00 

652.50 

528.60 

438.30 

474.15 

82.97 

69.00 

4,405.52  

9,562.50 

222.76 

75.00 

1,421.65 

8,850.00 

121.29 

75.00 

837.97 

11,281.91 

9,884.26 

32,374.77 

20,208.97 

$19,467.30  $19,467.30 


Exhibit  B 


5 Months 
Ended 
12-31-57 

$18,718.83 


352.50 

187.50 
28.50 

568.50 
1,400.00 

995.00 

330.00 

200.00 


41.71 


36.00 


468.05 

4,039.26 

22,758.09 


2,500.00 

625.00 

70.31 

3,195.31 


94.50 

1,055.00 

504.72 

100.00 

1,754.22 


$ 398.36 

366.90 
153.17 
35.00 


18.00 

971.43 


219.30 


100.00 

122.37 

441.67 


2,160.00 

652.50 

528.60 

438.30 

474.15 

82.97 

69.00 

4,405.52 


712.50 

101.47 


583.68 

1,397.65 

12,165.80 

$10,592.29 
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Exhibit  C 


Delaware  State  Medical  Journal 
Statement  of  Cash  Receipts  and  Disbursements 
For  the  Year  Ended  July  31,  1958 


Total 


7 Months  5 Months 
Ended  Ended 

7-31-58  12-31-57 


Balance,  Beginning  of  Period 


Receipts; 

Subscriptions: 

Members  

Single  copies  

Other  subscriptions 


Advertisements  

Interest — U.  S.  Government  bonds 

Proceeds — sales  of  rosters  

Royalties  

Employees’  withholdings  


Beginning  Balances  and  Total  Receipts 


Disbursements: 

Salaries: 

Editor  

Others  


Publishing  costs  

Rent  and  stenographer  

Stationery  and  postage  

Insurance — bonding  

Stenographer  symposium  

Registration  fee — copyrights 

Miscellaneous  

Employees’  withholdings  


$ 3,658.28  $ 3,424.94  $ 3,658.28 


1,177.50 

22.76 

203.54 

1,083.00 

17.51 

180.54 

94.50 

5.25 

23.00 

1,403.80 

1,281.05 

122.75 

23,974.43 

15,512.75 

8,461.68 

87.50 

43.75 

43.75 

4.00 

4.00 

.53 

.53 

134.61 

79.51 

55.10 

25,604.87 

16,921.59 

8,683.28 

29,263.15 

20,346.53 

12,341.56 

3,000.00 

205.00 

1,750.00 

145.00 

1,250.00 

60.00 

3,205.00 

1,895.00 

1,310.00 

17,862.63 

10,789.70 

7,072.93 

480.00 

280.00 

200.00 

102.45 

59.00 

43.45 

92.85 

92.85 

65.00 

65.00 

48.00 

48.00 

102.34 

25.00 

77.34 

99.90 

99.90 

22,058.17 

13,141.55 

8,916.62 

Balances,  End  of  Period 


$ 7,204.98  $ 7,204.98  $ 3,424.94 
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Exhibit  D 


General  Fund 

Budgetary  Statement  of  Revenue  and  Expenditures 
For  the  Year  Ended  July  31,  1958 


Revenue: 

Dues — current  

Annual  dinner  

Exhibit  rentals  

Dividends  

Medical  Journal — rent  and  stenographer 
A.M.A.  reimbursement — dues  processed 
Registration — seminar  


Expenditures: 

Salaries: 

Executive  secretary  

Stenographer  

Payroll  taxes — Society’s  share 


Operations: 

Committees  

Subscriptions  to  journal  

Contribution — Delaware  Academy  of  Medicine 

Auditor  

Miscellaneous  

Symposium  

Refund  dues — prior  year  

Contributions — other  


Office: 

Rent  

Equipment  

Printing,  stationery  and  postage 

Telephone  and  telegraph  

Miscellaneous  


T ravel : 

A.M.A.  conference 

A.M.A.  delegate  

Local  

Guest  speakers  

Contingency  

A.M.A.  Public  Relations  Institute 


Annual  Session: 

Meals  and  entertainment 

Stenotypist  

Program  and  tickets  

Rent  of  hall  

Badges  

Exhibits  

Miscellaneous  


Excess 

Antipicatcd 

Realized 

Deficit 

$19,000.00 

$18,431.00 

$ 

569.00 

750.00 

1,400.00 

. 650.00 

700.00 

1,245.00 

545.00 

500.00 

660.50 

160.50 

480.00 

480.00 

70.00 

37.88 

32.12 

55.00 

55.00 

$21,500.00 

$22,309.38 

$ 

809.38 

Unexpended 

Appropriated 

txpended 

Overexpended 

$ 7,000.00 

$ 6,683.33 

$ 316.67 

3,000.00 

2,275.00 

725.00 

160.00 

201.56 

41.56 

10,160.00 

9,159.89 

1,000.11 

1,575.00 

1,575.00 

1,275.00 

1,153.50 

121.50 

1,000.00 

1,000.00 

200.00 

200.00 

200.00 

200.00 

76.16 

76.16 

75.00 

75.00 

55.00 

55.00 

4,250.00 

2,359.66 

1,890.34 

900.00 

1,026.28 

126.28 

450.00 

993.78 

543.78 

450.00 

756.00 

306.00 

400.00 

322.58 

77.42 

150.00 

106.50 

43.50 

2,350.00 

3,205.14 

855.14 

425.00 

219.25 

205.75 

700.00 

1,047.74 

347.74 

300.00 

377.95 

77.95 

200.00 

100.00 

100.00 

200.00 

200.00 

135.00 

135.00 

1,960.00 

1,744.94 

215.06 

$ 1,100.00 

$ 2,160.00 

$ 1,060.00 

350.00 

652.50 

302.50 

300.00 

438.30 

138.30 

300.00 

528.60 

228.60 

70.00 

82.97 

12.97 

50.00 

474.15 

424.15 

45.00 

69.00 

24.00 

2,215.00 

4,405.52 

2,190.52 

20,935.00 

20,875.15 

59.85 

565.00 

1,434.23 

869.23 

Total  Expenditures  

Excess  Re\-enue  Oyer  Expenditures 


$21,500.00  $22,309.38  $ 809.38 
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General  Fund 

Statement  of  Securities  Owned  at  July  31,  1958 
And  Income  Therefrom  During  the  Year  Then  Ended 


Face  Value 

or  Shares  BONDS 


Book  Value 
8-1-57 


Transactions  During  Year 

Sales  or  Gain 

Purchases  Redemption  Loss 


Book  Vail 
7-31-58 


Market 

Value 

7-31-58 


Income 
Received 
Exhibit  B 


$7,000  U.S.  Savings  bonds, 
series  J.  dated  Oct. 

1953,  due  Oct.  1965....$  5,040.00  $ $ 


STOCKS 

33  shs  Bank  of  Delaware, 

capital,  par  $25.00  ....  1,725.00A 

40  shs  Continental  American 
Life  Insurance  Co. 

par  $10.00  1,130.50 

40  shs  E.  I.  duPont  de 

Nemours  &'  Co.,  $4.50 

pfd.,  no  par  4,741.03 

7 shs  Farmers  Bank  of 
State  of  Delaware, 
capital,  par  $50.00  ....  2,800.00 

15  shs  Hercules  Powder  Co., 


5%  pfd.,  par  $100.00  ’ 1,804.55  

12.201.08  

$17,241.08  $ $ 


$ $ 5,040.00  $ 5,523.00  $ 


1,725.00 

3,085.50 

133.50 

1,130.50 

2,640.00 

62.00 

4,741.03 

4,060.00 

180.00 

2,800.00 

4,725.00 

210.00 

1,804.55 

12,201.08 

1,650.00 

16,160.50 

75.00 

660.50 

$ $17,241.08  $21,683.50  $ 660.50 


(A)  Received  3 shares  as  10%  stock  dividend. 


General  Fund 

Reconciliation  of  Dues  and  A.M.A.  Assessments 
For  the  Seven  Months  Ended  July  31,  1958 


Schedule  B-1 


State  Society  Dues: 

Dues  received  (A)  

Subscriptions — 

State  Medical  Journal: 

Subscriptions  received  

Remitted  to 

State  Medical  Journal  

Difference  (B)  

American  Medical  Association: 

Assessments  received  

Remitted  to  A.M.A 

Difference  (C)  


TOTAL  NEW  CASTLE  SUSSEX  KENT 

Members  Amount  Members  Amount  Members  Amount  Members  Amount 


361 

$16,967.00 

287 

$13,489.00 

48 

$ 2,256.00 

26 

$ 

1,222.00 

361 

$ 1,083.00 

287 

$ 

861.00 

48 

$ 

144.00 

26 

$ 

78.00 

353 

1,059.00 

287 

861.00 

40 

120.00 

26 

78.00 

8 

$ 24.00 

— 

$ 

8 

$ 

24.00 

— 

$ 

357 

$ 8,925.00 

285 

$ 

7,125.00 

46 

$ 

1,150.00 

26 

$ 

650.00 

354 

8,850.00 

285 

7,125.00 

43 

1,075.00 

26 

650.00 

3 

$ 75.00 

$ 

3 

$ 

75.00 

— 

$ 

(A)  1 member’s  dues  (Sussex  County)  refunded  8-11-58. 

(B)  7 subscriptions  remitted  8-11-58  and  1 subscription  refunded. 

(C)  2 assessments  paid  8-12-58  and  1 a.ssessment  refunded. 
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HHl’OHT  OF  THE  COMMITTEE 
ON  MEDICAL  EDUCATION 

The  Committee  on  Mtnlical  Education  has  con- 
tinued its  efforts  to  bring  information  on  advances 
in  medicine  to  Delaware  physicians  in  practical 
form.  The  series  of  Seminars  on  Advances  in 
Mt“dicine  begun  in  1957  has  been  continued.  On 
November  21,  1957,  the  Committee  presented  a 
three-hour  seminar  in  the  Dover  Presbyterian 
Church  on  "Factors  in  the  Management  of  Infec- 
tions", with  the  cooperation  of  the  Department  of 
Medicine  of  the  Johns  Hopkins  University  School 
of  Mwlicine.  We  were  fortunate  in  obtaining  Doc- 
tors R.  Wagner,  L.  E.  Cluff,  and  E.  W.  Hook,  who 
discussed,  respectively,  viral,  staphylococcal,  and 
.salmonella  infections.  This  was  followed  by  a 
Round  table  discussion  and  question  period,  which 
was  apparently  well  received  by  those  physicians 
who  attended. 

Another  seminar  was  held  May  22,  at  the  Nan- 
ticoke  Memorial  Hospital,  Seaford.  At  the  request 
of  the  hospital  staff,  this  dealt  with  "Practical  As- 
pects of  Fluid  and  Electrolyte  Balance".  We  are 
indebted  to  the  Chemical  Section  of  the  Depart- 
ment of  Medicine  of  the  University  of  Pennsyl- 
vania School  of  Medicine  and  to  Dr.  George  D. 
Webster,  Jr.,  for  their  cooperation  in  this  seminar. 
We  are  also  indebted  to  Dr.  William  B.  Cooper, 
Jr.,  of  Seaford,  whose  presentation  of  clinical  his- 
tories materially  contributed  to  the  Practicality  of 
this  session. 

The  Committee  is  presently  planning  an  eight 
hour  seminar  on  "Care  of  the  Premature  Infant", 
which  will  be  held  in  early  December  at  the  AlfrenJ 
I.  duPont  Institute.  This  will  be  a joint  undertak- 
ing with  the  Delaware  State  Board  of  Health  and 
the  Cornell  University  School  of  Medicine. 

The  current  rate  of  fourteen  hours  of  instruc- 
tion per  year  in  these  seminars  appears  to  meet 
the  demand.  The  Committee  is  willing  and  able  to 
increase  this  if  there  is  any  positive  evidence  of 
demand  for  more  education.  Questionnaires  have 
been  circulated  after  each  seminar  to  assess  the 
informational  needs  of  the  medical  communities. 
These  have  been  used  as  a guide  in  the  planning 
of  future  seminars,  and  by  Dr.  Baker  in  his  plan- 
ning of  the  1958  Annual  Meeting. 

Generally  speaking,  the  attendance  of  the  sem- 
inars by  physicians  within  the  respective  counties 
has  been  gratifying.  It  has  been  disappointing,  on 
tbe  other  hand,  that  relatively  few  physicians  have 
crossed  county  lines  to  attend  them.  The  Commit- 
tee hopes  for  an  increased  attendance  by  physi- 
cians of  the  various  counties  of  affairs  held  in 
other  counties. 

The  Committee  remains  aware  of  the  problems 
involved  in  securing  more  education  without  leav- 
ing one's  practice.  It  has  placed  in  circulation  five 
audio-visual  kits  for  individual  study  by  physicians 
of  the  state.  Two  of  these,  a review  of  radiology 
and  a kit  on  gynecological  lesions,  have  been  bor- 
rowed from  the  University  of  Utah  School  of 
Medicine.  The  remaining  three  have  been  supplied 
by  the  Delaware  Heart  Association  and  by  the 
American  Heart  Association,  and  have  dealt  with 
various  aspects  of  heart  disease. 

While  in  circulation  these  kits  have  served  a 
double  purpose.  By  following  them  up  with  ques- 
tionnaires, we  have  been  able  to  eliminate  the 
necessity  for  developing  our  own  pilot  kit,  for 
which  money  was  appropriated  at  the  last  Annual 
Meeting  to  investigate  the  possibilities  of  this  me- 
dium. This  has  resulted  in  a saving  to  the  Society 
of  about  $500.  It  is  possible  that  the  Committee 
will  develop  one  or  more  teaching  kits  along  these 


lines,  hut  we  have  decided  to  concentrate  our  ef- 
forts on  another  i)roject  that  seems  more  profit- 
able, and  about  which  we  did  not  know  at  the 
time  of  the  submission  of  our  last  report. 

A good  possibility  exists  that  two-way  radio 
conferences,  permitting  direct  conversational  ques- 
tion and  answer  periods  with  the  facilities  of  medi- 
cal schools  from  hospital  staff  conferences,  will  be 
in.stituted  in  the  Philadelphia  area.  This  type  of 
conference  has  been  proven  most  convenient  and 
very  valuable  in  upstate  New  York,  where  it  has 
been  pioneered  by  the  State  University  of  New 
York  School  of  Medicine  in  Albany. 

The  Committee  has  investigated  the  potentiali- 
ties of  a program  of  this  type  with  Dr.  Fred  Ri- 
chardson, Executive  Secretary  of  the  Hartford 
F'oundation,  who  has,  in  turn,  consulted  with  fm 
.station  WHYY,  Philadelphia’s  Educational  TV  & 
FM  Channel,  and  with  the  Albany  Medical 
School. 

There  are  many  technical  factors,  including  the 
availability  of  bandwidths,  FCC  licensing,  and 
practical  range  of  transmission  that  have  yet  to 
be  finally  solved.  It  is  our  impression  however, 
that  the  WHYY  transmitter  is  capable  of  institut- 
ing this  service,  and  that  a change  in  FCC  regula- 
tions now  being  studied  would  make  these  confer- 
ences practical.  The  Committee  feels  that  the  ad- 
vantages of  regularly  scheduled,  “live”  two-way 
conferences  with  medical  school  faculty  are  ob- 
vious, and  recommends  to  the  House  of  Delegates 
that  this  Committee  be  empowered  to  continue  its 
efforts  to  bring  this  project  to  Delaware.  The  esti- 
mated cost  per  hosjjital  installation  is  $750,  for 
which  financing  may  be  available  from  sources 
outside  the  state. 

The  Committee  also  wishes  to  express  its  ap- 
preciation to  Dr.  Richardson  for  the  two  trips 
that  he  has  made  to  Wilmington  to  meet  with  the 
Committee,  and  for  his  interest  in  our  problems. 

The  Committee  has  observed  some  scheduling 
conflicts  among  the  major  medical  organizations 
in  this  state.  It  suggests  that  organizations  plan- 
ning major  medical  meetings  for  substantial  num- 
bers of  physicians  inform  the  County  and  State 
Medical  Societies  of  their  proposed  dates  as  far 
in  advance  as  possible.  If  cooperation  is  forthcom- 
ing in  this  respect,  it  will  be  possible  for  the  State 
Medical  Society  to  serve  as  a clearing  house  for 
scheduling  information.  Without  cooperation  this 
will  obviously  be  impossible,  and  the  Delaware 
physician  will  be  penalized.  The  state  society, 
meanwhile,  will  find  ways  of  giving  more  publicity 
to  the  meeting  dates  of  which  it  has  knowledge. 

Respectfully  submitted, 
Lewis  B.  Flinn,  M.D. 

Chairman 

COMMITTEE  ON  THE  BUDGET 
Receipts 

Dues  $20,000.00 

Dinner  Tickets  925.00 

Exhibits  700.00 

Dividends  600.00 

Journal’s  Contribution  480.00 

AM  A Reimbursement  85.00 


$22,790.00 

Disbursements 

Salaries,  Executive  Sec.  ..  $ 7,000.00 

Secretary  3,300.00 

Social  Security  Taxes  202.50 


$10,502.50  $10,.502.50 
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Operations 

Journal  Subscriptions  $ 1,300.00 

Committee  on  Public 

Laws  200.00 

Committee  on  Medical 
Service  & Public 

Relations  500.00 

Committee  on  Medicare 

Adjudication  50.00 

Committee  on  A.M.E.F.  ..  150.00 

Other  Committees  200.00 

Auditor  275.00 

Miscellaneous  200.00 

Woman’s  Auxiliary  100.00 


$ 2,975.00  $ 2,975.00 


$ 1,350.00 

400.00 

600.00 
150.00 


$ 2,500.00  $ 2,500.00 

Travel 

AM  A Delegates  $ 500.00 

AM  A - MSEC  Conference  200.00 
AMA  - Public  Relations 

Institute  150.00 

Guest  Speakers  300.00 

Local  300.00 

Contingency  350.00 


$ 1,800.00  $ 1,800.00 


$ 300.00 

70.00 
550.00 

50.00 

45.00 

50.00 
1,200.00 


$ 2,265.00  $ 2,265.00 
Memberships  & Contributions 


Aces  & Deuces  (AMA)....  $ 25.00 

Conference  of  Presidents 
of  State  & Medical 

Societies  25.00 

Medical  Society 
Executives  Assoc. 

(Exec.  Sec’y)  10.00 

Delaware  State 

Science  Fair  50.00 


$ 110.00  $ 110.00 
Balance  For  Contingencies  $ 2,637.50 


*Hold  over  appropriation  of  $500  for  Committee 
on  Education  not  included 

’'‘’"Estimated  six  months  in  present  location  @ $75 
per  month 

Estimated  six  months  in  Delaware  Academy  of 
Medicine  @ estimated  $150  per  month 

Respectfully  submitted, 
Chas.  Levy,  M.D. 

REPORT  OF  THE  EDITOR 

During  the  past  12  months  interest  has  waned 
in  the  Journal.  Hospitals  are  submitting  material 
inadequate  in  amount.  With  few  exceptions,  all 
material  has  been  submitted  late.  With  few  excep- 
tions, members  of  the  Editorial  Advisory  Board 
have  shown  no  interest  in  the  Journal.  The  re- 
commendation was  therefore  made  to  the  Publi- 
cations Committee  that  the  Editorial  Advisory 


Annual  Meeting 
Program  & Tickets 

Badges  

Stenotyping  

Prospectus  

Clerical  

Janitor  

Dinner  & Supper  . 


Office 

Rent  

Telephone,  Telegraph 
Printing  & Stationery 
Miscellaneous  


Board  be  abolished.  This  was  passed  by  the  Publi- 
cations Committee. 

The  services  of  an  expert  medical  copy-rewriter 
have  been  obtained.  If  material  is  submitted  on 
schedule,  these  servics  will  enable  the  material  to 
bd  put  into  shape  to  enable  us  to  have  an  out- 
standing journal.  We  cannot  do  anything,  how- 
ever, when  material  is  submitted  one  month  after 
the  deadline. 

Respectfully  submitted, 

A.  H.  Clagett,  Jr. 

Editor 

COMMITTEE  ON  PUBLIC  LAWS 

The  Committee  on  Public  Laws  has  concerned 
itself  with  the  following  subjects  during  the  past 
year: 


The  Forand  Bill 

This  Bill-HR  9467  — was  to  provide  government 
hospital  and  surgical  care  for  about  13,000,000 
social  security  claimants  by  amending  the  social 
security  act.  To  supplement  the  other  approaches 
in  Delaware  calculated  to  express  medicine’s  op- 
position to  this  Bill,  the  members  of  the  Commit- 
tee on  Public  Laws  contacted  the  director  and  the 
members  of  the  lay  boards  of  all  the  hospitals  in 
the  state  urging  the  lay  members  of  these  boards 
to  officially  contact  our  representatives  in  the 
Congress  stating  the  reasons  why  hospitals  them- 
selves are  opposed  to  the  principles  incorporated 
in  this  Bill.  In  addition,  representatives  of  the 
Society  called  upon  Senators  Williams  and  Frear 
and  Representative  Haskell  in  their  Washington 
offices,  in  company  with  state  senator  John  Long- 
botham  of  the  State  Labor  Commission.  The  Com- 
mittee is  grateful  to  Messrs.  Williams,  Frear,  and 
Haskell  for  their  promised  cooperation,  and  to 
Senator  Longbotham  for  his  help  in  analysing  the 
impact  of  the  Forand  bill  in  Delaware  and  contri- 
buting this  information  to  our  efforts. 

Medical-Optometric  Relations 

Subsequent  to  the  Supreme  Court  of  Delaware 
confirming  a decision  of  the  Court  of  Chancery 
that  Civil  Court  in  this  state  has  no  jurisdiction  in 
the  enforcement  of  the  optometric  code,  Senate 
Bill  274  was  introduced  and  subsequently  passed 
by  the  State  Senate.  The  purpose  of  this  was  to 
extend  the  jurisdiction  of  the  Court  of  Chancery 
to  include  enforcement  of  the  optometric  code  and 
to  provide  the  Board  of  Optometric  Examiners 
with  the  right  to  apply  for  such  relief  as  deemed 
necessary,  without  penalty  and  at  state  expense. 
This  legislation  was  vigorously  opposed  in  the 
House  for  reasons  stated  in  a letter  to  the  Repub- 
lican caucus  of  tbe  General  Assembly  signed  by 
John  B.  Baker,  M.D.,  President  of  the  State  So- 
ciety. Information  furnished  Representative  H. 
Clifford  Clark  was  kindly  presented  by  him  to  the 
Democratic  caucus  with  obvious  success.  In  addi- 
tion, cooperation  was  obtained  through  the  Dela- 
ware State  Bar  Association  in  the  prejiaration  of 
a substitute  bill  which  was  to  replace  Senate  Bill 
274  in  the  event  that  the  bill  could  not  be  kept  in 
committee.  The  purpose  of  the  substitute  bill  was 
to  give  all  professions  the  same  recourse  in  the 
Court  of  Chancery  as  274  asked  for  optometrists 
alone.  The  subsequent  failure  of  Senate  Bill  274 
to  come  before  the  House,  however,  made  it  un- 
necessary to  submit  the  substitute  bill  during  this 
session  of  the  legislature. 

The  Committee  on  Public  Laws  submitted  in  a 
separate  communication  to  the  Council  a detailed 
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analysis  of  the  stand  which  medicine  should  take 
in  the  current  suit  between  the  Delaware  State 
Board  of  Examiners  of  Optometry  and  Edwin 
Kuhwald,  optician.  The  essence  of  this  recommen- 
dation was  that  while  it  was  felt  that  the  medical 
society  should  avoid  active  participation  in  the 
suit,  from  the  point  of  view  of  legal  entanglements, 
every  possible  effort  should  be  made  to  show  the 
Court  and  the  public  medicine’s  unmistakable  po- 
sition in  regard  to  the  utilization  of  technical  aides 
and  the  unacceptance  by  medicine  of  any  legal 
limitation  on  menlicine  by  fringe  practitioners. 

To  pursue  this  purpose,  the  Committee  requests 
the  House  of  Delegates’  authorization  for  the  fol- 
lowing course: 

1.  That  the  state  society  not  ask  the  Court’s  per- 
mission to  enter  this  case  directly. 

2.  That  the  Society,  through  the  Committee  on 
Public  Laws,  offer  the  defense  counsel  every 
assistance  in  the  preparation  of  his  case. 

3.  That  to  implement  paragraph  2 above,  the 
Committee  be  authorized  to  provide  such  ex- 
pert witnesses  as  may  seem  advisable,  and,  if 
necessary,  assist  in  the  financing  of  these  ap- 
pearances subject  to  the  approval  of  the  Coun- 
cil in  specific  instances. 


Proposed  Changes  in  the  Medical  Practice  Act 

The  Committee  on  Public  Laws  was  instructed 
by  Dr.  Baker  to  meet  with  the  Medical  Practice 
Act,  which  apparently  Judge  Terry  and  Dr.  Wash- 
burn thought  needed  changing.  My  latest  report 
from  Dr.  Wallace  Johnson,  a member  of  the  Medi- 
cal Council,  is  that  Judge  Terry  is  not  yet  ready 
to  make  a recommendation  in  this  connection.  It 
is  impossible,  therefore,  for  the  Committee  on  Pub- 
lic Laws  to  make  a report  and  recommendation  to 
the  Council  of  the  Society  on  this  topic. 


Future  Legislation 

A belated  and  unsuccessful  attempt  was  made 
to  have  included  in  the  platform  of  the  major  po- 
litical parties  in  Delaware  the  abolition  of  the  of- 
fice of  the  coroner  in  this  state.  The  Committee 
did  support,  against  overwhelming  pressure,  Sen- 
ator McCullough’s  bill  to  eliminate  the  office.  We 
were  not  successful  in  securing  its  passage. 

The  Committee  has  deferred  action  this  year  on 
its  proposed  bills  defining  the  place  of  the  aide  in 
medical  practice  and  raising  the  standards  of 
scientific  education  for  all  licenses  to  heal.  Private 
conferences  with  their  friends  in  the  General  As- 
sembly have  convinced  us  that  these  bills  might 
survive  either  the  Legislature’s  preoccupation  with 
the  state’s  financial  problems  or  the  pressure  of 
the  optometry  group,  but  not  both.  It  has  seemed 
wiser  not  to  enter  a fight  that  we  probably  would 
not  win,  but  to  defer  action  until  the  state’s  budget 
crisis  is  less  acute. 

The  Committee  has  enjoyed  support  from  both 
sides  of  the  State  House  of  Representatives,  and 
is  grateful  to  those  who  have  helped.  We  especial- 
ly commend  Mr.  H.  Clifford  Clark  of  Kenton  and 
Mrs.  Margaret  R.  Manning  of  Wilmington,  mem- 
bers of  the  House  Committee  on  Public  Health, 
for  their  interest  in  the  public  welfare. 

Respectfully  submitted, 

William  O.  LaMotte,  M.D. 

Chairman 


REPORT  OF  THE  MANAGING  EDITOR 
AND  BUSINESS  MANAGER 

Conclusion  of  operations,  July,  1957,  Issue  to 
Conclusion  of  operations,  July  1958,  Issue 

A.  Checking  Account 
Balance  in  Checking  Account  at  con- 
clusion of  operations,  July,  1957, 

Issue.  $ 5,837.62 


Receipts 


Advertising  $24,121.56 

Subscriptions  1,339.54 

Single  Copy  Sales  19.76 

Royalties  .53 

Roster  Sales  16.00 

SMJAB-Share  Profits  707.01 

Interest  87.50 


*Reimbursed  conference  expense  211.76 
(see  below) 


$26,503.66 


Disbursements 


Printing  and  Mailing 
Journal  $17,901.44 

Salaries,  Excluding  Taxes 

withheld  3,484.60 

Taxes,  including  Taxes 

withheld  339.30 

Addressing  of  Journal  120.00 

Copyrights  48.00 

Rights,  Medical  Cartoons  100.00 

Special  printing 

(Indices  & Inserts)  187.18 

Plates  77.34 

Insurance  92.85 

Stationery  & Supplies  _ 102.45 

Editing  of  Seminar 

Transcript  65.00 

Legal  Column  75.00 

Postage  Account  10.00 

* Conference  Expense 

(Reimbursed-see  above)  211.76 


Balance  After  Operations, 
July,  1958,  Issue 
Balance  in  Account  Conclu 
sion  of  Operations,  July, 
1958,  Issue 


Profit  from  Operations  $ 3,688.74 

B.  Savings  Accounts 
Wilmington  Savings  Fund 
Society 

Balance,  August  1,  1957  $ 3,626.53 

Interest  117.84 


Balance,  August  1,  1958  3,744.37 

Wilmington  Trust  Company 
Balance,  August  1,  1957  $ 1,748.06 

Interest  17.48 


Balance,  August  1,  1958  1,765.54 

Balance  in  Savings  Accounts $ 5,509.91 

C.  War  Bonds 
U.  S.  War  Bonds, 

Purchased  Dec.  10,  1942  @$  3,502.38 

Balance,  August  1,  1958  $ 3,502.38 

Total,  Accounts  A,  B,  and  C $18,538.65 

Respectfully  submitted, 

M.  A.  Tarumlanz,  M.D. 
Managing  Editor 
Lawrence  C.  Morris,  Jr. 
Business  Manager 


22,814.92 

9,526.36 

9,526.36 
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WOMAN’S  AUXILIARY  TO  THE 
MEDICAL  SOCIETY  OF  DELAWARE 
REPORT  OF  THE  PRESIDENT 
1957-1958 

The  year  1957-58  has  been  a busy  one  and,  I 
feel,  a fruitful  one  for  the  Woman’s  Auxiliary  to 
the  Medical  Society  of  Delaware.  Upon  returning 
from  the  planning  conference  in  October  1957,  1 
forwarded  to  each  county  president  the  directives 
as  received  from  the  National  Auxiliary  to  the 
American  Medical  Association.  They  were  cen- 
tered around  the  theme,  “Health  is  a joint  en- 
deavor.” We  were  requested  to  emphasize  recruit- 
ment in  all  medically  related  fields,  assist  in  the 
AMEF  program,  continue  our  efforts  with  the  dis- 
tribution of  TODAY’S  HEALTH,  and  cooperate 
with  mental  health  and  safety  agencies.  We  were 
also  asked  to  keep  informed  on  all  legislature  per- 
tinent to  the  medical  profession.  That  these  ob- 
jectives received  the  full  support  of  our  three 
county  auxiliaries  is  evidenced  by  the  reports  of 
the  county  presidents  and  of  the  state  chairmen. 

The  recruitment  committee,  by  contacting  all 
state  high  schools  including  parochial  and  private, 
received  27  applications  for  nurses’  scholarships, 
four  from  Kent,  nine  from  Sussex,  and  thirteen 
from  New  Castle.  Seven  students  were  awarded 
$150  each.  Applications  were  also  processed  in  be- 
half of  the  Wilmington  Rotary  Club,  who  awarded 
nine  scholarships  of  $350  each.  This  brings  the 
number  of  scholarships  awarded  by  the  auxiliary 
since  the  project  began  in  1950  to  a total  of  29. 
We  feel  that  in  addition  to  benefiting  the  students 
and  the  medical  profession  our  scholarship  pro- 
gram is  good  public  relations  at  work. 

We  are  especially  pleased  with  the  gain  in  our 
AMEF  aid.  In  May  our  state  chairman  forwarded 
to  the  national  office  a check  for  $677.05.  This  rep- 
resents a gain  of  $253.00  over  the  previous  year, 
causing  us  to  rank  eleventh  in  the  national  list 
with  an  average  of  over  three  dollars  per  member. 
We  feel  that  progress  has  been  made,  not  only  in 
a monetary  sense,  but  also  in  creating  an  aware- 
ness of  the  need  for  such  auxiliary  participation  in 
the  AMEF  program. 

The  chairman  of  TODAY’S  HEALTH  and  her 
committee  have  worked  most  diligently  to  obtain 
ninety-one  (91)  subscriptions.  Inasmuch  as  this 
magazine  is  published  by  the  American  Medical 
Association  and  depends  to  a large  extent  upon 
the  medical  auxiliaries  for  its  distribution,  the 
Delaware  Auxiliary  has  place  in  its  minutes  a re- 
commendation that  each  member  be  billed  for  a 
one  year  subscription  when  billed  for  annual  dues. 

Several  projects  pertaining  to  mental  health 
have  received  the  ardent  interest  and  assistance  of 
our  auxiliary  members.  The  re  activating  of  the 
library  at  the  Delaware  State  Hospital  was  one 
such  project.  This  necessitated  many  hours  of 
work  collecting  and  cataloguing  books.  The  mem- 
bers akso  assisted  with  the  annual  fair  given  for 
the  patients  at  the  State  Hospital  and  gifts  at 
holiday  times  were  .solicited  for  the  children  at 
Stockley  by  the  auxiliary  members  in  the  lower 
counties.  Several  of  our  auxiliary  members  are  on 
the  active  volunteer  staff  of  the  Mental  Health 
Agency  and  have  assisted  to  a great  extent  in  the 
Agency’s  educational  program. 

The  state  legislative  chairman  has  forwarded  to 
the  county  auxiliaries  all  national  communiques 
about  the  pending  bills  relative  to  the  medical 
profession  in  order  that  w(>  might  have  an  in- 
formed membership.  Mr.  Harry  Haskell,  Dela- 
ware’s Congressional  Representative,  was  written 


on  both  a county  and  a state  level  concerning  our 
opposition  to  the  Forand  Bill. 

In  conjunction  with  our  recruitment  program  the 
auxiliary  cooperates  with  Delaware  League  of 
Nursing  in  stimulating  interest  among  the  high 
school  students.  This  is  done  mostly  by  the  creat- 
ing of  future  nurses’  clubs.  Teas,  field  trips,  speak- 
ers for  meetings,  and  transportation  have  been 
provided  by  auxiliary  members  when  needed.  This 
year  added  emphasis  has  been  given  to  these  high 
school  students  on  the  possibility  of  laboratory 
work. 

Our  membership  remains  the  same  as  last  year, 
280  paid  members.  This  is  not  due  to  the  fact  that 
no  new  members  have  been  added,  but  because  in- 
active members  have  been  dropped.  Our  three 
counties  are  completely  organized  and  hold  regu- 
lar meetings.  We  are  also  pleased  to  report  that 
new  chairmanships  have  been  added  which  now 
enables  all  county  units  to  function  according  to 
national  auxiliary  directives. 

In  order  to  ascertain  the  interests  and  activities 
of  our  members,  the  public  relations  chairman  and 
her  committee  developed  a questionnaire  that  w.as 
sent  to  all  members.  The  response  was  most  grati- 
fying. When  the  data  was  compiled  it  was  found 
that  our  membership  serves  the  community  in 
many  ways:  through  Scouting,  P.  T.  A.,  church 
organizations,  hospital  boards,  community  drives. 
Red  Cross,  civil  defense,  medical  auxiliary,  and 
citizen  political  forums.  The  amount  of  time  de- 
voted by  the  Delaware  doctor’s  wife  working  to- 
wards the  betterment  of  her  community  averages 
one  hundred  and  fifty  hours  per  year.  This  com- 
pilation was  reported  along  with  a regular  meeting 
notice  by  our  publicity  chairman  to  the  local  news- 
papers and  thus  we  hope  another  step  forward  in 
good  public  relations  was  taken. 

Civil  defense  and  safety,  in  the  home  and  on  the 
highway,  both  received  consideration  in  our  pro- 
gram during  the  year  through  the  distribution  of 
literature,  speakers  at  our  meetings,  and  the  show- 
ing of  films. 

During  the  past  year  I presided  at  three  state 
executive  board  meetings.  I attended  several  New 
Castle  County  Auxiliary  meetings  and  was  a 
guest  at  a meeting  in  Sussex  county.  Approximate- 
ly 12,500  miles  were  covered  on  my  trips  to  the 
Chicago  Planning  Conference  and  to  the  San 
Francisco  meeting  of  the  American  Medical  Asso- 
ciation. In  addition  to  these  trips,  I represented 
Delaware  at  the  New  Jersey,  New  York,  and 
Maryland  State  Meetings.  I have  answered  all 
personal  correspondence  relative  to  the  office  of 
president,  and  have  written  two  articles  for  the 
National  Bulletin  and  one  for  the  Delaware  State 
Medical  Journal.  In  addition  to  these  writings  I 
compiled  and  forwarded  the  triplicate  twenty  page 
chairman  reports,  and  the  five  hundred  and  eight 
hundred  presidential  reports  required  hy  the  Na- 
tional Auxiliary  this  year,  and  I gave  the  oral  re- 
port at  the  National  Meeting  in  San  Francisco. 

During  the  twenty-nine  years  that  the  Woman's 
Auxiliary  to  the  Medical  Society  of  Delaware  has 
been  in  existence  there  have  heen  many  accom- 
plishments and  much  growth.  The  main  objective 
has  heen  to  assist  in  our  capacity  as  doctors' 
wives  the  Medical  Society  of  Delaware  in  its  pro- 
gram for  the  advancement  of  medicine  and  j)ublic 
health.  The  prospect  for  future  advancement  and 
development  of  this  objective  by  the  Auxiliary  is 
inde(>d  bright,  however,  such  i)rogress  can  only  be 
made  by  the  efforts  of  each  county  auxiliary  and 
by  each  constituent  member. 
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Doctors  are  generally  agreed  that  the  best  hope  of  saving  lives  from  cancer  is  early 
detection  and  prompt,  proper  treatment.  Great  progress  has  been  made  in  the  last 
ten  years;  the  saving  now  of  1 in  3 compared  with  1 in  4,  as  more  and  more  people 
are  seeing  their  doctors  in  time. 

But  with  present  knowledge  and  existing  facilities,  it  is  possible  today  to  save 
1 in  2 cancer  patients.  This  is  the  target  of  the  American  Cancer  Society’s  profes- 
sional and  public  education  programs. 

The  Society  offers  doctors  a variety  of  free  services:  Literature:  two  bi-monthly 
magazines;  Films:  200  available  on  loan,  including  a series  of  kinescope  films  cover- 
ing practically  every  clinical  phase  of  cancer;  Slides:  (In  color)  Characteristic  early 
lesions  in  sites  of  greatest  incidence;  Exhibits:  for  medical  meetings  and  conven- 
tions, on  special  aspects  of  diagnostic  and  therapeutic  problems. 

In  its  public  education  program,  the  Society  uses  every  effective  communication 
medium  to  urge  people  to  have  annual  health  checkups  and  to  go  to  their  doctors 
promptly  at  the  appearance  of  a danger  signal. 

The  challenge  will  be  met.  As  more  and  more  doctors’  offices  become  “cancer 
detection  centers,’’  and  as  more  and  more  people  see  their  physicians  regularly,  the 
closer  will  come  the  day  when  half  of  our  cancer  patients  will  be  saved.  The  know- 
how for  saving  the  remaining  half  is  still  being  sought  in  our  research  laboratories. 
Ultimately  that  challenge,  too,  will  be  met. 


AMERICAN  CANCER  SOCIETY  1 


DELAWARE  DIVISION,  AMERICAN  CANCER  SOCIETY 


1324  Market  Street,  Wilmington 
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It  has  bet'ti  my  privilege  to  serve  as  tlie  seven- 
teenth president  of  the  Woman  s Auxiliary  to  the 
Delaware  MtHlieal  Society  and  my  tenure  of  office 
has  been  possible  only  by  the  cooperation  of  my 
executive  hoartl  and  by  the  moral  support  tendered 
to  me  by  my  understanding  family.  To  them  I 
express  my  deepest  airpreciation. 

Respectfully  submitted. 

Hester  S.  Thomas  (Mrs.  Roger  H.) 

COMMITTb:E  ON  ADVISORY  TO  WOMAN'S 
AUXILIARY 

MEDICAL  SOCIETY  OF  DELAWARE 

As  a group  this  committee,  as  in  previous  years, 
has  been  called  upon  in  only  several  instances. 
The  transportation  and  housing  facilities  of  the 
Delaware  Mcxlical  Auxiliary  delegate  to  the  Na- 
tional Auxiliary  of  the  American  Medical  Asso- 
ciation which  was  held  in  San  Francisco  were  ar- 
ranged for  and  checked.  Financial  and  moral  sup- 
port, and  frequent  oral  advice  seemed  to  be  the 
main  order  of  this  committee. 

Inasmuch  as  the  Delaware  State  Medical 
Auxiliary  depends  ujjon  yearly  dues  of  one  dollar 
($1.00)  per  member  to  cover  operating  expenses  of 
the  organization,  this  committee  recommends  that 
a one  hundred  ($100.00)  yearly  stipend  be  given 
by  the  Medical  Society  of  Delaware  to  the 
Woman  s Auxiliary  to  assist  in  operating  expenses. 

It  has  been  a pleasure  working  with  the 
Woman's  Auxiliary  and  the  members  of  this  com- 
mittee. 

Respectfully  submitted, 
Roger  B.  Thomas,  M.D. 

Chairman 

REPORT  OF  THE  COMMITTEE  ON 
ALCOHOLISM 

MEDICAL  SOCIETY  OF  DELAWARE 

In  Delaware  four  public  institutions  care  for  and 
treat  alcoholics,  namely  the  facilities  of  the  State 
Board  of  Corrections,  the  Delaware  State  Hospi- 
tal, the  State  Welfare  Home  and  Hospital  for  the 
Chronically  111,  and  the  Governor  Bacon  Health 
Center.  The  State  Board  of  Corrections  is  involved 
with  alcoholic  persons  who  transgress  the  laws  of, 
the  State  and  Nation.  The  Delaware  State  Hos- 
pital treats  alcoholics  who  are  psychotic  or  too 
seriously  disturbed  emotionally  to  remain  in  the 
community.  The  Mental  Hygiene  Clinics  of  the 
State  of  Delaware  provide  outpatient  treatment 
for  alcoholic  patients.  The  State  Welfare  Home 
and  Hospital  for  the  Chronically  111  gives  residen- 
tial care  and  treatment  to  alcoholics  who  are  in- 
digent or  who  otherwise  qualify  for  the  services 
of  this  institution.  The  Grovernor  Bacon  Health 
Center  through  its  Alcoholic  Rehabilitatin  Unit 
makes  available  residential  care  and  treatment  for 
alcoholics  without  frank  psychosis. 

This  report  presents  data  concerning  alcoholics 
treated  in  Delaware  during  the  fiscal  year  1957-58 
at  three  state  institutions.  The  data  from  the  State 
Welfare  Home  and  Hospital  for  the  Chronically 
111  are  for  the  calendar  vear,  January  1 to  Decem- 
ber 31,  1957. 

The  Board  of  Corrections,  State  of  Delaware 

During  the  fiscal  year  1957-58  the  Board  of 
Corrections  for  the  State  of  Delaware  made  a total 
of  2,098  commitments  on  the  charge  of  Drunk 
and  Disorderly.  This  total  represents  commitments 
of  1,963  males  and  135  females.  There  was  a total 
of  633  commitments  on  the  charge  of  “Driving 


Drunk.”  Committed  on  this  charge  were  618  males, 
15  females.  The  number  of  inmates  who  partici- 
pated in  the  alcoholic  treatment  program  at  Del- 
castle  Farms  was  139.  Information  is  not  available 
on  the  number  of  persons  involved  in  the  over-all 
total  of  2,731  commitments  on  the  two  specific 
charges  relating  to  the  use  of  alcohol.  It  is  estimated 
that  some  500  persons  were  convicted  of  these 
charges,  some  being  committed  repeatedly.  Al- 
though data  is  not  readily  available  from  the 
Board  of  Corrections  on  the  number  of  commit- 
ments in  which  the  use  of  alcohol  was  a contribu- 
tory factor  in  other  misdemeanors  and  felonies, 
newspaper  reports  and  other  sources  indicate  that 
alcoholism  is  frequently  a factor  in  crime  and  de- 
linquency. 

Delaware  State  Hospital 

The  Delaware  State  Hospital  at  Farnhurst, 
Delaware,  during  the  fiscal  year  1957-58  received 
as  first  admi.ssions  to  a psychiatric  hospital  40 
alcoholic  patients  who  suffered  from  psychosis  (32 
males,  8 females.)  Ten  patients  (5  males,  5 fe- 
males) readmitted  to  the  State  Hospital  were  al- 
coholics. The  total  number  of  alcoholic  patient 
admissions  for  the  past  fiscal  year  was  50  (37 
males,  13  females).  None  of  these  patients  was 
committed  to  the  Hospital  by  a court. 

In  the  past  fiscal  year  49  alcoholic  patients  (33 
males,  16  females)  returned  to  the  community  on 
trial  visit.  Fifty-five  alcoholics  (48  males,  7 fe- 
males) were  discharged  during  the  fiscal  year. 
(Jne  alcoholic  patient  died  in  the  Hospital  during 
the  past  year,  a 63  year  old  male  whoso  death  was 
caused  by  bronchial  pneumonia.  The  statistics 
for  alcoholic  patients  who  left  on  trial  visit  or  were 
discharged  during  the  fiscal  year  include  patients 
admitted  to  the  Hospital  in  prior  years  as  well  as 
some  admitted  during  1957-58.  At  the  end  of  the 
fiscal  year  53  alcoholic  patients  (44  males,  9 fe- 
males) remained  in  residence. 

The  ages  of  the  alcoholic  patients  admitted  and 
readmitted  to  the  Delaware  State  Hospital  in 
1957-58  ranged  from  26  to  over  65  years.  The 
greatest  number  of  first  admissions  and  readmis- 
sions occurred  between  the  ages  36  to  50,  62  per 
cent  of  the  total  alcoholic  admissions  falling  in 
this  age  bracket. 

Mental  Hygiene  Clinics 

During  1957-58  the  Mental  Hygiene  Clinics  of 
the  State  of  Delaware  admitted  for  treatment  15 
alcholics  (13  males,  2 females).  These  patients 
ranged  in  age  from  22  to  59  years  with  9 of  them 
between  30  and  45  years  of  age.  Of  these  patients 
9 (8  males,  1 female)  were  discharged  during  the 
fiscal  year.  Six  of  them  (5  males,  1 female)  were 
still  in  treatment  at  the  end  of  the  fiscal  year. 

The  State  Welfare  Home  and  Hospital  for  the 
Chronically  III 

The  State  Welfare  Home  and  Hospital  for  the 
Chronically  111,  at  Smyrna,  Delaware,  each  year 
admits  a small  number  of  patients  diagnosed  as 
alcoholics.  During  the  calendar  year  (January  1- 
December  31,  1957)  17  alcoholics  (15  males  and 
2 females)  were  admitted  for  care  and  treatment 
at  this  institution.  Six  of  these  patients  were  dis- 
charged during  the  year,  three  died.  Eight  re- 
mained in  residence  at  the  end  of  the  calendar 
year. 

The  Governor  Bacon  Health  Center 

The  Governor  Bacon  Health  Center,  at  Dela- 
ware City,  Delaware,  during  the  fiscal  year  1957- 
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58,  received  as  first  admissions  89  alcoholic  pa- 
tients (72  males,  17  females).  During  the  period  be- 
ing studied  there  were  65  readmissions  (57  males, 
8 females) . The  total  number  of  admissions  and  re- 
admissions of  alcoholic  patients  in  the  Alcoholic 
Rehabilitation  Unit  was  154  (129  males,  25  fe- 
males) . 

During  the  fiscal  year  159  alcoholic  patients 
(135  males,  24  females)  were  discharged.  Two 
alcoholic  patients  (aged  54  and  59  respectively) 
died  during  the  year.  The  former  died  of  lobar 
pneumonia,  micro  abscesses  of  tbe  liver,  cerebral 
congestion,  and  edema.  Tbe  latter  patient’s  death 
was  caused  by  cardiac  asthma,  with  chronic  alco- 
holism a contributory  cause.  At  tbe  end  of  the  fis- 
cal year  28  alcoholic  patients  remained  in  treat- 
ment. Of  this  number  24  were  males,  4 were  fe- 
males. 

The  fiscal  year  1957-58  marked  the  tenth  year 
of  the  operation  of  the  Governor  Bacon  Health 
Center.  Provision  for  the  treatment  of  “men  and 
women  of  all  ages  who  suffer  from  alcoholism  or 
who  are  drug  addicts  and  who  are  without  frank 
psychosis,  either  acute  or  chronic”  was  included  in 
the  legislative  action  establishing  the  Health  Cen- 
ter. (Delaware  Code  Annotated,  Title  16,  Chapter 
53,  Subchapter  1,  Paragraph  5304.)  Since  its  in- 
ception to  the  close  of  the  fiscal  year  1957-58  a 
total  of  1,298  patients  (1,141  males,  158  females) 
have  been  received  as  first  admissions  for  treat- 
ment of  alcoholism.  In  the  same  period  there  have 
been  796  readmissions  (732  males,  64  females)  re- 
admitted for  treatment  of  chronic  alcoholism. 

Conclusion 

From  the  above  facts  it  is  obvious  that  the  prob- 
lem of  alcobol  still  remains  a serious  one  in  the 
State  of  Delaware.  Possibly  education  should  be 
considered  tbe  first  step  in  the  program  to  allevi- 
ate the  problem.  The  second  step  would  be  more 
intelligent  and  more  effective  utilization  of  the 
preventive  and  treatment  facilities  in  the  State. 
For  this  the  cooperation  of  physicians,  members 
of  the  Judiciary,  clergy,  educators,  families  is 
necessary.  Persons  whose  drinking  has  become  ex- 
cessive or  otherwise  abnormal,  should  be  referred 
at  once  for  outpatient  or  residential  treatment. 
Too  often  the  aberrant  drinking  behavior  is  ig- 
nored or  at  least  not  given  serious  attention  until 
the  habit  has  become  extremely  serious  or  until 
the  person  becomes  involved  with  the  police.  In- 
tensive treatment  when  a person  giveii  the  first 
indication  of  becoming  a problem  drinker  un- 
doubtedly would  do  much  to  prevent  the  waste  in 
manpower  potential,  the  suffering  and  even  the 
tragedy  which  may  result  from  alcoholism. 

M.  A.  Tarumianz,  M.D. 

Chairman 

H.  T.  McGuire,  M.D. 

C.  J.  Prickett,  M.D. 

Bruce  Barnes,  M.D. 

COMMITTEE  ON  AMERICAN  MEDICAL 
EDUCATION  FOUNDATION  1958 

The  Committee  on  the  American  Medical  Edu- 
cation Foundation  reports  contributions  ol 
$2757.50  for  the  period  January  1,  1958  through 
August  31,  1958.  In  accordance  with  the  recom- 
mendation of  the  Hou.se  of  DtJegates,  expre.s.sed 
at  its  1957  meeting,  the  Committee  solicited  funds 
early  in  1958.  In  view  of  the  mediocre  response  to 
date,  we  shall  send  another  mailing  before  the  end 
of  the  year. 

After  careful  consideration,  the  Committee  has 
deciderl  to  .solicit  funds  by  mail  only.  While  we 


realize  that  this  is  possibly  less  productive  to  the 
A.M.E.F.,  we  feel  that  it  definitely  is  more  accep- 
table to  the  membership  of  the  Society. 

The  Chairman  visited  Chicago  in  February  of 
1958  to  attend  tbe  Annual  Meeting  and  Confer- 
ence of  Chairmen  of  the  A.M.E.F.  All  of  the  ex- 
penses of  this  trip  were  borne  by  the  AMA.  100% 
of  the  funds  donated  to  the  A.M.E.F.  continue  to 
be  forwarded  to  the  medical  schools. 

The  Committee  wishes  to  express  its  apprecia- 
tion to  the  Central  office  of  the  A.M.E.F.  for  its 
cooperation  and  help  in  supplying  literature  and 
advice  whenever  called  upon. 

Respectfully  submitted, 

J.  L.  Fox,  M.D.,  Chairman 

J.  J.  Davolos,  M.D. 

F.  R.  Everett,  M.D. 

J.  R.  Kerrigan,  M.D. 

R.  L.  Klingel,  M.D. 

W.  W.  Lattomus,  M.D. 

F.  O.  Poole,  M.D. 

S.  W.  Rennie,  M.D. 

REPORT  OF  COMMITTEE  ON  DIABETES 

Tbe  activities  of  the  Committee  on  Diabetes  of 
tbe  Medical  Society  of  Delaware  have  been  largely 
involved  in  assisting  members  of  the  American 
Diabetes  Association  in  Delaware  in  establishing 
an  affiliate  of  the  A.  D.  A.  In  the  June  meeting 
of  the  American  Diabetes  Association  in  San 
Francisco,  the  Delaware  Diabetes  Association  was 
approved  and  is  now  in  being.  There  are  thirteen 
charter  members.  It  is  hoped  that  there  soon  will 
be  a larger  Delaware  membership  and  that,  with 
this  association  as  a basis  for  diabetic  activities 
throughout  the  entire  state,  cooperating  with  the 
Medical  Society  of  Delaware  and  the  Public 
Health  Service,  that  subsidiary  associations  of  lay 
diabetic  societies  will  presently  be  performed.  By 
sucb  means  education  in  diabetes  will  be  carried 
on  both  through  professional  channels  and 
through  friends  of  diabetics  and  the  public  gener- 
ally. Such  a program  should  react  to  the  benefit 
of  all  concerned,  and  certainly  is  in  line  with  the 
policies  of  the  Education  Committee  of  the  State 
Society. 

Since,  at  the  present  time,  the  Delaware  Dia- 
betes Association  is  without  funds  and  since  it  is 
important  to  carry  on  diabetes  detection  tbis  com- 
ing November,  and  in  line  with  previous  actions 
of  the  Medical  Society  of  Delaware,  the  Commit- 
tee requests  immediate  ajipropriation  not  to  ex- 
ceed $100  for  this  educational  activity  for  the  cur- 
rent year.  Diabetes  week  this  year  is  November 
16  to  22. 

Resiiectfully  submitted, 

Lewis  B.  Flinn,  M.D.,  Chairman 

COMMITTEE  ON  GRIEVANCE  BOARD 
MEDICAL  SOCIETY  OF  DELAWARE 

Mr.  President  and  Members  of  the  House  of 

Delegates: 

Your  Grievance  Board  has  had  nothing  to  do 
this  year.  There  have  been  no  cases  referred 
directly  to  it  and  none  referred  from  either  one  of 
the  County  Societies. 

We  hope  in  this  case  that  no  news  is  good  news. 

Respectfully  submitted, 

E.  R.  Mayerberg,  Chairman 
Bruce  Barnes 
Roger  Murray 
H.  W.  Smith 
M.  A.  Tarumianz 
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REPORT  OF  COMMITTEE  ON  MATERNAL 
AND  FETAL  MORTALITY 

During  the  year  1957  the  total  number  of  live 
hirths  increased  from  11,242  in  1956  to  11,844. 
There  were  four  maternal  deaths.  (A  maternal 
death  is  defined  as:  The  death  of  any  woman 
dying  of  any  cause  whatsoever  while  pregnant  or 
within  90  days  of  the  termination  of  the  preg- 
nancy, irrespective  of  the  duration  of  the  preg- 
nancy at  the  time  of  the  termination  or  the 
method  hy  which  it  was  terminated.)  This  defini- 
tion has  heen  used  in  arriving  at  our  statistics  and 
is  being  used  thru  out  the  country  by  .State  Com- 
mittees on  maternal  and  infant  mortality. 

Therefore  please  mention  pregnancy  under 
“other  significant  conditions”  when  completing  a 
death  certificate  on  any  female  if  such  condition 
has  existed  within  a period  of  90  days  of  death 
regardless  of  cause  of  death. 

The  four  maternal  deaths  in  1957  shall  be  de- 
signated as  A,  B,  C,  and  D. 

Case  A;  Age  35,  Classified:  Direct  obstetric 
non- preventable.  Factors  of  responsi- 
bility are  assigned  to  patient  herself 
and  her  family.  This  patient  had 
septic  miscarriage  and  died  of  sep- 
ticimia  following  miscarriage.  Patient 
did  not  j)resent  herself  for  treatment 
until  too  late. 

Case  B:  Age  41,  Classified:  Direct  obstetric 

non- preventable.  Gravida  XVI  weight 
300  pounds.  Patient  died  of  spon- 
taneous rupture  of  uterus  during 
normal  labor.  Catastrophic  accident. 
Patient  expired  despite  heroic 
measures.  This  is  a hemorrhagic 
death. 

Case  C:  Age  43,  Information  incomplete  at 

this  time. 

Case  D;  Age  31,  Classified:  Direct  obstetric 
non- preventable.  Gravida  IX,  para 
VII,  weight  275  pounds.  This  patient 
died  of  cardio-vascular  collapse  due 
to  blood  loss  and  septic  incomplete 
abortion. 

Most  frequent  causes  of  maternal  death  in  Del- 
aware as  elsewhere  are  hemorrhage  and  infection. 
We  must  continue  our  vigilance  against  the  most 
frequent  causes  of  maternal  deaths  as  they  exist 
throughout  the  United  States,  i.e.  1 — Hemorrhage 
2 — Infection,  3 — Toxemia,  4 — Anesthesia. 

Recommendation : 

I Continued  careful  natal  care. 

II  One  source  of  bleeding  during  delivery  which 
can  be  greatly  decreased,  is  that  occuring 
during  the  fourth  stage  of  labor.  More  atten- 
tion must  be  given  to  uterine  care  to  prevent 
relaxation  and  subsequent  bleeding. 

III  To  prevent  possible  aspiration  during  obste- 
tric anesthesia  maternity  patients  should  be 
instructed  to  avoid  all  solid  foods  once  labor 
begins. 

Respectfully  submitted, 

F.  S.  Hassler,  M.D.,  Chairman 

REPORT  ON  INFANT  MORTALITY— 1957 

The  committee  on  Maternal  and  Infant  Mor- 
tality has  continued  to  study  the  causes  of  death 
of  those  infants  who  died  within  the  first  seven 
days  of  life.  During  1957,  11,844  babies  were  born, 
and  177  of  them  expired  in  the  first  week,  giving 


a rate  of  14.9/1000  live  births.  This  is  comparable 
to  14.4  in  1955  and  14.5  in  1956. 

Study  Sources 

The  hospital  charts  of  the  infants  and  their 
mothers  were  reviewed  and  a form  similar  to  that 
used  in  Philadelphia  was  filled  in  by  members  of 
the  committee.  This  material  is  summarized  in 
Tables  I and  II. 


Comments 

When  the  statistics  listed  in  Tables  I and  II  are 
compared  to  those  of  last  year,  there  is  little  signi- 
ficant change.  The  Delaware  Hospital  is  the  only 
hospital  that  has  continued  a steady  downward 
trend  in  the  rate  of  deaths  in  the  first  seven  days 
of  life.  If  only  the  viable  babies,  those  weighing 
more  than  1000  Gms.  are  considered,  the  Kent 
General  Hospital  and  the  Milford  Memorial  Hos- 
pital have  consistently  reduced  their  rates.  None 
of  these  are  statistically  valid  reductions,  however. 

The  rise  in  the  rate  in  home  deliveries  is  inter- 
esting. In  1954,  there  were  507  home  deliveries, 
compared  to  253  in  1957.  The  total  number  of 
births  in  Delaware  increased  from  9,736  in  1954 
to  11,844  in  1957.  In  1954  there  were  four  deaths, 
for  a rate  of  7.9/1000  L.B.,  and  in  1957  there  were 
ten  deaths,  for  a rate  of  39.5/1000  L.B.  This  higher 
death  rate  would  seem  to  infer  that  home  deliver- 
ies are  not  done  as  well  as  they  were  a few  years 
ago.  This  may  be  true,  but  a more  detailed  per- 
usal of  the  cases  shows  a striking  lack  in  prenatal 
care.  Of  the  ten  patients  in  1957,  seven  had  no 
prenatal  care,  two  had  begun  prenatal  care  within 
a month  of  delivery,  and  we  have  no  information 
about  the  tenth.  Eight  of  these  persons  were 
colored.  Only  one  of  the  deliveries  was  done  by  a 
mid-wife.  The  rest  were  delivered  at  home  by  the 
family  or  in  an  automobile  on  the  way  to  the  hos- 
pital. 

Inadequate  or  complete  lack  of  prenatal  care 
was  a factor  involved  in  36  of  the  177  deaths,  about 
20%. 


Recommendations 

1.  That  a campaign  be  started  to  call  attention 
to  the  importance  of  early  and  regular  prenatal 
care.  The  State  Board  of  Health  should  be  con- 
sulted in  this  regard. 

2.  Beginning  with  January  1958,  a form  has 
been  sent  to  the  physician  responsible  for  babies 
who  died  within  the  first  seven  days  of  life.  The 
doctor  is  requested  to  fill  in  the  information  and 
return  the  form  to  the  Delaware  Medical  Society 
office.  It  has  been  suggested  that  the  forms  be 
made  available  at  each  of  the  hospitals  so  that  the 
doctor  can  fill  in  the  information  at  the  time  of  the 
death  and  send  it  to  the  medical  society.  If  this 
form  is  not  received  by  the  medical  society  within 
two  months,  another  form  will  be  mailed  directly 
to  the  physician. 

3.  One  member  of  this  committee  attended  a 
regional  Conference  on  Pre-natal  Mortality  and 
Morbidity  Problems,  held  by  the  A.M.A.  Commit- 
tee on  Maternal  and  Child  Care.  An  outline  of 
the  Delaware  neonatal  mortality  study  was  used 
as  an  example  of  a state-wide  program  in  the 
background  material  distributed  prior  to  this  con- 
ference. Many  facets  of  these  problems  were  dis- 
cussed-varying from  basic  research  to  the  mechan- 
ics of  collecting  statistical  data.  The  problem  of 
whether  or  not  the  collection  of  data  should  be 
standardized,  so  that  studies  in  various  communi- 
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ties  can  be  compared  was  not  solved,  but  the  gen- 
eral opinion  was  that  comparison  of  one  hosi)ital 
or  community  with  another  is  not  the  basic  pur- 
pose. The  main  objective  is  to  get  each  hospital 
grouj)  and  each  individual  doctor  to  examine  the 
causes  for  the  deaths  to  determine  siJt'cific  needs 
for  improvement  in  obstetrical  and  pediatric  care. 
I'he  members  of  this  committee  hope  that  this  an- 
nual report  may  be  a stimulus  for  reviewing  tech- 
niques, equipment  and  nursing  care. 

4.  With  little  added  effort,  since  the  mechanics 
of  collecting  information  have  be<‘n  fairly  well 
worked  out,  this  study  could  b(>  extend(>d  to  include 
all  deaths  occurring  within  the  first  28  days  of  life*. 
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Summary 

The  177  infant  deaths  which  occurred  during 
the  first  seven  days  of  life  have  been  reviewed.  The 
preventable  deaths  were  discussed  and  comments 
made  concerning  the  .statistical  data.  Recommen- 
dations were  made. 

REPORT  OF  COMMITTEE  ON 
MEDICO-LEGAL  AFFAIRS 

The  Committee  on  Medico-Legal  Affairs,  to- 
gether with  its  counterpart  from  (he  Delaware 
Bar  As.sociation,  jirt^sented  (he  Third  Annual 
Medico-Legal  Symposium  at  (he  Alfred  I.  duPont 
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Institute  on  Sunday,  April  27,  1958.  The  facilities 
of  the  Institute  were  made  available  to  the  com- 
hined  Committee  through  the  courtesy  of  Mrs.  Al- 
fred 1.  duPont  and  Alfred  R.  Shands,  Jr.,  M.D., 
Director  of  the  Alfred  1.  Institute. 

Co-chairmen  of  the  meeting  were  the  Honorable 
Daniel  L.  Herrmann,  chairman  of  the  Medico- 
Legal  Committee  of  the  Delaware  Bar  Association 
and  Philip  I).  Gordy,  M I).,  chairman  of  the  Medi- 
co-Legal Committee  of  the  Delaware  State  Medi- 
cal Society. 

The  group  was  welcomed  by  Dr.  Alfred  R. 
Shands,  Jr.,  Director  of  the  Alfred  I.  duPont  In- 
stitute; anfl  oi)cning  remarks  were  then  presented 
by  H.  Albert  Young,  Esq.,  President,  Delaware 
Bar  Association,  and  John  B.  Baker,  M.D.,  Presi- 
dent of  the  Medical  Society  of  Delaware. 

The  Honorable  Charles  L.  Terry,  Jr.,  President 
Judge  of  the  Superior  Court  of  the  state  of  Dela- 
ware, then  iJresented  an  address  on  ‘‘The  Doctor 
Witness.” 

A trial  tactics  demonstration  was  then  presented 
with  a i)resentation  centering  around  a case  of 
whiplash  injury.  A team  of  experts  from  New 
York  City  presented  this  demonstration. 

The  afternoon  program  consisted  of  the  film, 
"The  Doctor  Defendant"  following  which,  a panel 
and  floor  discussion  took  place  moderated  by 
James  T.  Metzger,  M.D. 

It  was  felt  that  the  Third  Annual  Medico-Legal 
Symposium  had  been  eminently  successful  in 
again  bringing  together  the  medical  and  legal  pro- 
fessions over  problems  of  mutual  interest  and  im- 
portance. The  present  plans  are  for  continuation 
of  the  Symposia  on  an  annual  basis. 

A review  of  the  financial  picture  revealed  a bal- 
ance from  the  previous  seminar  of  $170.97,  total 
disbursements  for  the  1958  Symposium  were 
$610.22  receijjts  from  the  Symposium  were  $572.75 
leaving  a balance  of  $133.50  as  a cash  balance. 

The  Committee  wishes  to  thank  all  of  those 
whose  efforts  resulted  in  the  eminently  successful 
Third  Annual  Medico-Legal  Symposium. 

Respectfully  submitted, 

Philip  D.  ^rdy,  M.D.,  Chairman 
September  24,  1958 

Joint  Committee  on  Medico  Legal  Affairs 
of  the  Medical  Society  of  Delaware 
and  The  Delaware  Bar  Association 
Wilmington,  Delaware 

Gentlemen: 

We  have  examined  the  cash  records  of  the  Joint 
Committee  on  Medico-Legal  Affairs  of  the  Medical 
Society  of  Delaware  and  the  Delaware  Bar  Asso- 
ciation for  the  period  June  1,  1957  to  May  31, 
1958. 

Recorded  receipts  were  traced  to  deposits  in 
bank  and  canceled  checks  were  compared  with 
check  stubs.  Cash  in  bank  at  May  31,  1958  was 
confirmed  direct  to  us  by  the  Farmers  Bank  and 
was  reconciled  with  the  checkbook  balance  at  that 
date. 

In  our  opinion,  premised  on  the  scope  of  this 
examination,  the  attached  statement  presents  fair 
ly  the  cash  position  of  the  Joint  Committee  on 
Medico- Legal  Affairs  of  the  Medical  Society  of 
Delaware  and  the  Delaware  Bar  Association  at 
May  31,  1958  and  the  results  of  its  cash  transac- 
tions for  the  period  indicated. 

Very  truly  yours, 

Haggerty  & Haggerty 
Certified  Public  Accountants 


JOINT  COMMITTEE  ON  MEDICO-LEGAL 
AFFAIRS 

Statement  of  Cash  Receipts  and  Disbursements 
E'er  the  Period  June  1,  1957  to  May  31,  1958 


Balance,  June  1,  1957 $170.97 

Receipts: 

Legal  symposium  572.75 


743.72 

Disbursements: 

Luncheon  $295.00 

Guest  siieakers  136.77 

Printing  and  stationery  56.75 

Registration  30.00 


518.52 


Balance,  May  31,  1958  $225.20 


COMMITTEE  ON  MILITARY  AND 
VETERANS  AFFAIRS 

Under  the  supervision  of  the  Committee  on 
Military  and  Veterans  Affairs,  and  with  the  co- 
operation of  the  ad  hoc  Committee  on  Fees  for 
Medicare  and  the  Veterans  Administration,  a new 
fee  schedule  has  been  submitted  to  the  Veterans 
Administration,  designed  to  bring  fees  for  VA 
patients  nearer  to  the  level  of  Medicare  fees,  which 
have  been  found  acceptable  both  to  the  govern- 
ment and  to  the  medical  profession.  At  this  time, 
approval  of  the  schedule  has  been  implied  but  not 
officially  granted  by  the  Veterans  Administration. 

Our  Committee  last  year  recommended  to  the 
House  of  Delegates  that  investigation  of  an  inter- 
mediary type  contract  be  undertaken.  In  the  in- 
terim, the  Veterans  Administration  has  revised  its 
procedures  so  that  all  payments  for  medical  care 
are  made  through  the  local  Veterans  Administra- 
tion in  Wilmington.  This  has  seemed  to  us  to  ac- 
complish the  desired  effect  of  local  administration, 
while  avoiding  the  complications  of  fourth  party 
intervention.  Consequently,  no  action  has  been 
taken  to  change  the  type  of  contract. 

When  official  action  is  received  on  the  new  sche- 
dule, each  member  of  the  Society  will  receive  a 
copy.  Meanwhile,  the  Committee  points  out  that 
each  physician  in  Delaware  may  treat  service-con- 
nected conditions  at  the  expense  of  the  Veterans 
Administration,  provided  that  this  care  is  ap- 
proved by  the  VA  before  treatment  is  begun. 

Respectfully  submitted, 

Charles  F.  Richards,  M.D.,  Chairman 


COMMITTEE  ON  MEDICARE 
ADJUDICATION 

MEDICAL  SOCIETY  OF  DELAWARE 

Mr.  President  and  Members  of  the  House  of 
Delegates: 

Your  Committee  on  Medicare  Adjudication  has 
had  several  cases  this  year.  We  are  giving  a sum- 
mary of  them  without  mention  of  names,  giving 
largely  the  type  of  case  and  our  disposition.  All 
the  records  are  in  the  hands  of  the  Executive  Sec- 
retary, Mr.  Lawrence  C.  Morris,  Jr.,  and  you  may 
see  them  upon  request. 

1.  Request  from  surgeon  for  authorization  of 
fee  not  included  in  schedule — approved  by  Com- 
mittee— Accepted  by  ODMC. 

2.  Request  from  surgeon  for  authorization  of 
laceration  repair — approved  by  Committee — acceji- 
ted  by  ODMC. 
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3.  Request  from  surgeon  for  authorization  of 
laceration  repair — approved  by  Committee — ac- 
cepted by  ODMC. 

4.  Request  from  surgeon  for  authorization  of 
fee  for  muscle  biopsy,  not  included  in  Schedule — 
approved  by  Committee — refused  by  ODMC;  diag- 
nosis was  chronic  disease  for  which  no  acute  exac- 
erbation was  shown,  making  item  non-payable. 

5.  Request  from  obstetrician  for  post-surgical 
complications  beyond  the  ordinary — approved  by 
Committee — accepted  by  ODMC. 

6.  Request  from  surgeon  for  authorization  of 
laceration  repair — approved  by  Committee — accep- 
ted by  ODMC. 

7.  Request  from  ophthalmologist  for  authoriza- 
tion of  fee  for  surgery  not  adequately  covered  by 
schedule — approved  by  Committee — accepted  by 
ODMC. 

8.  Request  from  surgeon  for  authorization  of 
fee  for  surgery  not  covered  by  Schedule  of  Allow- 
ances— approved  by  Committee — rejected  by 
ODMC;  condition  was  ruled  chronic  in  absence  of 
evidence  of  acute  exacerbations. 

9.  Request  from  surgeon  for  authorization  of 
laceration  repair — approved  by  Committee — accep- 
ted by  ODMC. 

10.  Request  from  surgeon  for  authorization  of 
laceration  repair — approved  by  Committee — accep- 
ted by  ODMC. 

11.  Request  from  general  practitioner  for  in- 
crease in  obstetrical  fee  for  complications  of  preg- 
nancy— approved  by  Committee — accepted  by 
ODMC. 

12.  Request  from  surgeon  for  approval  of 
$300.00  fee  for  surgery  not  included  in  Schedule 
of  Allowances.  Committee  felt  this  fee  not  inher- 
ently unreasonable  but  incompatible  with  the  in- 
come level  of  the  Medicare  patient.  Committee 
recoiomended  reduction  from  $300.00  to  $200.00. 
Recommendation  accepted  by  ODMC. 

13  Request  from  general  practitioner  for  in- 
crease in  obstetrical  fee  for  extra  time  spent  with 
patient  due  to  non-medical  considerations  in  the 
patient’s  personal  situation.  Committee  ruled  this 
was  not  in  accordance  with  local  custom  in  the  ab- 
sence of  medical  complications,  particularly  with 
regard  to  a multipara-ruling  accepted  hy  ODMC. 

14.  Request  from  neuro-surgeon  for  fee  beyond 
that  listed  in  the  Schedule  of  Allowances  for  a 
specific  procedure.  Fee  voluntarily  reduced  upon 
neuro-surgeon’s  learning  of  Scheduled  fee.  Case 
therefore  did  not  result  in  Committee  recommen- 
dation. 

15.  Request  from  surgeon  for  fee  heyond  that 
listed  in  the  Schedule  of  Allowances  for  specific 
procedure.  Fee  reduced  voluntarily  by  surgeon 
upon  learning  of  fee  listed  in  Schedule  of  Allow- 
ances. Reque.st  did  not  result  in  Committee  recom- 
mendation. 

16.  Request  from  obstetrician  for  $296.00  fee  for 
one  month’s  prenatal  care  and  delivery  complica- 
ted by  transfusion  reaction,  false  labor,  nephritis 
and  anemia.  Request  necessitated  by  duplication 
of  time  items.  Committee  felt  fee  justifiable  in 
other  circum.stances,  not  in  accord  with  local  prac- 
tice regarding  patients  of  the  income  group  of  the 
average  Medicare  Dejjendent.  Committee  recom- 
mended reduction  of  fe<>  to  $191.00.  Definite  action 
of  ODMC  not  received  at  this  time. 

Several  cases  have  been  received  by  the  Com- 
mittee in  which  no  fe<>  has  been  specifi(‘d  by  the 


physician  submitting  the  claim.  In  each  of  these 
cases,  the  physician  has  asked  that  the  Commit- 
tee set  a fee  for  work  done.  This  is  not  within  the 
sphere  of  the  Committee  on  Medicare  Adjudica- 
tion, and  these  cases  have  not  resulted  in  reports. 
In  each  case  they  have  been  referred  back  with 
explanation  that  the  proper  fee  is  the  physician’s 
normal  fee  or  the  fee  specified  in  the  Schedule  of 
Allowances,  whichever  is  less.  The  physician  has 
been  informed  of  his  right  to  request  adjudication 
if  he  considers  the  schedule  of  fee  to  be  inadequate. 

One  case  has  been  submitted  of  failure  of 
ODMC  to  pay  a hospital’s  claim  after  having  paid 
the  claim  of  the  physician  for  the  same  case.  It 
was  pointed  out  that  adjudication  of  hospital 
claims  is  not  within  the  sphere  of  this  Committee. 
It  was  further  pointed  out  that  rejection  of  the 
claim  was  predicated  upon  the  hospital’s  listing 
of  a chronic  diagnosis  without  listing  the  acute 
exacerbations  that  made  the  case  payable  under 
Medicare.  The  hospital  was  advised  to  re-submit 
the  claim  with  proper  listing  of  these  exacerba- 
tions. The  Committee  has  heard  nothing  further 
from  this  case,  and  assumes  that  the  report  was 
re-submitted  and  paid. 


Summary 

Sixteen  cases  within  the  jurisdiction  of  this 
Committee  have  been  submitted  since  the  Com- 
mittee’s last  report.  Eight  of  these  were  handled 
by  the  presently  constituted  Committee.  Ten  cases 
were  approved  by  the  Committee  and  accepted  by 
ODMC.  Two  were  approved  by  the  Conunittee  and 
refused  by  ODMC  on  the  basis  of  non-payability 
of  the  diagnosis.  In  two  cases,  the  fee  requested 
by  the  physician  was  recommended  for  reduction 
by  the  Committee  on  the  basis  of  its  being  higher 
than  normal  in  the  community  for  patients  of  the 
income  level  of  the  Medicare  Dependent.  In  two 
cases,  the  fees  were  voluntarily  reduced  by  the 
physicians  involved  upon  learning  that  they  were 
higher  than  those  listed  in  the  Schedule  of  Allow- 
ances. 

Several  cases  were  received  that  were  beyond 
tbe  jurisdiction  of  this  Committee.  The  report 
should  urge  physicians  to  realize  that  it  cannot 
assign  fees  to  procedures,  but  can  only  pass  upon 
the  reasonableness  and  compatibility  with  the  gen- 
eral level  of  Medicare  fees  of  charges  submitted 
by  physicians. 

Your  Committee  is  quite  concerned  about  the 
whole  Medicare  situation.  As  you  know  Congress 
debated  whether  or  not  to  continue  the  Medicare 
service.  Some  of  the  Senators  seem  to  think  that 
the  families  of  the  service  men  could  receive  all 
of  the  attention  necessary  in  Army  hospitals  and 
in  other  government  institutions  without  having 
the  Medicare  program.  They  claim  that  it  is  too 
expensive  and  they  want  it  entirely  abolished. 
That  has  not  been  done  up  to  now  but  there  has 
been  marked  curtailment  in  the  appropriation. 
There  will  be  a twenty  percent  decrease.  The 
Kent  County  doctors  will  feel  this  decrease  more 
than  the  doctors  in  the  other  parts  of  the  state  be- 
cause of  the  large  government  installation  there. 

It  is  possible  that  the  doctors  themselves  through- 
out the  country  are  responsible  for  the  attitude  of 
the  Congress  and  of  the  Secretary  of  Health  and 
Welfare.  It  has  been  our  observation  that  there  is 
a tendency  for  some  of  the  doctors  not  to  do  any- 
thing wrong,  but  to  squeeze  the  last  penny  out  ol 
these  cases  that  they  possibly  can.  In  fact  .some  ot 
their  fees  are  higher  than  they  would  get  in  pri- 
vate ])ractice.  If  that  attitude  is  continutxl  the  pro- 
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gram  will  be  too  expensive  for  the  government  and 
it  will  eventually  be  discontinuerl. 

We  rtH’ommend  to  those  who  have  occasion  to 
use  Medicare  service  to  do  exactly  as  if  they  were 
handling  private  patients  showing  them  all  con- 
sideration in  particular  reference  to  their  financial 
standing. 

"Medicare  officials,  after  another  look  at  the 
account  books,  see  the  possibility  of  a shutdown 
of  the  civilian  phase  of  the  program  early  in  1959. 
The  reason  is  relatively  simple:  the  $72  million 
appropriated  by  Congress  for  the  fiscal  year  will 
not  be  adequate.  And  Senate  and  House  conferees 
agree  that  the  armed  forces  should  not  sjiend  more 
than  that  amount.” 

Respectfully  submitted, 

E.  R.  Mayerberg,  Chairman 
Medicare  Adjudication 
L.  B.  Flinn 
O.  A.  James 
W.  F.  Preston 
H.  W.  Smith 
G.  M.  VanValkenburgh 
R.  ().  Y.  Warren 


REPORT  OF  THE  COMMITTEE  ON 
MEDICAL  SERVICE  AND 
PUBLIC  RELATIONS 

The  Commitee  on  Medical  Service  and  Public 
Relations  has  concerned  itself  with  four  major 
projects  during  the  year  past. 

Individual  health  information  cards  to  be  pro- 
vided by  physicians  to  the  lay  public  are  in  pre- 
paration. These  are  designed  primarily  for  use  in 
disaster  or  emergency  situations,  and  contain  in- 
formation on  the  identity  and  medical  history  of 
the  patient,  together  with  the  family  physician's 
name.  These  cards  will  be  printed  in  large  quan- 
tity and  samples  mailed  to  each  member  of  the 
Society.  Members  who  request  additional  quan- 
tities for  distribution  to  their  patients  will  receive 
them  at  no  cost. 

The  Committee  has  in  preparation  a series  of 
newspaper  columns  to  be  offered  without  charge 
to  each  newspaper  in  the  state.  We  anticipate  that 
these  will  appeal  primarily  to  the  weekly  news- 
papers, which  have  an  estimated  readership  of 
175,000  in  Delaware.  This  column  will  appear  un- 
der the  authorship  of  “Members  of  the  Medical 
Society  of  Delaware”.  They  will  be  evaluated  for 
accuracy  before  dissemination,  and  will  have  been 
rewritten  and  edited  by  a single  individual  to  in- 
sure continuity  of  style.  Several  physicians  have 
furnished  material  for  columns,  and  others  have 
undertaken  to  do  so.  The  Corrmiittee  earnestly 
solicits  the  help  of  all  Delaware  doctors  in  pro- 
viding material  to  be  used  in  this  project.  We  are 
interspersing  information  about  medicine  in  Dela- 
ware and  in  the  country  with  strictly  technical 
material  written  for  the  public,  and  would  wel- 
come material  from  any  physician  who  has  a sub- 
ject he  feels  should  be  discussed  through  this  me- 
dium. 

The  Committee  is  planning,  with  the  approval 
of  the  Council,  a series  of  sessions  on  the  practice 
of  the  art  and  business  of  medicine  for  new  physi- 
cians. It  is  our  feeling  that  today's  medical  educa- 
tion does  not  adequately  prepare  the  young  physi- 
cian to  enter  private  practice.  While  scientific  pre- 
paration is  undoubt^ly  better  than  it  has  ever 
been,  the  increasingly  complex  problems  of  financ- 
ing an  office,  and  meeting  the  many  legal,  tax  and 
other  technical  obligations  has  assumed  an  impor- 
tance that  it  has  not  always  had.  The  Committee 


will  try  to  ease  these  problems  for  those  entering 
practice. 

The  Committee  is  exploring,  but  has  not  acted 
upon,  a plan  to  facilitate  the  dissemination  of 
clinical  news  to  the  press.  We  feel  that  the  medi- 
cal profession  would  benefit  from  more  and  better 
lJublic  knowledge  of  its  accomplishments.  We  are 
examining  the  po.ssibilities  of  establishing  in  each 
hospital  a contact  to  spot  clinical  news  as  it  devel- 
ops. The  Society’s  office  may  contact  this  person 
periodically  and  refer  such  stories  as  may  develop 
to  a subcommittee  of  the  Committee  on  Medical 
Service  and  Public  Relations,  whose  function  it 
will  be  to  evaluate  the  reports.  On  recommendation 
of  the  subcommittee,  these  stories  will  be  presented 
to  the  news  media  with  competent  evaluation  of 
their  significance.  We  anticipate  that  the  media 
will  be  willing  to  cooperate  and  feel  that  this  pro- 
ject, if  it  proves  practical,  will  have  an  extremely 
good  effect  ujion  the  public  relations  of  the  pro- 
fession. 

Philosophical  Quote  A Reminder 

“There  are  men  and  classes  of  men  that  stand 
above  the  common  herd,  the  soldier,  the  sailor, 
the  shepherd  not  infrequently,  the  artist  rarely, 
rarelier  still  the  clergyman,  the  physician  almost 
as  a rule.  He  is  the  flower  of  our  civilization  and 
when  that  stage  of  man  is  done  with,  only  to  be 
marveled  at  in  history,  he  will  he  thought  to  have 
shared  but  little  in  the  defects  of  the  period  and 
to  have  most  notably  exhibited  the  virtues  of  the 
race.  Generosity  he  has,  such  as  is  possible  only  to 
those  who  practice  an  art  and  never  to  those  who 
drive  a trade;  discretion,  tested  by  a hundred  se- 
crets; tact,  tried  in  a thousand  embarrassments; 
and  what  is  more  important.  Herculean  cheerful- 
ness and  courage.  So  it  is  that  he  brings  air  and 
cheer  into  the  sick  room  and  often  enough,  though 
not  as  often  as  he  desires,  brings  healing.” 

To  the  few  who  are  willing  to  prostitute  their 
profession  for  personal  gain,  let  us  direct  the  epi- 
thet which  John  Randolph  of  Roanoke  once 
hurled  at  one  of  his  contemporaries;  “So  brilliant, 
yet  so  corrupt,  that  like  a dead  fish  by  the  moon- 
light, he  shines  and  stinks.” 

Respectfully  submitted, 

H.  Thomas  McGuire,  M.D. 

COMMITTEE  ON  MEDICAL  ECONOMICS 

The  Committee  on  Medical  Economics  was  ap- 
jiointed  largely  to  investigate  the  implications  of 
medicine’s  being  represented  to  the  public  by  com- 
mercial enterprises  in  which  physicians  have  nei- 
ther control  nor  adequate  representation.  We  have 
been  particularly  concerned  with  telephone  ser- 
vice, especially  answering  exchanges,  which  have 
not  always  produced  the  desired  results  in  New 
Castle  County  and  which  have  been  non-existent 
in  Kent  and  Sussex  counties. 

There  are  three  phases  to  the  problem  of  control 
of  this  type  of  enterprise  by  the  Society.  These  are 
desirability,  effect  upon  the  tax  and  charter  posi- 
tions of  the  Society,  and  economic  feasibility. 

It  has  seemed  desirable  that  physicians  exercise 
direct  control  over  their  answering  and  emergency 
call  service  if  the  remaining  two  criteria  could  be 
met. 

From  superficial  study,  it  appears  that  the  pre- 
sent charter  of  the  Medical  Society  of  Delaware 
would  authorize  activities  of  this  kind.  In  the 
event  that  more  thorough  work  proves  that  this  is 
not  the  case,  and  alteration  of  the  charter,  if 
authorized  by  the  House  of  Delegates  should  be  a 
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simple  matter.  The  effect  upon  the  Society’s  tax 
position  would  be  somewhat  more  complex.  The 
present  tax  exemption  is  as  a “business  organiza- 
tion”, so  requested  because  it  allows  the  Society 
to  interest  itself  in  legislation.  Under  this  exemp- 
tion, operation  of  such  a service  to  the  member- 
ship is  not  allowable.  This  problem  could  be  met 
by  shifting  the  exemption  to  “scientific  and  pro- 
fessional organization”.  The  qualifications  for  this 
category  provide  that  no  substantial  part  of  the 
Society’s  efforts  can  be  in  influencing  legislation. 
We  have  secured  a tentative  ruling  that  “substan- 
tial” is  construed  to  mean  25%  or  more.  Since  25% 
of  the  Society’s  time  is  obviously  not  directed  to- 
ward legislation,  this  appears  to  be  a feasible 
course. 

The  economic  possibility  of  such  a project  is  a 
much  more  complex  question,  and  the  Committee 
has  not  arrived  at  a final  answer.  The  Committee 
thinks  that  the  answer  may  lie  with  small,  desk- 
size  switchboards  recently  developed  by  the  tele- 
phone company,  which  might  be  placed  in  each  of 
the  hospitals  in  Kent  and  Sussex  county,  to  be 
operated  by  switchboard  operators  already  on  duty 
with  additional  payment  by  the  Society  for  the 
assumption  of  additional  responsibility.  Board 
charges  would  be  quite  low,  appearing  to  be  about 
4-5  dollars  per  doctor  per  mnth.  To  this  must  be 
added  line  charges,  which  will  vary  with  the  loca- 
tion of  the  individual  office  (although  there  would 
be  no  charge  for  offices  within  V2  mile  of  the 
switchboard)  and  personnel  costs.  It  is  the  Com- 
mittee’s information,  necessarily  tentative  pend- 
ing completion  of  studies  by  the  telephone  com- 
pany, that  service  could  be  extended  to  all  or 
almost  all,  physicians  in  this  state  ai  charges  ap- 
proximating, or  slightly  less  than  those  now  exist- 
ing in  New  Castle  County.  Technical  difficulties 
with  the  locater-concentrator,  in  which  the  Com- 
mittee had  hopes,  point  to  the  use  of  several  de- 
centralized switchboards,  rather  than  one  or  two 
major  installations  serving  the  state  as  a whole. 
The  Committee  will  be  able  to  report  more  fully 
upon  this  project  pending  the  completion  of  studies 
now  in  progress  by  the  telephone  company.  Mean- 
while, we  would  be  interested  in  any  comments  the 
House  of  Delegates  care  to  contribute. 

Respectfully  submitted, 

Leslie  W.  Whitney,  M.D.,  Chairman 


VIRUS  LAB  MAJORITY  REPORT 
Mr.  President  and  Delegates: 

It  gives  me  great  pleasure  to  present  the  ma- 
jority report  of  the  Committee  on  the  Virological 
Diagnostic  Facility  for  our  State.  The  members  of 
the  Committee  appointed  by  Dr.  John  B.  Baker 
are  as  follows: 

Dr.  George  J.  Boines,  Chairman 

Dr.  John  B.  Baker 

Dr.  E.  M.  Bohan 

Dr.  L.  B.  Flinn 

Dr.  F.  I.  Hudson 

Dr.  L.  P.  Lang 

Dr.  C.  Levy 

Dr.  Roger  Murray 

Dr.  O.  J.  Pollak 

Dr.  a.  Tormet 

Dr.  M.  a.  Clark,  D.V.M.,  Advisor 
Dr.  j.  C.  Kakavas,  Ph.D.,  Advisor 

’^riie  Committ(>e  met  on  January  17,  19.58  and 
after  considerable  discu.ssion  "it  was  agreed  that 
no  publicity  concerning  this  project  should  be  is- 
sued until  the  plans  are  more  firm,  it  was  agreed 
however,  that  Dr.  Boines  he  empowered  in  his 


fund-raising  activities  to  state  that  this  committee 
is  in  favor  of  such  a laboratory,  provided  that 
adequate  financing  is  available”.  A sub  committee 
was  appointed  to  locate  a site  for  this  virological 
laboratory;  this  Committee  reported  that  the  Wil- 
mington General  Hospital  agreed  to  place  it  on  the 
ground  floor  of  the  Doris  Memorial  Unit  on  condi- 
tion that  a 3 year  budget  of  $60,000  was  made 
available  for  its  maintenance  and  operation  at  no 
expense  to  the  hospital.  The  State  Board  of 
Health  has  also  offered  space  at  the  Tallman 
Building  at  the  Bissell  Hospital  under  the  same 
conditions.  In  the  meantime  I have  contacted  a 
few  sources  for  funds  and  thus  far  $31,750  has 
been  assured. 

On  February  27,  1958  a sub-committee  visited 
the  USPHS  Virus  Diagnostic  Laboratory  at 
Bethesda,  Maryland.  Dr.  John  P.  Utz,  virologist 
in  charge,  was  very  courteous,  showed  us  their 
set-up  and  explained  the  practicability  of  the  com- 
mercially available  tissue  cultures.  He  stated  that 
in  his  opinion,  a viral  diagnostic  laboratory  is  an 
important  adjunct  to  medical  practice  and  would 
become  increasingly  necessary  in  the  practice  of 
medicine.  This  same  opinion  was  expressed  by  Dr. 
J.  C.  Wilt,  virologist  at  the  University  of  Manitoba 
whom  I visited  last  April. 

Letters  and  official  actions  favoring  the  estab- 
lishment of  such  a laboratory  have  been  recorded 
from  the  following: 

The  Delaware  Chapter  of  the  American  Acade- 
my of  General  Practice 

The  Medical  Staff  and  Medical  Board  of  the 
Wilmington  General  Hospital 
The  Lay  Board  of  the  Wilmington  General  Hos- 
pital 

The  Chiefs  of  Staff  and  the  Research  Committee 
of  the  St.  Francis  Hospital 
The  Lay  Board  and  Administrator  of  the  St. 
Francis  Hospital 

The  Sussex  County  Medical  Society 
The  Beebe  Hospital 

Dr.  A.  R.  Shands,  Jr.,  Director  of  the  Alfred  I. 

duPont  Institute 
The  Emily  P.  Bissell  Hospital 
The  Kent  General  Hospital 
The  State  Board  of  Health 
The  Wilmington  Board  of  Health 
The  Sussex  County  Chapter  of  the  National 
Foundation  for  Infantile  Paralysis 
The  Kent  County  Chapter  of  the  National 
Foundation  for  Infantile  Paralysis 
The  New  Castle  County  Chajiter  of  the  Na- 
tional Foundation  for  Infantile  Paralysis. 

Neither  the  Delaware  Hospital  nor  the  Memor- 
ial Hospital  has  formally  approved  or  di.sapproved 
the  establishment  of  a laboratory  in  Wilmington. 
Each  hospital  has  recognized  the  value  of  viral 
diagnostic  work. 

At  the  last  meeting  of  the  Committee,  August 
14,  1958,  it  was  reaffirmed  by  all  excejit  one  mem- 
ber, Dr.  L.  Flinn,  that  Virus  Diagnostic  Laliora- 
tory  in  Delaware  was  desirable.  Dr.  I'Joyd  Hud- 
■son.  Secretary  of  the  State  Board  of  Health,  stated 
that  “if  the  House  of  Delegates  of  the  Medical 
Society  recommends  establishment  of  the  labora- 
tory, funds  will  be  available”. 

Before  1 close  I wish  to  express  my  apprecia 
tion  to  our  Society  for  aiipointing  this  commillee 
last  year  and  to  tliank  the  members  of  this  Com- 
mittee and  Mr.  Lawrence  Morris  for  their  assis- 
tance. 

At  this  time  I move  Mr.  President,  that  this  re- 
port he  accei)ted  and  that  .you  accc'pt  the  Com 
mittee’s  motion  which  reads: 
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"I'he  Committee  on  the  Establishment  of  a Viro- 
lo'rieal  Djboratorv  recommends  the  establishment 
of  a virus  laboratory  in  the  Wilmington  area  under 
the  supervision  of  a competent  virologist,  and  that 
the  present  Committee  be  permitted  to  continue  to 
operate  and  assist  in  any  way  until  the  laboratory 
is  establisht'd”. 

Respectfullv  submittcnl, 

George  J.  Boines,  M.D.,  Chairman 


MINORITY  REPORT 

COMMITTEE  ON  ESTABLISHMENT  OF  A 
VIROLOGICAL  LABORATORY 

I respecdfullv  submit  a minority  report  to  the 
Council  and  House  of  Delegates.  I voted  against 
the  Committee's  recommendation  that  the  Medical 
Societv  of  Delaware  approve  or  recommend  the 
establishment  of  a viral  diagnostic  laboratory  for 
Delaware  in  the  Wilmington  area. 

My  reasons  are  summarized  as  follows: 

1.  If  the  Medical  Society  of  Delaware  should 
recommend  the  establishment  of  a Virus  Diagnos- 
tic Laboratory  it  would  thereby  indicate  that  the 
medical  profession  of  Delaware  was  of  the  oj)inion 
that  such  a laboratory  would  provide  a service  for 
the  community  not  otherwise  available  and  that 
the  expense  and  effort  involved  would  be  justified. 
It  is  my  contention  that  such  is  not  the  case.  Such 
a statement  by  the  Medical  Society  of  Delaware 
would  be  unfortunate. 

2.  I have  long  been  actively  interested  in  pro- 
viding viral  diagnostic  facilities  for  Delaware. 
Methods  of  diagnosis  are  now  more  simj)le,  but 
the  number  of  known  viruses  is  increasing  so  ra- 
pidly that  only  a laboratory  with  wide  range  of 
facilities  is  practical.  At  the  present  state  of  knowl- 
edge such  a laboratory  for  this  community  alone 
is  not  realistic. 

3.  At  the  first  meeting,  January  17,  of  the  Com- 
mittee, it  was  voted  that  a laboratory  would  be 
nice  to  have  in  Delaware  if  money  and  other  fa- 
cilities, including  a top-flight  virologist,  were 
available.  Dr.  Boines  inferred  that  they  were.  The 
Committee  suggested  that  he  secure  more  definite 
information  but  not  to  solicit  funds  in  the  name  of 
the  Committee  or  the  State  Society. 

4.  On  February  27,  Dr.  Boines  and  one  other 
member  of  the  Committee  and  a pathologist  and 
Mr.  Morris  visited  Bethesda,  secured  certain  in- 
formation from  a small  in-patient  laboratory,  and 
reported  this  information  to  the  Committee.  This 
report  was  later  circulated  in  the  name  of  the 
Committee  to  solicit  funds.  The  Committee  has 
never  yet  approved  this  Bethesda  report.  It  is  not 
realistic.  I personally  secured  opinions  from  a 
large  number  of  virologists  throughout  the  country 
of  wide  experience,  authorities  in  the  field,  and 
presented  their  opinions  to  the  Committee  at  its 
meeting  on  August  14.  I attach  that  report  which 
I have  not  published  or  circulated. 

5.  I offered  a motion  at  the  August  14  meeting 
that  the  Committee  recommend  that  a Virus  Diag- 
nostic Laboratory  not  be  established  at  this  time 
but  that  the  facilities  available  to  us  in  the  U.  S. 
Public  Health  Laboratory  in  Philadelphia,  one  of 
thirty  along  the  Atlantic  seaboard  be  used  to  bet- 
ter advantage.  This  motion  was  not  even  accepted 
for  a vote. 

6.  At  the  August  14  meeting,  it  was  distinctly 
agreed  that  funds  were  not  to  be  solicited  in  the 
name  of  the  Committee  of  the  State  Society.  How- 
ever, three  days  later  a letter  did  go  out  to  various 
organizations  over  Dr.  Boines’  signature  mention- 


ing that  the  Committee  had  voted  that  a Virus 
Diagnostic  Laboratorv  be  established  and  strongly 
urging  that  the  organizations  to  which  the  letter 
was  sent  contribute  a specified  amount  each  year. 
This  I strongly  object  to. 

7.  I have  been  asked  by  the  Chairman  to  present 
a plan  to  facilitate  services  from  the  Virus  Diag- 
nostic Laboratory  in  Philadelphia.  I attach  this 
plan  and  recommend  its  adoption  subject  to 
change  as  experience  indicates.  Certainly  it  will 
give  us  immediate  service,  far  more  effective  and  at 
far  less  cost  than  the  establishment  of  a full- 
fledged,  top-flight  Virus  Diagno.stic  Laboratory  in 
Delaware  at  this  time. 

L.  B.  Flinn,  M.D. 

President  Baker:  You  have  heard  the  reading 
of  these  two  reports.  The  floor  is  now  open  for 
discussion. 

Dr.  Boines:  Mr.  Chairman,  may  I reply  to 
some  of  those  complaints  of  the  minority  report? 

President  Baker:  Yes,  you  may. 

Dr.  Boines:  Mr.  President  and  Delegates: 

As  most  of  you  know,  Dr.  Lewis  Flinn  and  I 
have  been  feuding  over  viruses  since  1947.  The 
report  of  the  majority  of  the  committee,  however, 
is  not  based  on  personal  interest  of  myself  or  Dr. 
Flinn.  The  members  want  a virus  laboratory  es- 
tablished or  sponsored  by  the  Medical  Society  of 
Delaware  because  of  the  facility  and  the  benefits 
that  it  will  bring  to  the  doctors  and  to  the  people 
of  Delaware  in  making  diagnoses  of  viruses. 

I would  like  to  submit  the  following  statement, 
and  I hope  you  keep  in  piind,  whichever  way  you 
vote,  you  are  voting  for  a new  facility  in  the  State 
of  Delaware  and  you  are  not  voting  for  me  or  Dr. 
Flinn. 

I am  in  agreement  with  Dr.  Flinn  that  viruses 
are  here  to  stay,  that  virus  diagnoses  are  simpler 
and  that  the  diagnoses  can  be  made  earlier  and 
more  accurately  if  the  specimens  from  an  acutely 
ill  patient  can  be  processed  immediately  by  a well- 
equipped  laboratory. 

In  my  personal  visits  to  a number  of  virus  la- 
boratories and  discussions  with  virologists,  I was 
impressed  by  the  following  information. 

Dr.  Werner  Henle,  virologist  of  the  Children’s 
Hospital,  Philadelphia,  Virus  Laboratory,  stated 
■‘There  is  no  doubt  that  more  virological  diagnostic 
laboratories  are  needed”  and  that  he  would  be 
happy  to  assist  our  Society  in  its  efforts. 

As  far  back  as  1949  Drs.  Sigel,  Henle,  and  Mc- 
Nair Scott  of  the  Children’s  Hospital  in  Philadel- 
phia, stated  that  “The  Public  Health  program,  as 
well  as  the  practice  of  medicine  by  the  individual 
physician  are  not  complete  without  the  diagnostic 
and  epidemiologic  services  of  a virus  laboratory. 
The  need  for  the  establishment  of  a special  unit 
for  the  diagnosis  of  viral  and  rickettsial  diseases 
is  evident  from  the  observation  of  recent  trends  in 
infectious  diseases.  The  functions  of  a virus  (diag- 
nostic laboratory  are:  (1)  aid  in  the  diagnosis  of 
disease  in  individual  patients;  (2)  aid  in  deter- 
mining sources  of  infection  involving  single,  family 
or  neighborhood  cases;  (3)  aid  in  the  diagnosis  of 
larger  outbreaks  and  epidemics.” 

Dr.  John  P.  Utz,  Director  of  the  Clinical  Virus 
Laboratory  at  National  Institute  of  Allergy  and 
Infectious  Diseases,  Bethesda,  stated,  “In  fact,  we 
envision  the  day  when  a virus  diagnostic  labora- 
tory will  be  an  integral  part  of  a clinical  pathology 
department  as  is  the  bacteriology  laboratory  now.” 
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Dr.  J.  C.  Wilt,  virologist  at  the  University  of 
Manitoba,  emphasized  to  me  that  as  scientific 
physicians  we  owe  it  to  our  patients  to  obtain  an 
accurate  and  early  diagnosis  of  their  virus  infec- 
tions. We  can  thus  avoid  using  many  unnecessary 
tests  and  therapeutic  agents  and  at  the  same  time 
allay  the  anxiety  of  the  patient  and  his  family  as 
to  the  cause  of  the  infection.  Also  emphasized  was 
the  importance  of  early  virus  diagnosis  from  the 
epidemiological  angle.  Last  year.  Dr.  Wilt’s  labor- 
atory was  able  to  discover  Asiatic  Flu  cases  early, 
isolate  them,  and  minimize  tbe  spread  of  the  dis- 
ease. Earlier  vaccination  was  made  possible  in 
non- infected  areas  so  that  an  epidemic  was 
avoided.  At  the  present  time  many  infections 
diagnosed  as  “fever  of  unknown  etiology”  can  be 
solved  by  virological  studies. 

Tbe  above  authorities  are  clinical  virologists  who 
work  with  patients  and  have  personal  experience 
with  the  practical  aspects  of  virology. 

Dr.  Jas.  C.  Kakavas,  bacteriologist  and  chairman 
of  the  department  of  biological  sciences  at  the  Uni- 
versity of  Delaware  has  stated  that  a virus  labora- 
tory is  essential  in  daily  medical  diagnosis  of  viral 
diseases  and  differential  diagnosis  of  patients  who 
appear  to  have  viral  infections.  A laboratory  in 
the  Wilmington  area  would  be  readily  accessible 
from  all  the  populated  areas  within  the  State  of 
Delaware  and  also  from  the  neighboring  communi- 
ties of  Pennsylvania,  New  Jersey,  and  Maryland. 
Such  a laboratory  would  furnish  diagnostic  ser- 
vices, epidemiological  studies,  and  research  on 
viral  diseases.  In  a letter  to  our  committee  on 
7-28-58,  Dr.  Kakavas  stated  “I  earnestly  hope  that 
the  members  of  the  committee  will  approve  the 
establishment  of  this  facility  and  with  their  sup- 
port I am  certain  that  the  necessary  financing  will 
be  forthcoming.” 

In  a letter  received  from  Dr.  Charles  Benning, 
Health  Commissioner  of  the  Wilmington  Depart- 
ment of  Health,  he  wrote,  “In  accordance  with  my 
conviction  of  the  need  for  the  establishment  of  a 
virus  diagnosis  laboratory  in  Delaware,  I wish  to 
go  on  record  as  endorsing  such  a plan.  I feel  that 
it  is  essential  for  the  health  and  welfare  of  the 
people  of  Delaware  that  this  endeavor  be  sup- 
ported.” 

Dr.  Flinn  states  that  we  have  no  specific  ther- 
apy for  viral  diseases  therefore  why  diagnose 
them?  By  the  same  token,  we  should  not  make 
any  effort  to  diagnose  any  disease  for  which  we 
offer  no  specific  therapy  to  the  patient  but  we  all 
know  their  value.  Let  me  emphasize  that  it  has 
been  vividly  demon.strated  by  the  Asiatic  Flu  ex- 
perience of  last  winter,  that  50%  or  more  of  the 
deaths  in  these  patients  were  due  to  Staphvlococcus 
Aureus  Coagulate  positive  organisms.  These  or- 
ganisms were  found  sensitive  to  some  of  the  anti- 
biotics. It  was  also  shown  that  many  patients  deve- 
loped viral  myocarditis  with  fatal  results.  Thus  an 
early  diagnosis  of  Asiatic  Flu  (this  can  be  had  in 
24  hours)  would  enable  the  i)hysician  to  isolate 
and  treat  the  Staph,  infection  and  also  watch 
carefully  for  signs  of  myocardial  failure.  To  an- 
other contention  that  viral  diagnoses  do  not  help 
the  patient  therefore  the  patient  should  not  be 
charged  for  virus  studies,  I would  like  to  .say  that 
we  daily  request  expensive  laboratory  tests  such 
as  X-rays,  (‘lectro-encephalograms,  cardiograms, 
and  isotope  studies,  which  are  negative  in  their 
findings  but  for  which  the  patient  has  to  ])ay. 

On  Friday,  9-19-58,  Dr.  Morris  Schaeffer,  con- 
sultant for  the  USBHS  (k)mmunicable  Disease 
Center  in  Atlanta,  Ca.,and  Medical  Dir(!ctor  of  the 
Virus  Laboratory  in  Montgomery,  Alabama,  came 
to  Wilmington  at  tbe  request  of  our  committee  and 


the  personal  efforts  of  Dr.  Floyd  Hudson.  Dr. 
Schaeffer  stated  that  it  is  important  to  start  a 
virus  laboratory  in  the  State  even  though  it  is  on 
a modest  scale  in  the  beginning,  because  one 
should  not  depend  indefinitely  on  an  outside  la- 
boratory to  carry  the  load.  If  a laboratory  is 
already  in  operation  any  improvements  in  testing 
and  research  in  discovering  cures  for  different 
viruses  will  enable  the  physician  to  take  advantage 
of  this  new  knowledge  immediately  for  the  benefit 
of  his  patients.  For  example,  within  the  next  2-3 
years  the  fluorescent  antibody  technique  for  diag- 
nosing viruses  will  be  fully  developed. 

Dr.  Schaeffer  sent  a letter  to  Dr.  Hudson,  a copy 
of  which  I received  yesterday.  Dr.  Hudson,  do  you 
mind  if  I read  this? 

Dr.  Hudson:  You  may  read  it. 

Dr.  Boines:  This  is  a copy  of  a letter  to  Dr. 
Hudson: 

“Dear  Dr.  Hudson: 

“I  was  very  pleased  indeed  to  have  an  opportuni- 
ty of  consulting  with  you  and  Dr.  Boines  concern- 
ing the  development  of  a virus  diagnostic  labora- 
tory as  a cooperative  effort  of  the  State  Health 
Department,  the  local  hospitals,  and  the  univer- 
sity, last  week.  As  I pointed  out,  the  space  at  the 
Wilmington  General  Hospital  is  not  adequate  but 
the  space  and  facilities  available  at  the  Bissell 
Hospital  Sanitarium  are  admirably  suited  for  this 
endeavor.  The  willingness  of  the  various  groups, 
including  the  hospitals  and  university,  to  cooper- 
ate with  the  Health  Department  should  facilitate 
more  rapid  progress  in  the  development  of  a good 
laboratory  and  it  is  obvious  that  there  is  consider- 
able advantage  in  having  one  well  organized,  ade- 
quately functioning  laboratory  to  serve  all  of  the 
interests  in  the  State  than  to  have  several  inade- 
quate ones. 

“One  may  question  the  need  for  and  usefulness 
of  a virus  laboratory  at  this  time.  While  it  is  true 
that  such  a laboratory  is  fairly  expensive  to  staff 
and  operate,  and  may  not  always  provide  informa- 
tion of  life-saving  value,  there  are  many  other 
good  reasons  which  support  the  desirability  of 
having  the  facilities  of  such  a laboratory  available. 

“Currently  improved  techniques  are  providing 
more  rapid  and  accurate  tests  for  at  least  some  of 
the  common  virus  diseases.  A virus  laboratory  can 
])rovide  important  information  to  the  health  offi- 
cer and  physician  concerning  the  definitive  preva- 
lence of  disease.  There  are  quite  a number  of  res- 
piratory, enteric,  and  CNS  infections  which  can- 
not be  differentiated  on  a clinical  basis  and  only 
a competent  laboratory  can  assist  in  such  differen- 
tial diagnosis.  There  are  a few  virus  diseases,  such 
as  psittacosis  and  lymphogranuloma  venereum 
which  respond  to  broad  spectrum  antibiotics  and 
it  is  expected  that  others  will  be  added  to  the 
treatable  group  since  there  are  many  investiga- 
tors diligently  set'king  a suitable  chemotherapeutic 
agent.  On  the  other  hand,  there  are  many  diseases 
that  should  not  be  treated  with  antibiotics  and  this 
can  be  avoided  when  a sj^ecific  diagnosis  is  at 
hand.  Those  who  claim  that  the  laboratory  diag- 
nosis of  a viral  infection  is  obtainerl  in  retros|)ect, 
and  thus  is  useless,  might  be  asked  whether  it  is 
also  useless  to  do  a post  mortem  examination  since 
the  patient  has  expired. 

“I  feel  rather  strongly  that  when  at  all  po.ssible 
a virus  diagnostic  laboratory  should  be  available  to 
state  health  departments  and  i)hysicians  locally, 
rather  than  for  them  to  have  to  depeiul  upon  dis- 
tant facilities  to  i>rovide  such  services.  The  labora- 
tory could  start  mode.stly  with  the  minimum 
('quipment  and  offer  a limited  number  of  tests. 
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There  could  be  gradual  expansion  of  activity  as 
funds  and  staff  can  be  accumulated. 

“While  it  is  unfortunate  that  the  Public  Health 
Service  does  not  have  funds  to  assist  you  with  this 
project,  you  can  call  on  us  for  advice  and  consul- 
tation, technical  assistance  with  difficult  speci- 
mens, the  training  of  personnel,  and  for  certain 
diagnostic  reagents  which  are  not  available  com- 
merciallv.  If  you  should  go  forward  with  your 
plans  for  developing  this  laboratory,  we  should 
be  pleased  to  have  you  call  on  us  for  any  help  we 
may  be  able  to  furnish  in  the  categories  mentioned. 

“Sincerely, 

“Morris  Schaeffer, 

“Medical  Director.” 

The  inconvenience,  the  expense  and  the  time 
lost  in  preparing  and  shipping  specimens  properly, 
is  a big  factor  to  be  consider^,  not  to  mention  the 
breakage  in  transit.  The  USPHS  will  cooperate 
with  the  State  Board  of  Health  in  supplying  anti- 
gens and  sera,  consultation  and  teaching  facilities 
for  the  laboratory  and  Delaware  physicians. 

The  anticipated  laboratory  will  be  the  result  of 
the  combined  efforts  of  the  community,  the  hospi- 
tals, physicians,  industry,  and  the  City  and  State 
Health  Departments. 

Now,  I have  letters  to  answer  all  the  questions 
and  accusations  that  Dr.  Flinn  is  making  in  his 
report.  You  can  rest  assured  that  they  are  all  mis- 
leading or  inaccurate. 

Dr.  Washburn:  Your  letters? 

Dr.  Boines:  No,  they  are  not  my  letters.  For 
instance,  the  one  statement  that  the  last  committee 
said  I should  not  ask  for  funds  and  three  days 
later  I sent  out  a letter  to  that  effect.  The  commit- 
tee meeting  was  on  the  14th  of  August  and  the 
letter  was  sent  out  to  the  Heart  Association  and  to 
the  Tuberculosis  Association.  I think  the  Tuber- 
culosis Association  is  the  one  to  which  he  refers. 
That  was  sent  out  on  the  25th,  and  I did  not  put 
the  name  of  the  Society  in  jeopardy  by  saying 
that  the  Society  is  in  agreement  and  therefore  we 
should  have  the  funds.  As  a matter  of  fact,  the 
money  that  we  have  raised  so  far  has  been  assured 
so  far,  the  $31,750. 

As  a matter  of  fact,  I made  a special  effort  to 
let  the  people  know  that  Dr.  Flinn  and  the  Dela- 
ware Hospital  were  opposed  to  this  virus  labora- 
tory. In  fact,  that  helped  in  getting  the  funds 
faster.  The  first  paragraph  which  I wrote  was: 
— and  this  was  on  July  25. 

“Dear  Mr.  Evans: 

“A  committee  appointed  by  the  State  Medical 
Society  has  approved  the  establishment  of  a virus 
diagnostic  laboratory  in  Wilmington  on  condition 
that  funds  be  raised  to  initiate  the  program.  I have 
been  asked  as  chairman  to  investigate  the  avail- 
ability of  funds  for  this  purpose.” 

That  is  the  authority  that  I was  given  by  the 
committee. 

Thank  you  very  much,  gentlemen.  If  there  are 
any  questions  you  wish  or  any  other  letters  you 
want  to  see,  they  are  all  here,  and  they  are  not 
mine.  Unfortunately  Dr.  Washburn  is  not  involved 
in  this  argument  on  viruses. 

President  Baker:  Is  there  further  discussion? 

Dr.  Trickett:  I would  like  to  go  back  to  the 
original  report  where  Dr.  Hudson  said  funds 
would  be  made  available  to  the  State  Board  of 
Health.  If  he  is  going  to  make  the  funds  available, 
why  are  we  raising  funds?  That  is  the  first  ques- 


tion. Number  two  is,  after  you  have  your  labora- 
tory set  up,  who  is  going  to  procure  and  pay  the 
-salary  of  the  virologist? 

President  Baker:  Dr.  Hudson,  would  you  like 
to  answer  that? 

Dr.  Hudson:  I would  like  to  clarify  this.  I read 
that  in  the  rejjort,  but  I had  to  be  away  and  I 
didn’t  get  the  thing  changed.  I don’t  believe  I was 
quoted  exactly. 

I did  not,  I believe,  state  that  we  expected  to 
have  funds  from  the  State  Board  of  Health  to  do 
this.  I sa:d  there  was  no  reason  why,  if  the  Medi- 
cal Society  wants  this  laboratory,  that  there  aren’t 
plenty  of  private  sources  from  which  we  can  get 
the  funds  to  get  the  thing  going.  I believe  that  was 
suh.stantially  what  I said,  not  the  exact  words,  but 
that  there  should  be  funds  in  the  State  to  get  it 
going  without  going  to  the  General  Assembly  to 
get  funds  to  get  it  started,  if  that  is  what  the  Medi- 
cal Society  wants. 

Now,  what  was  the  other  question? 

Dr.  Trickett:  How  are  you  going  to  procure 
a virologist  and  who  is  going  to  pay  his  salary? 

Dr.  Hudson:  Well,  the  virologist  and  the  set- 
ting up  of  the  laboratory  would  have  to  be  a de- 
tailed function  which  the  committee  would  have  to 
work  out.  In  other  words,  they  would  have  to 
raise  the  funds  to  pav  for  both  of  them.  I want  to 
make  the  position  of  the  State  Board  of  Health 
clear  at  this  point.  The  State  Board  of  Health  does 
not  propose  to  start  a virus  laboratory  or  to  oper- 
ate it  for  the  general  practitioners  in  the  State  un- 
less they  want  it.  They  will  have  to  ask  for  it.  The 
State  Board  of  Health  does  not  do  that  sort  of 
thing.  We  have  use  for  such  a laboratory  ourselves, 
and  if  the  laboratory  is  started  in  Delaware,  we 
will  utilize  the  facilities  of  that  laboratory  to  per- 
form tests  for  us  so  that  we  can  follow  the  course 
of  any  outbreaks  of  disease,  of  which  the  origin  or 
cause  is  unknown,  to  determine  whether  it  is  viral 
or  not,  if  possible. 

I feel  that  the  State  Board  of  Health  would  do 
this  and  would  want  to  do  it.  After  all,  the  ma- 
jority of  the  members  are  in  the  medical  and  den- 
tal professions.  Four  of  them  are  members  of  this 
Society.  If  the  doctors  want  something,  the  State 
Board  of  Health  will  go  along  with  them,  I am 
sure,  and  help  them  in  whatever  way  they  can  in 
what  they  want  to  do.  If  they  want  this  separate 
laboratory  set  up  and  they  will  utilize  it,  we  will 
try  to  subsidize  to  the  extent  that  we  use  the  facili- 
ties out  of  funds  appropriated  for  our  own  labora- 
tory operation. 

Now,  if  here  are  any  questions,  I would  be  glad 
to  try  to  answer  them. 

President  Baker:  Dr.  Flinn,  would  you  like 
to  give  your  reply  now? 

Dr.  Flinn:  Mr.  Chairman  and  members  of  the 
House  of  Delegates: 

The  issue  seems  to  be  somewhat  confused.  The 
question,  as  I see  it,  is  not  whether  a virus  diag- 
nostic facility  is  desirable — I don’t  think  there  is 
any  question  about  that — the  question  is,  should 
we  have  one  in  Delaware  or,  as  explicitly  stated  in 
the  report,  in  the  Wilmington  area. 

I have  long  been  interesed  in  virus  diagnoses, 
and  if  somebody  would  like  to  give  us  in  Wilming- 
ton a top-flight  virus  diagnostic  laboratory  on  a 
silver  platter,  all  expenses  paid,  I would  be  the 
first  one  to  welcome  it;  it  would  be  fun;  I would 
enjoy  it.  But  asking  the  State  Society  and  the 
community  to  finance  it  is  another  matter. 
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In  the  present  state  of  knowledge  virus  diagno- 
sis is  of  main  concern  in  the  fields  of  public  health 
and  epidemiology  in  the  field  of  education.  It  is 
of  practically  no  help  in  the  clinical  care  of  a sick 
patient.  The  groups,  therefore,  who  should  be  most 
interested  in  such  a laboratory  are  the  public 
health  departments  and  the  educational  field. 

It  is  of  interest  to  know  whether  a certain  in- 
dividual has  a certain  type  of  virus  disease,  but  it 
makes  no  difference  whether  you  get  that  infor- 
mation 24  hours  ahead  of  some  place  else.  If  there 
were  a laboratory  in  Wilmington.  I fail  to  see  how 
that  is  any  closer  for  people  in  Milford  or  Seaford 
or  Dover  than  Wilmington  at  the  present  is  from 
Philadelphia,  and  if  in  Milford  or  Seaford  you 
must  send  specimens  to  Wilmington,  I see  no  ex- 
tra effort  in  sending  them  to  Philadelphia.  I have 
no  stock  in  Philadelphia  except  it  is  one  of  the 
leading  virological  laboratories  along  the  Atlantic 
Seaboard.  And  this  is  not  just  my  opinion;  it  hap- 
pens to  be  the  opinion  of  a majority  of  the  leaders 
in  virology  in  the  United  States  as  to  the  impor- 
tance of  virus  diagnoses  in  the  care  of  a patient. 

I did  not  want  to  take  your  time,  but  I have 
been  asked  by  two  individuals  in  the  last  ten 
minutes  to  read  this  to  you,  the  report  which  I 
made  to  the  August  14  meeting  of  the  committee, 
which  I summarized  in  my  minority  report  which 
Dr.  Cannon  read.  I will  try  to  make  it  as  fast  as  I 
can.  It  is  as  follows: 


SUMMARY  OF  THE  PRESENT  STATUS  OF 
THE  FEASIBILITY  OF  THE  ESTABLISH- 
MENT OF  A DIAGNOSTIC  VIROLOGICAL 
LABORATORY  IN  DELAWARE 

You  all  are,  I am  sure,  by  this  time  quite  fa- 
miliar with  the  widely  publicized  Bethesda  report. 
According  to  various  memoranda  received  from 
Dr.  Boines  and  Mr.  Lawrence  Morris,  Executive 
Secretary,  on  February  27,  1958  representatives 
of  the  Medical  Society  of  Delaware  and  of  its 
Committee  on  the  Establishment  of  a Virological 
Diagnostic  Facility  visited  a viral  diagnostic  lab- 
oratory of  the  United  States  Public  Health  Serv- 
ice, located  at  the  National  Institutes  of  Health, 
Bethesda,  Maryland.  However,  there  were  only 
four  representatives.  Dr.  Boines  and  Dr.  Kakavas 
of  this  Committee  with  Mr.  Morris  as  Executive 
Secretary,  and  Dr.  Cassella,  Pathologist  at  the 
Wilmington  General  Hospital,  not  a member  of 
this  Committee.  The  report  presented  a summary 
of  information  received  from  John  P.  Utz,  M.D., 
Chief,  Infectious  Diseases  Service,  Laboratory  of 
Clinical  Investigation,  National  Institute  of  Al- 
lergy and  Infectious  Diseases.  Apparently  using 
this  report  as  a basis,  organizations  and  individu- 
als were  approached  in  regard  to  available  space 
for  such  a laboratory.  Apparently  a virologist  had 
also  been  approached.  With  the  recent  publica- 
tion of  this  report  in  the  State  Medical  Journal, 
although  it  was  not  so  stated,  the  inference  was 
plain  that  the  Journal,  and  perhaps  the  State 
Society,  approved  the  establishment  of  such  a 
laboratory. 

All  this  seems  rather  unfortunate  since  certain 
particulars  of  this  Bethe.sda  report  do  not  seem 
c)uite  realistic  or  api)licahle  to  the  proposwl  diag- 
nostic laboratory  in  Delaware.  It  should  be  i)oint- 
ed  out  that  Dr.  Utz  in  his  laboratory  has  to  do 
with  an  in-patient  service  of  .some  fifty  h(>ds,  and 
is  not  confronted  with  the  many  |)roblems  in- 
volvt'd  with  virus  diagnosis  in  an  entire  commu- 
nity. He  stated  that  diagnosis  can  sometimes  h(> 
made  in  fifteen  hours;  usually,  however,  after  four 
or  five  days,  and  often  ten  to  fourt(*en  days.  He 
further  stated  that  prompt  diagnosis  is  important 


to  the  physician  in  the  clinical  care  of  a patient; 
and  further,  that  recent  methods  have  made  virus 
diagnosis  much  simpler  and  cheaper.  Much  of  this 
is  contrary  to  the  opinion  of  others  more  experi- 
enced in  this  field. 

A short  questionnaire  was  sent  to  the  following: 
Dr.  Werner  Henle,  Director  of  the  Virus  Diagnos- 
tic Laboratory  in  Children’s  Hospital  of  Phila- 
delphia; George  K.  Hirst,  M.D.,  of  the  Public 
Health  Research  Institute  of  the  City  of  New 
York;  Daniel  Widelock,  Ph.D.,  Assistant  Director. 
Bureau  of  Laboratories,  City  of  New  York,  De- 
partment of  Health;  Edwin  H.  Lennette,  M.D., 
Chief,  Viral  and  Rickettsial  Disease  Laboratory, 
California  State  Department  of  Health,  Berkeley, 
California;  and  Dorothy  M.  Horstmann,  M.D., 
Section  of  Epidemiology  and  Preventive  Medicine, 
Yale  University  School  of  Medicine.  They  were 
all  in  essential  agreement  on  answers  to  the  fol- 
lowing questions:  (1)  How  advantageous  would 

it  be  to  have  a virus  diagnostic  laboratory  in  Wil- 
mington instead  of  using  the  Virus  Diagnostic 
Laboratory  in  Philadelphia?  Answer:  No  advan- 
tage in  the  present  state  of  virus  knowledge.  In 
the  future,  when  more  practical  developments 
will  have  occurred,  it  probably  would  be  advan- 
tageous to  have  a proper  laboratory  in  Delaware. 
(2)  How  important  is  it  in  the  care  of  an  individ- 
ual patient  to  make  a rapid  virus  diagnosis?  An- 
swer: Of  no  importance.  No  treatment  available 
at  present.  (3)  What  method  of  diagnosis  is  more 
practical?  It  was  generally  agreed  that,  in  estab- 
lishing a diagnostic  laboratory  of  this  sort,  it  is 
far  better  first  to  choose  the  virologist  and  let 
him  develop  a laboratory;  and  further,  it  has  been 
found  more  practical  to  start  first  with  serological 
techniques  only.  Tissue  culture,  including  both 
HeLa  cells  and  monkey  cells;  and  the  use  of 
chick  embryo,  and  also  of  suckling  mice  which 
are  necessary  for  the  coxsackie  group  of  viruses, 
are  much  more  difficult  to  perform  although  a 
quicker  result  is  obtained.  (4)  Do  you  agree  with 
Dr.  Utz  that,  by  new  techniques,  diagnosis  may 
be  made  rapidly,  sometimes  within  fifteen  hours? 
Answer:  In  a few  instances  such  rapid  diagnosis 
can  be  made  but  it  is  not  realistic  to  suggest  this 
as  a basis  for  a laboratory  doing  a community 
service.  The  usual  time  is  four  to  ten  days.  Some- 
times only  two  sera  are  necessary  to  make  a diag- 
nosis, and  in  other  of  the  more  complicated  but 
not  unusual  viruses  it  may  be  necessary  to  set  up 
forty  or  fifty  different  tubes.  On  an  average  the 
number  of  different  tests  made  on  an  individual 
specimen  is  four  to  ten.  (5)  Should  the  patient 
pay  for  the  tests?  No  one  answered  yes.  several 
said  no,  and  one  referred  the  answer  to  the  local 
authorities.  (6)  Cost  — all  agreed  that  the  cost 
was  difficult  to  estimate  but  agreed  that  it  is  high, 
and  higher  per  patient  in  a small  laboratory. 
(7)  Is  it  likely  that  a qualified  virologist  can  be 
obtained  to  run  a virus  diagnostic  laboratory  full 
time?  All  answered  no.  The  virologist  must  have 
as  his  main  interest  opportunity  and  facilities  for 
research. 

In  April.  1958,  a panel  discusion  was  held  at 
the  meeting  of  the  American  College  of  Physi- 
cians, on  Viral  Diseases.  The  panel  was  composed 
of  the  following:  Yale  Kneeland,  -Jr.,  M.D..  As- 
sociate Professor  of  Medicine.  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons;  -John  H. 
Dingle,  M.D.,  Professor  of  Preventive  Medicine 
and  As.sociate  Professor  of  Medicine,  Western  Re- 
serve University  School  of  Mt^Iicine:  Frank  L. 
Horsfall.  M.D.,  Vice  President  and  Physician-in- 
Chief,  R(K’kefeller  Institute;  John  R.  Paul.  M.D., 
Professor  of  Mt'rlicine;  Joseph  E.  Smadel.  M.D.. 
A.ssociate  Director.  National  Institutes  of  Health. 

In  answer  to  the  question  "How  important  is 
rapidity  of  diagnosis  in  the  clinical  management 
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of  a caso  of  virus  disease?”.  Dr.  Smade!  answerer! 
that  he  has  never  known  of  a single  instance  when 
the  diagnosis  was  of  any  aid  in  treating  a specific 
case.  (2)  Should  the  patient  pay  for  the  necessary 
tests?  Dr.  Smadel  answeri>d.  enphatically.  “No”. 
All  the  panel  agreerl. 

Now,  I didn’t  know  alx)ut  this  until  last  night — 
I heard  that  this  was  reported  on  the  Audio  Di- 
gest. I have  not  heard  this  recording.  It  takes 
about  two  minutes.  Dr.  Hall,  if  you  will  start  it, 
we  will  listen  to  what  Dr.  Smadel  said. 

(A  tape  r€H.’ording  was  then  played  as  follows; 

"Voice:  Here  is  a que.stion  which  is  right  down 
Dr.  Smadel's  alley:  The  incpiirer  wants  to  know 
how  helpful  in  the  care  of  a particular  [jatient  is 
the  service  of  a virus  diagnostic  laboratory.  In  a 
given  case  should  one  use  virus  diagnosis  by  chick 
emhryo  or  tissue  culture  with  the  immediate  clini- 
cal expense?  Should  expenses  of  such  diagnostic 
tests  be  borne  by  the  patient? 

"Dk.  Smadel:  That  is  a tough  one.  May  I be- 
gin by  saying  I am  prejudiced  in  favor  of  viral 
diagnostic  work,  but  I must  admit  that  as  far  as 
the  individual  patient  is  concerned  and  as  far  as 
the  care  of  that  patient  during  his  acute  illness  by 
the  physician  is  concerned,  that  I believe  we  have 
never  in  a single  instance  really  been  of  any  help. 
Now,  if  this  were  the  main  objective,  I would  have 
quit  long  ago.  The  virus  diagnostic  laboratory  has 
a great  role  in  public  health  and  in  preventive  me- 
dicine, but  it  is  unfortunately  at  this  particular 
stage  of  relatively  little  help  to  a given  patient  and 
a given  physician. 

"All  of  the  virologists  know'  the  problem  of  the 
physicians  and  have  made  great  efforts  to  find 
rapid  results.  We  may  be  on  the  verge  in  some 
instances — for  example,  the  throat  swaps  from 
patients  with  influenza,  the  Russians  have  been 
excited  in  the  last  couple  of  years  a’oout  the  pre- 
sence of  what  they  think  are  fairly  specific  inclu- 
sions in  certain  of  these  smears.  The  Americans 
have  not  yet  become  excited  about  this.  On  the 
other  hand,  the  Americans  have  become  enthusias- 
tic in  the  rapid  diagnostic  procedures  which  use 
fluorescent  antibodies  in  a number  of  instances, 
and  you  are  familiar  with  the  fact  that  certain  of 
the  smears  from  throats,  etc.,  where  bacterial  in- 
fections are  occurring,  that  it  is  possible  with 
fluorescent  antibody  techniques  to  identify  these 
organisms  as  regards  at  least  the  group  in  the 
streptococcal  field  within  a few  minutes. 

"Well,  now,  the  virologist  has  not  been  idle  dur- 
ing the  past  decade.  He  is  worried  about  these 
things  and  tried  to  get  some  techniques  to  work, 
but  he  has  never  yet  done  it.  I hope  he  will. 

"Should  one  use  tissue  culture  or  cnick  embryo? 
The  real  problem  here  is  like  the  old  story,  Gold 
is  where  you  find  it.  In  the  virus  isolation  business 
sometimes  one  technique  is  better  than  another, 
so  that  one  really  looks  at  the  patient’s  history, 
the  material  that  he  has  at  hand  to  attempt  an 
isolation  from  and  then  chooses  several  different 
kinds  of  hosts  which  might  be  the  most  apt  to  yield 
the  virus  one  suspects  is  there.  Sometimes  this  is 
tissue  culture,  sometimes  it  is  chick  embryo,  some- 
times it  is  suckling  mice,  and  sometimes  it  is 
guinea  pigs. 

"The  final  question,  should  the  expense  of  such 
diagnostic  tests  be  borne  by  the  patient?  It  is  my 
belief  that  they  should  not  be  because  it  is  my 
feeling  that  a patient  should  be  charged  directly 
only  for  those  things  which  are  of  help  in  arriving 
at  a diagnosis  for  which  one  can  provide  some 
therapeutic  help.” 


(End  of  tape  recording.) 

Dr.  PTinn  : Therefore  I feel  that  it  is  a mistake 
at  this  time  for  this  Society  to  recommend  the  es- 
tablishment of  a virus  diagnostic  facility  when  it 
will  suggest  that  we  should  approve  of  individuals 
or  organizations  contributing  funds  when  the 
patient  has  little  to  gain  over  what  we  have  to 
offer  at  the  present  time.  I do  feel  that  our  present 
facility  can  be  improved  and  can  be  made  more 
accessible  and  much  more  practical  in  the  ways  in 
which  we  have  indicated  in  the  details  of  the  re- 
port. What  we  really  need  is  a courier  to  go  not 
only  to  Philadelphia  but  from  hospital  to  hospital 
to  see  that  the  material  is  delivered  promptly  and 
to  follow  it  up  and  get  the  reports.  I am  all  for  a 
virus  diagno.stic  laboratory,  but  I am  not  going  to 
suggest  to  anyone  that  I think  at  this  time  you 
should  give  a nickel  to  it  for  the  benefit  of  the 
patients  of  Delaware. 

Dr.  BoineS:  What  would  Philadelphia  charge 
for  those  services,  do  you  mind  telling  us? 

Dr.  Flinn:  I don’t  know,  but  at  the  present 
lime  one  hospital,  and  for  a while  another  hospital, 
was  attempting  to  pay  its  own  way,  and  it  was 
divided  on  a population  basis.  I don’t  know  what 
the  figures  are.  I think  the  Delaware  Hospital 
contributes  about  $2500  a year.  I think  the  Me- 
moriaj  at  one  time  contributed  about  $1600.  I sup- 
pose if  we  had  a courier  service,  you  could  get 
somebody  for  about  $300  a month  perhaps.  And  if 
you  divide  all  that  up  among  the  hospitals  in  the 
State,  and  maybe  you  can  persuade  the  health  or- 
ganizations which  are  really  the  ones  most  inter- 
ested, to  contribute  something,  then  I think  the 
over-all  cost  would  be  not  great. 

President  Baker;  Dr.  Hudson? 

Dr.  Hudson:  I would  like  the  privilege  of  the 
floor.  I would  like  to  give  you  some  facts  that  I 
had  gotten  from  visiting  the  New  York  State  Virus 
Laboratory  and  from  talking  with  Dr.  Schaeffer 
w'ho  visited  with  us  on  the  19th  relative  to  what 
we  can  expect  in  the  next  few  years  in  the  science 
of  the  laboratory  diagnosis  in  virology. 

The  technique  which  was  mentioned  on  the  tape 
there  of  fluorescent  antibodies  is  apparently  a very 
promising  one,  and  much  work  is  being  done 
throughout  the  country,  especially  at  Montgomery, 
Alabama.  I am  told,  and  I believe,  as  Dr.  Flinn 
stated,  with  this  particular  test  you  can  take  throat 
washings  and  determine  within  a few  minutes 
whether  it  was  of  a certain  virus  group  or  not.  I 
asked  Dr.  Schaeffer  specifically  how  soon  this  par- 
ticular test  would  be  available  and  used  pretty 
generally.  He  said  it  should  be  pretty  well  per- 
fected in  a matter  of  from  three  to  five  years. 

There  are  also  other  tests,  other  studies,  going 
on  which  are  aimed  at  speeding  up  the  results  and 
which  would  provide  certainly  for  the  clinician  a 
good  deal  of  help.  If  you  could  find  out  within  a 
couple  of  hours  after  taking  a specimen  that  it  was 
say,  an  influenza  “A”  or  something  like  that,  you 
would  know  you  need  not  do  certain  things  at  that 
time. 

I believe  that  a laboratory  in  this  State  cer- 
tainly would  need  at  least  a couple  of  years  in 
getting  started,  and  even  if  funds  were  available 
it  would  take  some  time  to  get  it  set  up  and  to  get 
a virologist.  With  the  growth  that  is  going  on  in 
this  particular  field,  it  certainly  would  be  good  if 
we  could  be  on  the  ground  floor  and  not  come  in 
after  all  these  tests  are  going  on  and  it  is  much 
more  difficult  as  various  places  set  up  these  labor- 
atories to  give  this  facility  to  physicians  and 
health  departments,  it  would  be  much  more  diffi- 
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cult  to  secure  any  technologists,  and  they  are  quite 
hard  to  get,  as  you  know. 

President  Baker:  Dr.  Frelick. 

Dr.  Frelick:  In  view  of  the  fact  that  this  is  a 
public  health  problem  in  large  measure  and  Dr. 
Hudson  is  interested  in  this,  I think  that  it  might 
be  well  if  the  Society  would  urge  the  State  Board 
of  Health  to  investigate  methods  of  improving  the 
diagnostic  viral  facilities  in  the  State  either  by  set- 
ting up  a branch  laboratory  in  co-operation  with 
the  United  States  Public  Health  Laboratory  in 
Philadelphia  or  establishing  better  courier  service 
between  the  various  hospitals  and  the  Philadelphia 
Laboratory. 

But  I think  this  should  ba  properly  financed 
through  public  health  funds  and  this  would  per- 
haps give  us  a method  for  doing  this  if  we  would 
urge  it  upon  the  State  Board  of  Health  as  Dr. 
Hudson  has  intimated. 

Dr.  Beatty:  Mr.  Chairman,  I move  that  the 
minority  report  of  the  committee  be  accepted. 

(The  motion  was  seconded.) 

Dr.  BoineS:  My  motion  was  first. 

Dr.  Cannon:  Dr.  Boines  moved  the  acceptance 
of  the  majority  report.  I think  we  would  have  to 
act  on  that  first. 

Dr.  Washburn:  Mr.  President,  could  I by  some 
method  be  given  the  privilege  of  the  floor  if  there 
is  no  objection?  I am  not  an  officer  and  I am  not 
on  this  committee. 

I would  like  to  invite  attention  first  that  mem- 
bers of  a committee  may  participate  in  discussion, 
but  if  they  are  not  members  of  the  House  of  Dele- 
gates they  are  not  privileged  to  vote  or  make  mo- 
tions, that  in  answer  to  Dr.  Cannon’s  proposition. 

Secondly,  I think  that  this  is  an  amazing  re- 
currence of  a very  honorable  tradition,  namely, 
that  here  in  this  House  of  Delegates,  the  Medical 
Society  of  Delaware,  we  are  once  more  in  the  busi- 
ness of  dissent  and  disagreement.  Here  are  two 
honorable  members  of  the  Society  who  firmly  and 
conscientiously  differ  in  their  opinion  as  to  what 
course  should  be  followed  here.  I respectfully  sug- 
gest that  in  the  long  run,  and  to  the  greatest  good 
for  the  greatest  number,  it  would  be  better  for  us 
not  to  adopt  either  report,  either  Dr.  Beatty’s  mo- 
tion or  the  one  by  Dr.  Boines.  I mav  sav  that  the 
report  could  have  very  properly  said  that  the  com- 
mittee recommends  such  and  such  action.  But 
nevertheless  here  are  two  different  points  of  view. 

In  my  own  judgment  the  weight  of  authority, 
as  expressed  on  the  one  hand  by  Dr.  Boines  and 
on  the  other  by  Dr.  Flinn,  the  weight  of  authority 
in  my  opinion  rests  with  the  minority  report.  But 
in  the  centuries  gone  by,  those  of  us  who  had  any 
interest  in  the  history  of  medicine  must  recall  that 
on  many,  many  occasions  constituted  authority 
was  in  error,  was  wrong. 

So  I respectfully  suggest  that  it  would  be  better 
if  this  House  of  Delegates  were  to  receive  the  re- 
port of  the  committee,  both  majority  and  minority, 
and  not  authorize  or  recommend  any  action  what- 
soever other  than  to  suggest  that  the  committee  be 
continued  for  another  year,  and  if  by  any  chance 
private  funds  were  made  available  to  properly 
equip  and  properly  maintain  and  carry  on  even 
the  beginning  of  a laboratory,  no  great  barm  can 
possibly  come  from  such  a cour.se  of  action,  and 
possibly  good  might  come  from  it. 

So  I would  hope,  if  my  suggestion  is  thought 
well  of,  that  .someone  will  recommend  as  I have 
suggested,  that  we  rec(>ive  the  rei)ort,  that  the  (X)m- 


mittee  be  continued  in  office  and  authorized  to  pro- 
ceed in  their  studies  and  in  their  efforts  to  obtain 
money  with  which  to  set  this  project  going. 

May  I add  that  if  it  happens  that  the  facilities 
even  in  the  beginning  are  not  sufficient  at  the 
Wilmington  General  Hospital,  I know  of  no  good 
reason  why  the  Board  of  Health  shouldn’t  make 
available  the  facilities  of  their  Bissell  Sanitarium, 
even  as  a private  enterprise,  do  you,  Dr.  Hudson? 

Dr.  Hudson:  It  could  be  as  a private  enter- 
prise. 

Dr.  Washburn:  I respectfully  submit  that  re- 
commendation. 

Dr.  Cannon:  I have  attended  a number  of  these 
committee  meetings  and  virology  is  not  prominent 
in  my  practice,  but  I am  interested  in  it,  and  I 
like  what  Dr.  Washburn  has  said,  but  I would  like 
to  point  out  to  the  House  of  Delegates  that  last 
year  in  authorizing  this  committee  to  proceed  they 
did  not  have  any  intention,  as  I recall,  of  having 
the  Medical  Society  of  Delaware  operate  a labora- 
tory. This  committee  was  merely  to  investigate  the 
desirability,  feasibility,  practicability  of  such  a 
laboratory  and  to  lend  its  support,  or  not,  to  any 
group  that  would  like  to  form  such  a laboratry. 

I certainly  would  not  like  to  see  the  Medical 
Society  of  Delaware  operate  a laboratory.  It  is  not 
the  function  of  the  Society  nor  of  the  committee. 
And  the  committee’s  recommendation  was  actually 
support  for  the  idea  of  such  a laboratory  so  that 
any  group,  whether  it  be  an  independent  corpora- 
tion or  a hospital  would  have  the  support  of  the 
medical  profession  of  Delaware,  the  m^ical  com- 
munity would  give  its  blessing  to  any  such  labora- 
tory. 

I can  see  if  this  House  of  Delegates  would  vote 
to  support  the  State  Board  of  Health  in  requesting 
appropriations  from  the  Legislature  for  the  estah- 
lishment  of  a virologist.  Dr.  Hudson  would  be  very 
grateful  and  could  take  our  recommendation  to 
tbe  Legislature  and  ask  for  funds,  and  maybe  the 
laboratory  should  properly  be  with  the  State 
Board  of  Health,  and  the  medical  community 
would  function  through  the  State  Board  of  Health, 
as  we  do  with  a number  of  other  services  of  epi- 
demiological importance  and  apparently  of  very 
little  clinical  importance. 

If  the  Wilmington  General  Hospital  or  the  Del- 
aware Hospital  or  the  Memorial  Hospital  tomor- 
row would  have  a benevolent  donor  wbo  would  give 
them  enough  funds  and  would  announce  they  are 
starting  a virus  diagnostic  service  as  a part  of  the 
laboratory.  Dr.  Abbiss,  Dr.  Cassella,  or  someone 
else,  the  State  Society  would  have  no  business  in 
saying,  well,  that  is  wrong,  or  that  is  had,  that  you 
should  set  up  an  isotope  laboratory  or  an  electro- 
encephalographic  department.  Those  things  are 
the  function  of  the  hospital  and  the  hospital  asks 
for  funds. 

So  that  before  this  committee  or  Ur.  Boines  or 
any  group  went  to  ask  for  support  for  this  idea, 
the  purpose  of  the  committee  was  to  get  the  at- 
mosphere, the  climate  of  opinion  regarding  the  for- 
mation of  this  laboratory.  And  I think  that  is  the 
thing  the  House  of  Delegates  has  to  decide,  whe- 
ther they  want  to  take  no  action  at  all  and  it  still 
can  be  independently  started  with  or  without  our 
blessing,  or  the  House  of  Delegates  can  say,  “Yes, 
we  think  this  is  a good  idea,  and  any  group  that 
would  like  to  go  and  formulate  such  a laboratory 
has  the  blessings  or  the  support  of  the  doctors,  the 
medical  community  in  Delaware.’’  I think  that  is 
all  the  farther  we  can  go.  We  are  not  directing  any 
one  to  solicit  funds;  we  are  not  going  to  operate 
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a laboratory;  we  are  not  going  to  organize  a labor- 
atory. This  is  only  a policy  body. 

President  Baker:  Time  is  growing  late.  Is 
there  any  further  discussion?  The  chair  will  auto- 
matically limit  it  from  now  on. 

Dr.  Washburn:  There  is  nothing  before  the 
House. 

President  Baker:  You  have  heard  the  various 
discussions.  You  have  heard  the  proposals  and  the 
suggestions.  If  you  are  ready  to  act,  do  you  want 
to  act  on  Dr.  Beatty's  motion? 

Dr.  Cannon:  I think  we  should  act  on  the  ma- 
jority report  which  had  a recommendation. 

Dr.  Beatty:  There  is  a motion  before  the 
House. 

Dr.  Boines:  How  about  mine? 

President  Baker:  Are  you  a member  of  the 
House  of  Delegates? 

Dr.  Boines:  I am  a member  of  the  committee. 

Dr.  Cannon:  The  majority  committee  report 
contains  a recommendation  which  has  to  be  acted 
on  first. 

Dr.  Frelick:  There  was  no  recommendation 
from  the  floor  that  should  he  acted  on  so  far. 

Dr.  Cannon:  It  is  the  committee’s  motion. 

Dr.  Washburn:  The  committee  has  no  right  to 
make  a motion.  The  only  motion  really  made  was 
that  of  Dr.  Beatty,  and  so  far  as  I know  it  was 
not  seconded. 

Dr.  Frelick:  I set'onded  it. 

Dr.  Washburn:  I beg  your  pardon.  Then  Dr. 
Beatty’s  motion  is  before  the  House. 

President  Baker:  You  have  heard  Dr.  Beat- 
ty’s motion  that  the  minority  report  be  accepted. 

Dr.  Comegys:  I would  like  to  hear  that  read. 

President  Baker:  You  mean  the  minority  re- 
port? 

Dr.  Comegys:  Not  the  minority  report,  I mean 
the  very  last  sentence  there. 

Dr.  Beatty:  I moved  that  the  minority  report 
of  the  committee  be  accepted. 

Dr.  Comegys:  Did  he  end  up  the  minority  re- 
port with  a recommendation? 

President  Baker:  The  majority  report  ended 
with  a recommendation. 

Dr.  Frelick:  The  minority  report  did,  too. 

Dr.  Boines:  Can’t  a member  of  the  committee 
bring  that  up? 

President  Baker:  Dr.  Comegys,  which  report 
did  you  have  reference  to? 

Dr.  Comegys:  The  minority  report,  the  motion. 

From  the  Floor:  The  minority  report  recom- 
mended the  adoption  of  the  attached  plan  that  he 
submitted. 

President  Baker:  Well,  as  I see  it,  there  is  a 
motion  before  the  House. 

Dr.  Cannon:  Why  not  ask  Dr.  Flinn  to  state  a 
motion,  not  that  the  minority  report  be  accepted. 

Dr.  Boines:  He  is  not  a Delegate  either. 

Dr.  Beatty:  You  have  a motion  on  the  floor. 
You  have  to  do  something  about  it. 

President  Baker:  Well,  you  have  heard  the 
motion  on  the  floor.  We  probably  have  to  act  upon 


that  first.  All  in  favor  of  the  minority  report  say 
“Aye”. 

(There  was  a chorus  of  “Aye’s”.) 

Opposed,  “No.” 

(There  was  a chorus  of  “No’s”.) 

President  Baker:  It  sounds  like  the  “Aye’s” 
have  it.  Supjjose  we  have  a show  of  hands  on  that. 
All  in  favor  of  the  minority  report  hold  up  your 
hands. 

(17  members  raised  their  hands.) 

President  Baker:  All  opposed  to  the  minority 
report  hold  up  your  hands. 

(8  members  raised  their  hands.) 

President  Baker:  It  has  been  moved,  seconded 
and  carried  that  the  minority  report  be  accepted 
by  this  House  of  Delegates.  I think  that  this  par- 
ticular subject  probably  should  be  kept  under  con- 
sideration in  the  future  because  since  virology  has 
taken  such  an  important  step,  we  certainly  don’t 
want  to  be  behind  the  eight-ball  at  a later  date.  It 
might  be  in  the  province  of  the  State  Board  of 
Health  at  some  time  to  set  up  such  a laboratory. 

Dr.  McGuire:  What  is  the  status  of  Dr. 
Boines’  committee? 

President  Baker:  That  is  just  what  I was  get- 
ting ready  to  ask.  Does  the  House  wish  to  have 
this  committee  reappointed,  carried  over  to  the 
following  year  to  further  consider  studies  in  this 
particular  field  and  to  report  back  to  the  next 
meeting  of  the  House  of  Delegates? 

(A  motion  was  made  and  seconded.) 

President  Baker:  It  has  been  moved  and  sec- 
onded that  this  committee  be  reappointed  with 
power  to  continue  the  study  and  report  back  to 
the  next  meeting  of  the  House  of  Delegates. 

The  motion  was  carried. 


REPORT  OF  DELEGATE  TO  A.M.A. 

Mr.  President  and  members  of 
the  House  of  Delegates: 

It  is  my  privilege  as  your  delegate  to  the  House 
of  Delegates  of  the  American  Medical  Association 
to  report  to  you  on  the  activities  of  that  body  dur- 
ing the  past  year.  There  were  two  meetings  since 
my  last  report,  the  interim  session  meeting  in 
Philadelphia  in  December,  1957,  and  the  annual 
Scientific  Meeting  in  San  Francisco  in  late  June 
of  1958. 

One  of  the  features  of  the  Philadelphia  meeting 
was  the  presentation  of  a Gold  Medal  Award  as 
the  General  Practitioner  of  the  Year  to  Dr.  Cecil 
W.  Clark  of  Cameron,  Louisiana.  Dr.  Clark,  a 
thirty-three  year  old  country  physician,  was  a 
medical  hero  during  hurricane  Audrey  in  June  of 
1957.  The  Board  of  Trustees  selected  him  as  the 
General  Practitioner  of  the  Year  and  he  was  so 
honored  by  an  appropriate  ceremony. 

The  most  controversial  issue  dealt  with  at  the 
Philadelphia  meeting  was  the  matter  of  fluorida- 
tion of  public  water  supply.  Tbe  House  of  Dele- 
gates approved  a joint  report  of  the  Council  on 
Drugs  and  the  Council  on  Foods  and  Nutrition, 
which  endorsed  the  fluoridation  of  public  water 
supplies  as  a safe  and  practical  method  of  reduc- 
ing the  incidence  of  dental  caries  during  child- 
hood. A brief  summary  of  the  voluminous  report 
on  the  study  which  was  directed  by  the  House  at 
the  Seattle  Clinical  Meeting  one  year  ago  is 
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worthy  of  insertion  in  this  report  and  contains  the 
following  conclusion: 

1.  Fluoridation  of  public  water  supplies  so  as  to 
provide  the  approximate  equivalent  of  one  ppm. 
of  fluorine  in  drinking  water  has  been  established 
as  a method  of  reducing  dental  caries  in  children 
up  to  ten  years  of  age.  In  localities  with  warm 
climates  or  where  for  other  reasons  the  ingestion 
of  water,  or  other  sources  of  fluorine  is  high,  a 
lower  concentration  of  fluoride  is  advisable.  On 
the  basis  of  the  available  evidence,  it  appears  that 
this  method  decreases  the  incidence  of  caries  dur- 
ing childhood.  The  evidence  from  Colorado 
Springs  indicates,  as  well,  a reduction  in  the  rate 
of  dental  caries  up  to  at  least  forty-four  years  of 
age. 

2.  No  evidence  has  been  found  since  the  1951 
statement  by  the  Councils  to  prove  that  continuous 
ingestion  of  water  containing  the  approximate 
equivalent  of  one  ppm.  of  fluorine  for  long  periods 
by  large  segments  of  the  population  is  harmful  to 
the  general  health.  Mottling  of  the  tooth  enamel 
(dental  fluorosis)  occuring  with  this  level  of  fluo- 
ridation, is  minimal. 

3.  Fluoridation  of  public  water  supply  should 
be  regarded  as  a prophylactic  measure  for  reduc- 
ing tooth  decay  at  the  community  level  and  is  ap- 
plicable where  the  water  supply  contains  less  than 
the  equivalent  of  one  ppm.  of  fluorine. 

The  final  adoption  of  this  resolution  after  years  of 
research,  investigation  and  debate  reflects  credi- 
ably  on  organized  medicine’s  continuing  dedica- 
tion toward  improvement  of  the  health  of  the 
American  public. 

The  House,  in  its  vigilance  toward  the  preserva- 
tion of  the  free  choice  of  a physician  in  American 
medical  practice,  took  note  of  several  threatening 
elements.  It  condemned  the  current  attitude  and 
method  of  operation  of  the  United  Mine  Workers 
of  America  Welfare  and  Retirement  Fund  as 
■'tending  to  lower  the  quality  and  availability  of 
medical  and  hospital  care  to  its  beneficiaries”.  This 
Section  called  for  a broad  educational  program  to 
inform  the  general  public,  including  the  benefici- 
aries of  the  fund,  concerning  the  benefits  to  be  de- 
rived from  the  preservation  of  American  rights  to 
freedom  of  choice  of  physicians  and  hospitals,  in 
contrast  to  closed  panels  and  institutions  for  the 
treatment  of  their  subscribers.  It  ob.served  that  it 
would  be  unethical  if  a reasonable  degree  of  choice 
of  physician  is  denied  to  those  cared  for  in  a com- 
munity where  other  competent  physicians  are 
readily  available. 

Although  we  in  Delaware,  fortunately  are  not 
faced  with  the  same  problems  as  are  our  colleagues 
in  Pennsylvania,  Kentucky,  Ohio  and  Colorado, 
it  is  well  known  that  regional  invasion  in  the  free 
choice  of  physician  may  ultimately  affect  us  all. 

Conscious  of  the  necessity  of  an  efficient  func- 
tioning organization,  the  House  considered  the 
Heller  report  on  organization  of  the  American  Me- 
dical As.sociation,  and  reached  decisions  on  ten 
specific  recommendations: 

The  office  of  Vice-President  will  be  continued 
as  an  elective  office;  The  offices  of  Secretary  and 
’Freasurer  will  b('  combin(>d  into  one  office  lo  be 
known  as  Secretary-Treasurer,  and  that  officer 
will  be  selected  by  the  Board  of  Trustees  from  one 
of  its  members;  d’he  duties  of  the  Secretary-Trea- 
surer will  be  separated  from  those  of  the  Executive 
Vice-Presid(>nt;  ’Fhc  office'  of  General  Manager 
will  b(‘  di.scontimu'd  and  the  new  office  of  Execu- 
tive Vice-President  will  l)e  established,  the  latter 
appointed  by  the  Hoc'ird  of  Trustees,  will  b(>  the 


chief  Staff  executive  of  the  Association;  The  Coun- 
cil on  Medical  Education  in  Hospitals  and  the 
Council  on  Medical  Service  will  continue  as 
Standing  Committees  of  the  House  of  Delegates 
but  their  administrative  direction  will  be  vested  in 
the  Executive  Vice-President;  The  voting  members 
of  the  Board  of  Trustees  will  be  limited  to  eleven, 
the  nine  elected  Trustees,  the  President  and  the 
President-elect.  The  Vice-President,  the  Speaker 
and  Vice-speaker  to  the  House  of  Delegates  will 
attend  all  Board  meetings,  including  Executive 
Sessions  with  the  right  of  discussion  but  without 
the  right  to  vote;  The  House  disapproved  of  the 
proposal  to  elect  a Trustee  from  each  of  nine  phy- 
sician population  regions;  The  office  of  Assistant 
Secretary  will  be  discontinued,  and  a new  office, 
that  of  Executive  Assistant  Vice-President,  will  be 
established;  The  Committee  on  Federal  Medicine 
will  be  retained  as  a Committee  of  the  Council  on 
Medical  Service  and  will  not  become  a part  of  the 
Council  on  National  Defense;  The  Speaker  of  the 
House  will  appoint  a joint  and  continuing  Com- 
mittee of  six  members,  three  from  the  Board  of 
Trustees  and  three  from  the  House  to  redefine  the 
central  concept  of  American  Medical  Association 
objectives  and  basic  programs,  consider  the  placing 
of  great  emphasis  on  scientific  activities,  take  the 
lead  in  creating  more  cohesion  among  national 
Medical  Societies  and  study  socio-economic  prob- 
lems. 

Finally,  the  House  condemned  the  Forand  Bill 
as  undesirable  legislation,  approved  the  firm  posi- 
tion taken  in  opposition  to  it,  and  expressed  satis- 
faction that  the  Board  of  Trustees  has  appointed  a 
special  “task-force”  which  is  taking  action  to  de- 
feat the  bill.  In  related  action,  giving  strong  appro- 
val to  Dr.  Allman’s  address  at  the  opening  session, 
the  House  adopted  a statement  which  read: 

“It  is  particularly  timely  that  our  President  has 
so  fortunately  sounded  the  clarion  call  to  the  en- 
tire profession  for  emergency  action.  With  com- 
plete unity,  definition  and  singleness  of  purpose, 
closing  ranks  with  all  age  groups  and  elements  of 
our  organization,  we  must  at  this  time  stand  and 
be  counted.  Thus  we  can  exert  the  physician's  in- 
fluence in  every  possible  direction  against  inva- 
sion of  our  basic  American  liberties  in  the  form 
of  proposed  legislation  allegedly  to  compulsorily 
insure  one  segment  of  the  population  against 
hazards  at  the  expense  of  all”. 

The  American  Medical  Association,  meeting  in 
San  Francisco  in  late  June,  proved  again  that 
American  medicine  carries  on  its  business  in  a 
democratic  manner  and  reaches  its  decisions  after 
full  and  free  debate.  The  meeting  was  well  at- 
tended and  the  scientific  and  technical  aspects  of 
the  program  were  enthusiastically  received.  The 
new  "mole  hill  " exhibit  area  just  completed  under 
San  Francisco's  City  Civic  Center,  provided  space 
and  accomodations  which  received  universal  ac- 
claim by  both  physicians  and  registered  guests. 

On  the  business  side,  the  House  of  Delegates 
considered  seventy-two  resolutions  which  covered 
a wide  scope  of  topics. 

Among  the  more  torrid  i)roposif  ions  for  the  House 
was  a demand  for  immt'diate  action  on  two  resolu- 
tions adopt('d  last  December.  One  of  the.se  resolu- 
tions called  for  the  American  Medical  Association 
lo  initiate  discussions  with  third  parties  repre.sent- 
ing  patients,  for  the  puri)ose  of  cleveloping  princi- 
ples governing  the  dealings  of  third  parties  with 
members  of  the  medical  profession.  The  other  pro 
posed  a ])rogram  of  public  education  on  the  ad- 
vantages of  frc'e  choice  of  physician  by  the  patient. 
Both  resolutions  were  ainu'd  at  the  Merlical  Care 
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Plan  of  the  UnittHl  Mine  Workers  of  North  Ameri- 
ca, which,  as  administrator  of  a large  fund  for 
medical  care  of  its  members,  has  embraced  a policy 
of  selecting  panel  physicians  from  the  various 
areas  in  which  it  operates. 

The  Board  of  Trustees  of  the  American  Medical 
Association  asked  the  Commission  on  Medical 
Care  Plans  to  study  the  December  resolutions  and 
their  backgrounds  and  report  back  their  findings 
and  recommendations. 

The  new  resolution  introduced  by  various  State 
delegations  at  the  June  meeting  demanded  imme- 
diate action  to  carry  out  the  purpose  of  the  reso- 
lution passed  in  December.  The  Reference  Com- 
mittee recommended  deferring  action  until  the 
Commission's  report  was  made,  however,  it  was 
believed  that  the  report  would  contain  recommen- 
dations regarding  relation  of  physician,  patients 
and  third  iJarties.  which  would  better  define  the 
area  of  action.  However,  the  House  of  Delegates 
over-rode  the  action  of  the  Reference  Committee's 
report  and  directcnl  the  American  Medical  Associ- 
ation’s staff  to  begin  instantly  to  carry  out  the  pro- 
grams in  question. 

Seven  separate  resolutions  on  Social  Security 
went  through  the  mill  in  the  House  of  Delegates, 
three  of  them  calling  for  a referendum  of  Ameri- 
can Medical  Association  members  on  compulsory 
inclusion  of  physicians  under  the  Social  Security 
laws,  two  calling  for  such  compulsor.v  inclusion, 
and  one  asking  for  a state  referendum  regarding 
Social  Security.  All  of  these  were  defeated,  the 
House  of  Delegates  voting  that  any  poll  to  be 
taken  should  be  carried  out  by  those  states  desir- 
ing such  action,  the  results  being  transmitted  to 
the  American  Medical  Association  delegates  from 
the  polling  state.  It  was  pointed  out  that  the 
American  Medical  Association  makes  no  provision 
in  its  by-laws  for  polls  or  referendums  of  the 
membership  and  its  policy-making  perogatives  lie 
in  the  House  of  Delegates,  whose  powers  should 
not  be  usurped. 

Regarding  the  Veterans  Administration,  the 
House  noted  the  expenditure  of  more  than  $619,- 
000,000  for  hospitalized  care  of  veterans  in  1957, 
and  suggested  that  vast  economies  could  result 
from  restricting  the  admission  of  veterans  to  those 
who  had  service-connected  illnesses.  About  three- 
quarters  of  the  current  admissions  are  nonservice- 
connected  disabilities.  The  House  also  urged  that 
the  Dean’s  Committee  limit  its  activities  in  Vet- 
erans Administration  hospitals  to  those  admitting 
only  patients  for  service-connected  disease. 

The  House  also  considered  the  Medicare  pro- 
gram and  voted  down  a proposal  that  repeal  of 
Public  Law  should  be  sought.  Instead,  it 

was  noted  that  the  individual  state  should  deter- 
mine with  Medicare  administrators  the  type  of 
contract  they  wish.  It  was  also  voted  to  reaffirm 
an  earlier  decision  that  this  legislation  does  not 
require  fixed  fee  schedules  but  that  physicians 
should  be  permitted  to  charge  their  usual  fee  for 
Medicare  cases,  in  the  interests  of  economy  of 
administration  and  maintenance  of  orderly  eco- 
nomics in  medical  practice. 

On  the  subject  of  raising  and  distributing  funds 
for  voluntary  health  oorganizations,  the  House  re- 
iterated its  commendation  of  these  agencies, 
recognized  their  right  to  be  free  to  conduct  their 
own  programs  of  research,  education  and  fund- 
raising, and  urged  the  American  Medical  Research 
Foundation  to  take  no  steps  to  endanger  the  struc- 
ture of  activities  of  the  national  voluntary  health 
agency. 


The  House  noted  the  Council  on  Mental  Health 
on  a report  on  “Medical  Use  of  Hypnosis”  and 
approved  the  Council  action.  It  recommended  that 
the  report  be  published  in  the  Journal  of  the 
American  Medical  Association  with  bibliography 
attached.  In  summary,  the  report  stated  that  the 
general  nractitioners,  medical  snecialists  and  den- 
tists mi^ht  find  hypnosis  valuable  as  a therapeutic 
adjunct,  but  in  the  specific  field  of  their  profes- 
sional confidence.  It  suggests,  however,  that  all  of 
those  who  use  hypnosis  need  to  be  aware  of  tbe 
complex  nature  of  tbe  phenomenon  involved. 
Teaching  related  to  hypnosis  should  be  under  re- 
sponsible medical  or  dental  direction,  tbe  report 
emphasized,  and  should  include  indications  and 
limitations  for  its  use.  The  report  urged  physicians 
and  denti.sts  to  participate  in  high-level  research 
on  hypnosis,  and  it  vigorously  condemned  hypno- 
sis for  entertainment  purposes. 

In  a large  group  of  miscellaneous  actions,  the 
House  condemned  objectional  advertising  of  over- 
the-counter  medicines;  Adopted  the  amendments 
to  the  constitution  and  by-laws  which  eliminate 
the  separate  offices  of  Secretary  and  Treasurer, 
combining  them  into  one,  and  which  changed  the 
title  of  the  General  Manager  and  Assistant  Gen- 
eral Manager  to  Executive  Vice-President  and  As- 
sistant Executive  Vice-President:  Recommended 
appointment  of  a Committee  on  Atomic  Medicine 
and  Ionization  and  Radiation  and  suggested  that 
it  concern  itself  with  informing  the  American  pub- 
lic on  all  phases  of  radiation  and  hazards  related 
to  national  health;  Approved  in  principle  the  ad- 
mission of  the  Virgin  Islands  Medical  Society  as 
a constituent  society  of  the  American  Medical  As- 
sociation. 

In  the  well-appointed  ballroom  of  the  Palace 
Hotel,  Dr.  Gunderson,  of  La  Crosse,  'Wisconsin, 
was  inaugurated  President  of  the  Association.  Dr. 
Gunderson,  who  is  a general  surgeon,  had  been  a 
member  of  the  Board  of  Trustees  and  more  re- 
cently its  Chairman.  He  is  well  informed,  person- 
able, and  a dedicated  officer,  and  the  members 
can  be  assured  of  genuine  leadership  during  his 
tenure.  Dr.  David  Altman,  retiring  President,  from 
our  neighboring  state  of  New  Jersey,  was  compli- 
mented for  the  wisdom,  intelligence  and  energy  he 
displayed  during  his  Presidency. 

In  elections  climaxing  the  session.  Dr.  Louis  W. 
Orr,  urologist  from  Orlando,  Florida  was  chosen 
President-elect.  Dr.  W.  Linwood  Ball,  of  Rich- 
mond, Virginia  was  elected  Vice-President.  Dr. 
Vincent  Peskey  of  Los  Angeles,  was  re-elected 
Speaker  and  Dr.  Norman  A.  Welsh  of  Boston, 
Vice-speaker. 

I would  again  urge  our  members  when  attend- 
ing the  interim  or  the  annual  session  to  spend  at 
least  a part  of  their  time  observing  the  actions  of 
their  House  of  Delegates.  This  is  your  policy- 
making body  and  you  have  a right  to  appear  at 
Reference  Committee  meetings  and  express  your 
opinion  and  views  on  any  matters  which  are  being 
acted  upon.  The  House  membership  not  only  hopes 
for,  but  expects  your  advice  and  counsel  on  matters 
that  are  important  to  organized  medicine  and  the 
American  public.  You  should  avail  yourself  of  this 
opportunity  to  express  your  views. 

Finally,  I want  to  express  my  gratitude  to  the 
membership  of  this  House,  for  the  privilege  of 
representing  our  State  Society  to  this  organiza- 
tional element  of  the  American  Medical  Associa- 
tion. 

H.  T.  McGuire,  M.D.,  Delegate 
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REPORT  OF  REPRESENTATIVE  TO 
DELAWARE  ACADEMY  OF  MEDICINE 

To  the  Officers  and  Fellows  of  the 
Medical  Society  of  Delaware: 

It  is  with  considerable  pleasure  that  I report 
that  the  Building  Fund  Committee  of  the  Dela- 
ware Academy  of  Medicine  was  successful  in  its 
efforts  to  obtain  funds  with  which  to  proceed  with 
the  building  program  of  the  Academy. 

The  Chairman  of  that  Committee  was  Lewis  B. 
Flinn.  His  report  of  August  29,  1958  was  as  fol- 
lows: 

Professional  Contributions 
224  personal  contributions 

(a)  cash  $18,133.00 

(b)  pledged  11,845.00 


29,978.00 

5 organizations 

(a)  cash  3,525.00 

(b)  pledged  14,000.00 


17,525.00 


47,503.00 

Lay  Contributions 
208  personal  contributions 


(a)  cash  212,852.87 

(b)  securities  ....  31,139.00 

(c)  pledged  10,290.00 


254,281.87 

301,784.00 

Less  contributions  designated  for 

operating  fund  1,955.00 


TOTAL  FOR  BUILDING  FUND  $299,829.87 

The  medical  profession  in  Delaware  has  reason 
to  be  grateful  to  its  lay  friends  for  this  substantial 
evidence  of  their  confidence  and  esteem. 

Ground  has  been  broken  for  the  new  building 
and  we  have  reason  to  hope  that  it  will  be  ready 
for  dedication  at  the  time  of  or  the  day  before  the 
next  Annual  Meeting  of  the  Medical  Society  of 
Delaware. 

The  buildings,  new  and  old,  have  been  designed 
so  as  to  provide  office  space  for  the  Academy,  the 
New  Castle  County  Medical  Society  and  the  Medi- 
cal Society  of  Delaware.  Additional  office  sjiace  is 
available  for  the  use  of  private  health  agencies.  In 
addition  to  the  present  auditorium  there  will  be 
one  seating  up  to  300  persons  and  another  room 
of  similar  size  for  the  use  of  exhibitors  at  meet- 
ings of  our  state  society.  Space  for  enlarged  library 
facilities  has  been  provided  for. 

A vote  of  thanks  for  a task  well  done  is  due  the 
officers  of  the  Academy  as  well  as  the  Building 
Fund  Committee  and  its  chairman. 

The  more  than  generous  contributions  by  our 
lay  friends  have  made  possible  the  realization  of 
a dream  long  held  by  the  medical  profession  of 
Delaware.  Our  appreciation  and  gratitude  may  be 
made  manifest  only  by  the  continued  devotion  of 
physicians  and  kindred  iirofessions  to  the  service 
of  mankind,  physically  and  socially. 

The  Academy  has  continued  its  program  of  edu- 
cation of  the  public  in  matters  pertaining  to  the 
health  of  individuals.  The  Academy,  with  the  in- 
valuable assistance  of  the  News-Journal  news- 
papers, the  Group  Hospital  Service,  and  the  Wel- 
fare Council  of  D(‘laware,  has  conducted  the  6th 
Annual  Series  of  Public  Health  Forums.  'Phe 


speakers,  authorities  in  their  special  fields,  have 
spoken  on  such  topics  as  “Combatting  the  Cripp- 
ler.  Arthritis,”  “Cancer,  the  Problem  and  the  Pro- 
mise,” “What’s  New  for  the  Diabetic?”  “Treating 
Your  Itches,  Rashes,  and  Eruptions, ’’  and  ‘"The 
Turning  Point  in  Mental  Health.”  These  Forums 
have,  in  general,  been  well  attended. 

The  Academy  has  continued  its  interest  and 
active  support  of  those  programs  having  to  do  with 
the  Delaware  Bar  Association,  the  clergy,  and 
community  affairs,  as  they  concern  the  health  of 
the  people. 

Respectfully  submitted, 

Victor  D.  V/ashburn,  M.D. 
Representative  to  the 
Delaware  Academy  of  Medicine 

CANCER  REPORT  FOR  1957-1958 

As  liaison  officer  of  the  Medical  Society  of  Del- 
aware and  the  Delaware  Division  of  the  American 
Cancer  Society,  I would  like  to  present  the  follow- 
ing report  for  the  year  1957-1958: 

Through  the  Delaware  Professional  Education 
Program,  physicians,  dentists,  nurses,  etc.  were 
kept  informed  of  the  latest  developments  in  clini- 
cal cancer.  This  was  done  through  the  magazine, 
CANCER,  a bulletin  of  cancer  progress,  films  and 
slides.  The  Society  also  arranged  cancer  programs 
for  the  State  Nurses  and  State  Medical  meetings 
as  well  as  the  Academy  of  General  Practice. 

The  Cytology  program  is  also  being  promoted. 
At  the  present  time,  a new  way  of  cataloging  and 
follow-up  visit  is  being  instituted  for  the  benefit 
of  patients. 

In  May,  1958,  a physician  was  employed  to  re- 
view, analyze,  and  evaluate  the  statistical  studies 
of  cancer  in  Delaware  through  coordination  of  the 
figures  available  from  the  tumor  registry  of  each 
hospital  and  from  the  State  Board  of  Health. 

Two  thousand,  two  hundred  and  five  patients 
were  examined  from  September  1,  1957,  to  August 
31,  1958,  in  159  detection  centers.  There  were  718 
referrals  to  physicians  with  663  of  these  being  to 
rule  out  cancer.  Three  cases  of  cancer  were  de- 
tected during  this  period  of  time — bringing  to  100 
the  number  of  cases  discovered  during  the  period 
from  March,  1948,  to  the  present  time. 

By  February  1,  1959,  the  Cancer  Society  ex- 
pects to  end  its  detection  center  activity.  It  is  ex- 
pected that  the  physicians  and  the  hospitals  them- 
selves will  take  up  this  phase  and  make  a reality 
of  the  phrase — “Each  doctors'  office  a detection 
center.”  The  hospitals  and  physicians  will  be  fur- 
nished free  of  charge  a notification  and  follow-ui) 
system  so  that  patients  will  have  time  to  make 
regular  appointments.  This  will  he  done  by  means 
of  a tickler  system  that  will  automatically  bring 
uj)  a patient’s  name  at  regular  intervals  and  allow 
time  for  the  patient  to  he  notified.  The  patient 
can  then  make  an  appointment  with  the  iihysician 
of  her  choice. 

Respectfully  submitted, 
Oscar  N.  Stern,  M.D. 


REPORT  ON  THE  Af^TIVITIES  OF  THE 
DELAWARE  HEART  ASSOCIATION  1957-58 

As  liaison  agent  h(>tween  the  Medical  Society  ot 
Delaware  and  the  Delaware  Heart  Association,  I 
wish  to  report  the  following  list  of  regular  services 
that  have  taken  place  in  the  State  of  Delaware, 
and  will  continue  to  tak(>  ))lace  throughout  the 
years  1958  and  1959. 
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1.  Uakdiac  CamI':  Ulaiuiinf;  and  arranging  for 
camp  for  indigent  cardiac  children.  There  were  25 
children  who  attended  camp  the  summer  of  1957; 
this  year  there  were  35  children  who  benefited 
from  this  program. 

2.  Cardiac  Rehabilitation  Program;  Develop 
plan  to  |)repare  a program  for  restoring  cardiacs 
to  gainful  empltiymenf;  conducted  a survey  of  case 
load. 

3.  Research  Committee:  Develop  and  admin- 
ister policies  pertaining  to  research;  granted  funds 
for  three  projects  in  Delaware. 

4.  Nurses'  Seminar:  To  further  educate  the 
nurses  throughout  the  state. 

5.  Administered  and  supervised  two  clinics  for 
the  care  of  indigent  patients. 

6.  Provided  oxygen  ecpiipment  and  wheelchairs 
to  homehound  cardiac  patients. 

7.  Provided  eminent  cardiologist  for  the  annual 
meeting  to  better  educate  the  public.  This  cardiolo 
gist  also  addressed  the  monthly  meeting  of  the 
New  Castle  County  Medical  Society. 

8.  Provided  literature  and  phamphlets  to  better 
educate  the  public. 

9.  Addtnl  to  the  cardiac  library  at  the  Academy 
of  Medicine  for  better  proficiency  of  doctors. 

10.  Developed  interest  and  supplied  film  based 
on  resuscitation  for  cardiac  arrest,  for  better  medi- 
cal proficiency. 

11.  Provided  visual  aids,  such  as  heart  models, 
films  and  film  slides  to  hospital  staffs,  nurses  in 
training  and  practical  nurses. 

12.  Developed  a Committee  which  includes  rep- 
resentatives of  other  agencies  in  the  field  of  Re- 
habilitation throughout  the  state,  to  set  up  the 
“Work  Classification  Unit”. 

13.  Recruited  blood  donors  for  patients  under- 
going heart  surgery. 

14.  Sponsored  surgical  treatment  and  catheteri- 
zation studies  for  the  indigent  of  the  state. 

In  the  year  1958-1959,  several  projects  are  under 
discussion,  such  as  the  following; 

1.  Investigate  the  feasibility  and  need  for 
“throat  culture”  handling  for  the  medical  profes- 
sion, so  that  prompt  reports  can  be  given  to  physi- 
cians, and  so  that  indigent  patients  may  have  the 
benefit  of  such  a program. 

2.  A statewide  rheumatic  fever  prophylaxis  pro- 
gram, so  that  no  child  or  adult  in  the  state  need- 
ing this  treatment  will  be  denied  it. 

3.  Establishment  of  a Screening  Clinic  for  heart 
cases  in  the  down-state  area,  with  Dr.  Harry  Zins- 
ser in  attendance,  the  location  of  which  is  to  be 
determined  at  a later  date  after  full  discussion 
with  all  interested  parties. 

Respectfully  submitted, 
Edward  M.  Krieger,  M.D. 


LIAISON  WITH  MENTAL  HEALTH 
ACTIVITIES 

During  the  fiscal  year  1957-1958  several  signifi- 
cant achievements  in  mental  health  were  accom- 
plished in  the  State  of  Delaware.  Outstanding 
among  these  achievements  has  been  the  establish- 
ment of  expanded  preventive  and  treatment  facili- 
ties. It  has  long  been  our  philosophy  that  more 
people  can  be  helped  with  greater  effectiveness  if 
facilities  are  available  in  their  localities. 


In  line  with  this  philosophy  the  program  of  the 
Mental  Hygiene  Clinic  has  been  extended  to  in- 
clude a clinic  in  Sussex  County  at  Stockley,  Del- 
aware, to  serve  Kent  and  Sussex  Counties.  With 
the  establishment  of  this  clinic  preventive  outpa- 
tient psychiatric  service  at  State  expense  has  been 
provided  in  all  three  counties  at  a much  more  ef- 
fective and  more  extensive  level  than  was  possible 
previously.  The  Stockley  Clinic  was  held  during 
the  year  on  an  average  of  two  days  a week.  The 
number  of  patients  receiving  service  has  been  be- 
tween ten  and  twenty-eight  with  from  five  to  six- 
teen in  psychotherapy. 

Another  activity  of  importance  and  of  interest 
to  the  community  has  been  the  opening  of  the  so- 
called  State  Day  Care  Centers  for  Severely  Re- 
tarded Children.  These  are  children  with  I.  Q.  less 
than  30  whose  parents  are  eager  to  have  them  re- 
main at  home  rather  than  to  seek  residential  care 
for  them.  The  program  began  with  the  opening  of 
the  Day  Care  Center  at  Georgetown,  Delaware,  on 
February  3,  1958.  Six  children  are  receiving  daily 
care  in  this  facility.  On  March  27th,  the  Dover 
Day  Care  Center  began  service,  with  five  children 
enrolled.  The  third  and  largest  center  is  in  Wil- 
mington. It  opened  on  April  28th  with  21-  children 
and  has  had  a constant  enrollment  of  twenty.  The 
most  r6H:ently  opened  center  is  at  Seaford.  On 
June  25th  it  began  providing  care  for  four  chil- 
dren. 

These  centers  are  under  the  general  supervision 
of  the  Superintendent  of  the  three  State  psychia- 
tric institutions  and  the  immediate  supervision  of 
a well-qualified  person.  Dr.  Charles  Jubenville.  A 
total  of  thirty-six  children  has  received  care  in 
these  centers.  Families  have  received  assistance  in 
the  burden  of  constant-  care  of  their  severely  re- 
tarded children.  According  to  the  reports  from 
parents  and  the  center  workers  as  well,  the  chil- 
dren have  shown  general  improvement  in  socializ- 
ing activities  and  in  getting  along  with  others.  Pro- 
gress in  habit  training  has  been  made  by  some.  In 
several  children  lengthened  attention  spans  have 
been  noted. 

At  the  Delaware  State  Hospital  before  the  close 
of  the  fiscal  the  open  ward  or  Social  Therapy  pro- 
gram was  intensified  and  expanded.  Sussex  Hall, 
formerly  housing  staff  members,  was  completely 
renovated  and  made  available  for  the  use  of  pa- 
tients included  in  this  program.  Under  this  plan 
of  therapy  male  and  female  patients  are  prepared 
for  return  to  the  community  by  participating  in 
activities,  including  work,  which  are  a part  of  ex- 
tramural life  and  by  experiencing  greater  freedom 
of  movement  around  the  premises.  There  are  now 
seven  open  wards,  providing  for  approximately  265 
patients  experiences  which  should  facilitate  their 
recovery  and  return  to  the  community. 

The  renovation  and  modernization  of  several  of 
the  units  of  the  State  Hospital  has  provided  great- 
ly improved  facilities  for  the  care  and  treatment 
of  the  patients.  The  Medical-Surgical  Division  was 
opened  in  modernized  and  redecorated  premises. 
This  service  is  under  the  supervision  of  a staff  of 
internists  of  which  Dr.  Ward  Briggs  is  the  Chief. 
Patients  newly  admitted  for  treatment  enter  the 
Hospital  through  modern  receiving  wards. 

Nearing  completion  is  the  new  acute  and  con- 
valescent unit.  This  one-story  structure,  built  at  a 
total  cost  of  $1,575,000.00,  will  provide  in  wards  of 
one,  two,  and  four-bed  rooms  facilities  for  175 
mentally  ill  patients  in  the  acute  or  convalescent 
phase  of  the  illness.  The  building  is  designed  with 
a music  room,  an  occupational  therapy  room,  and 
a multi-purpose  room  which  can  be  used  as  an 
auditorium,  gymnasium  or  conference  room.  The 
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sum  of  $110,000.00  has  been  allocated  for  furnish- 
ings. Mentally  ill  patients  receiving  intensive 
treatment  in  attractive  home-like  surroundings 
during  the  acute  stage  of  their  illness  may  be 
helped  to  recover  more  rapidly  than  was  possible 
in  the  formalized  institutional  atmosphere  tradi- 
tionally provided. 

Through  the  co-operation  of  the  Office  of  Vo- 
cational Rehabilitation,  The  State  Mental  Health 
Association  and  the  Delaware  State  Hospital  vo- 
cational rehabilitation  service  has  became  avail- 
able to  patients  while  they  are  convalescent  and 
in  preparation  for  trial  visit  and  discharge.  Dur- 
ing the  past  fiscal  year  117  patients  were  referred 
to  the  Vocational  Rehabilitation  Unit.  Of  this 
number  87  were  accepted  for  service,  31  were  em- 
ployed and  were  ready  for  employment  but  not 
yet  placed.  There  were  30  still  in  training  at  the 
end  of  the  year.  The  program  included  two  classes 
each  of  home  economic  and  woodshop  classes. 
Plans  were  completed  to  add  to  the  program  early 
in  the  next  fiscal  year  classes  in  clerical  work. 

The  Drug  Therapy  Home  Care  Program  was 
instituted  and  has  continued  to  make  possible  the 
care  of  selected  patients  at  home.  A registered 
nurse  supervises  the  patients,  reporting  to  the 
Clinical  Director  their  condition  as  well  as  the 
mutual  relationships  of  the  families  and  the  pa- 
tients. She  also  gives  to  members  of  the  family  in- 
struction on  the  management  of  the  patient  and 
the  administration  of  the  medication.  There  have 
been  103  patients  involved  in  this  program  to  date. 

Education  in  mental  health  was  given  great  im- 
petus during  the  past  fiscal  year  through  several 
projects  of  the  Mental  Health  Association  of  Del- 
aware. The  Symposium  for  the  Medical  Profession 
held  at  the  A.  I.  du  Pont  Institute  on  April  12, 
1958,  was  well  attended  and  well  received.  A 
Workshop  for  Clergy  was  sponsored  by  the  Field 
Services  Committee  of  this  organization.  Two  ses- 
sions were  held  in  April  and  two  in  May.  Dela- 
ware clergymen  were  sent  several  issues  of  “Pas- 
toral Psychology.” 

The  Mental  Health  Association  of  Delaware  in 
co-operation  with  the  Delaware  Chapter  of  the 
American  Academy  of  General  Practice  and  the 
United  States  Public  Health  Service,  made  plans 
for  a post  graduate  course  in  Psychiatry  for  the 
Family  Physician.  The  program  is  planned  for 
ten  sessions  to  be  held  in  successive  weeks  from 
September  17  through  November  19,  1958.  The 
discussions  are  to  be  on  such  pertinent  psychiatric 
problems  as  danger  signals  of  depressions  and  po- 
tential suicides,  the  uses  and  misuses  of  certain 
types  of  drugs,  the  management  of  the  acute  psy- 
chotic, alcoholism  and  drug  addiction,  geriatric 
patients,  pediatric  and  adolescent  psychiatric  prob- 
lems, the  diagnosis  and  managements  of  jjaranoia 
and  the  psychopath,  and  several  related  problems. 

Mental  Health  Week  was  observed  in  Delaware 
from  April  27-May  5,  1958,  under  the  sjjonsorship 
of  the  Mental  Health  Association  of  Delaware,  the 
three  State  psychiatric  institutions,  and  various 
social  agencies  and  institutions  in  the  State.  The 
imogram  included  Open  House  at  the  Hospital 
for  the  Mentally  Retarded  at  Stockley,  a symiK)- 
sium  at  the  University  of  Delaware,  the  annual 
Meeting  and  luncheon  of  the  Mental  Health  As- 
sociation, and  the  Delaware  Mental  Health 
Forum.  Dr.  Jack  Ewalt,  the  commissioner  of  Men- 
tal Health  of  the  Commonwealth  of  Massachu.setts, 
brought  to  the  large  number  of  luncheon  partici- 
pants a preliminary  report  of  the  activities  of  the 
Joint  Commission  on  Mental  Illness  and  Health, 
of  which  he  is  the  executive  director.  Dr.  William 
Menninger  of  the  Menninger  Clinic  at  Tojjeka, 


Kansas,  was  the  speaker  for  the  Delaware  Mental 
Health  Forum. 

Progress  in  mental  health  in  Delaware  continues 
to  be  made,  although  slowly  in  some  areas.  The 
need  is  still  great,  however,  for  improved  programs 
and  facilities  as  well  as  for  increased  professional 
personnel  to  serve  the  Delaware  citizens  who  are 
in  need  of  help  to  prevent  or  recover  from  mental 
illness.  The  combined  efforts  of  physicians,  edu- 
cators, clergy,  legislators,  the  judiciary,  and  mem- 
bers of  families  must  be  mobilized  to  insure  ade- 
quate facilities  and  services  for  the  growing  num- 
bers of  the  mentally  ill  and  emotionally  disturbed 
whose  problems  are  of  serious  proportions.  We 
cannot  rest  until  all  who  need  help  tor  their  prob- 
lems can  obtain  such  help  speedily  and  effectively. 

M.  A.  Tarumianz,  M.D. 

The  Delaware  Anti-Tuberculosis  Society  has 
continued  its  state-wide  program  during  the  year. 
Its  case  finding  program  included  cooperation  with 
the  State  Board  of  Health  in  operating  two  mobile 
X-ray  units.  This  program  last  year  reached  more 
than  62,000  Delawareans.  X-raying  was  continued 
in  the  offices  of  the  Society  for  food  handlers, 
patients  referred  by  private  physicians  and  teach- 
ing personnel.  The  Society  assisted  the  Rehabili- 
tation Division  in  its  program.  The  case  finding 
program  for  migratory  workers  was  carried  on 
during  the  summer  in  cooperation  with  the  United 
State  Public  Health  Service  and  the  State  Board 
of  Health. 

The  Society  during  the  year  approved  a grant 
to  the  Delaware  Academy  of  Medicine  to  assist 
the  Academy  in  expanding  its  educational  and 
research  program.  Approval  was  given  by  the 
Society  to  provide  for  the  establishment  of  an  an- 
nual lecture  on  chest  diseases  with  the  Society  to 
assume  the  obligation  involved  in  the  promotion  of 
this  annual  event. 

Gerald  A.  Beatty,  M.D. 


REPORT  OF  LIAISON  COMMITTEE  WITH 
VOCATIONAL  REHABILITATION 

The  Committee  had  no  formal  meeting  this 
year.  However,  matters  of  common  interest  were 
discussed  with  John  G.  King,  Director  of  Voca- 
tional Rehabilitation. 

There  has  been  a steady  growth  in  the  number 
of  cases  handled  by  Vocational  Rehabilitation, 
with  an  all  time  peak  of  490  in  the  fiscal  year  of 
1958  compared  with  16  in  1940,  the  first  year  in 
which  this  service  was  available  to  residents  of  the 
State  of  Delaware.  As  usual  the  demands  for 
funds  has  exceeded  the  amount  of  money  allotted 
for  this  iJurpose  and  during  the  last  4 months  of 
the  fiscal  year,  very  little  money  was  available. 

Of  considerable  concern  to  the  State  of  Dela- 
ware, is  the  1954  Vocational  Rehabilitation 
Amendments  which  introduced  an  allotment  for- 
mula based  on  need  as  measured  by  Stales  popu- 
lation and  per  capita  income.  Delaware  being  a 
high  income,  low  population  state  will  he  seriously 
affected  by  this  formula. 

Starting  in  1960,  Fwleral  fund.s  allotted  to  D<*la- 
ware  will  decrease  $13,000  a year,  continuing  for 
4 years  so  that  by  1963  our  Federal  allotment  will 
be  $52,588  less  than  at  present.  If  the  Vocational 
Rehabilitation  Service  is  to  he  available  to  our 
State’s  citizens  in  the  future  as  it  has  hi’en  in  the 
pa.st,  this  will  mean  funds  will  have  to  be  forth- 
coming from  the  State.  Assuming  the  unlikely 
po.ssihility  that  there  will  h(>  no  need  for  a larger 
budget  in  1963,  this  will  mean  that  half  of  the 
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total  budget  of  approximately  $250,000  must  he 
suppli(>fl  by  the  State. 

Included  in  this  amount  was  api)roximately 
$18,431  i>aid  to  physicians  in  Delaware  for  ex- 
aminations, $.34,867  for  surgery  and  treament,  and 
$28,439  for  hospitalization. 

The  Committee  does  not  feel  any  action  should 
be  taken  but  feels  that  we  should  he  aware  of  what 
is  going  on  in  this  field  and  render  any  assistance 
when  calU*d  upon  to  do  so. 

Respectfully  submitted, 

S.  Ward  Casscells,  M.D. 


REPORT  OF  THE  COMMITTEE 
ON  NOMINATIONS 

Your  committee  presents  the  following  nominees 
for  officers  and  standing  committees  of  this  Society 
for  19.59. 

For: 

Vice  President  Daniel  J.  Preston 

Secretary  Norman  L.  Cannon 

Treasurer  Charles  Levy 

Representative  to  the  Delaware  Academy 

of  Medicine  Victor  D.  VVashhurn 

Committee  of  Bijdget 
Charles  Levy 
M.  A.  Tarumianz 
W.  C.  Pritchard,  Jr. 

T.  H.  Pennock 
Felix  Mick 

Committee  on  Medical  Education 
Lewis  B.  Flinn 
I^aurence  L.  Fitchett 
G.  Barrett  Heckler 

Committee  on  Public  Laws 
VVm.  O.  LaMotte,  Jr. 

James  Beehe.  Jr. 

J.  Leland  Fox 
J.  S.  McDaniel,  Sr. 

Gerald  A.  Beatty 

Committee  on  Scientific  Work 
James  T.  Metzger,  Chairman 
Joseph  B.  Elliott,  Laurel 
Norman  L.  Cannon 

Committee  on  Nominations 
Robert  W.  Frelick 
James  B.  Homan 
John  W.  Alden,  Jr. 

J.  Stites  McDaniel 

Nominees  to  the  State  Board  of 

Medical  Examiners 
Charles  E.  Maroney 
David  N.  Sills,  Jr. 

Ward  W.  Briggs 
Norman  L.  Cannon 
Arthur  J.  Heather 
G.  Barrett  Heckler 
Leslie  W.  Whitney 
Harold  A.  Tarrant 
A.  Henry  Clagett 
Philip  D.  Gordy 

Respectfully  submitted, 

Leslie  M.  Dobson,  M.D. 

Chairman 

President  Baker:  Now  we  have  items  of  new 
business  coming  before  the  House.  Under  this  we 
have  some  resolutions.  Will  you  read  those? 

Dr.  Cannon:  First,  the  Council  has  recom- 
mended to  the  House  of  Delegates  that  the  bylaws 
be  changed  to  permit  the  delegate  to  the  A.M.A. 
to  become  a voting  member  of  the  Council.  The 
reasons  for  this  are  pretty  obvious.  The  delegate 
to  the  A.M.A.  is  our  liaison  and  brings  back  a 


lot  of  information,  and  we  felt  that  the  Council 
should  have  him  as  a member.  This  requires  an 
amendment  to  the  bylaws.  Article  VII,  Section  2, 
adding  the  words  “and  the  delegate  to  the  A.M.A.” 
It  will  read  that  the  Council  will  consist  of  the 
reiiresentatives  from  the  counties  of  Kent,  New 
Castle  and  Sussex,  President,  Secretary,  Treasurer 
and  the  delegate  to  the  A.M.A.  We  would  like 
you  to  vote  on  that  amendment.  And  this  will 
have  to  be  read  twice,  by  the  way.  The  second 
reading  has  to  be  at  the  meeting  next  Thursday. 

Dr.  Cassella:  Does  a motion  have  to  be  made? 

Dr.  Cannon:  A motion  will  have  to  be  made. 
The  Council  recommends  it. 

Dr.  Cassella:  I make  a motion  that  that  phrase 
be  included. 

(The  motion  was  seconded.) 

President  Baker:  All  in  favor  say  “Aye”. 

(The  motion  was  carried.) 

President  Baker:  We  have  another  resolution. 

Dr.  Cannon:  The  Council  recommends  to  the 
House  of  Delegates  that  the  office  of  the  Medical 
Society  of  Delaware  be  moved  to  the  Delaware 
.‘\cademy  of  Medicine  upon  completion  of  con- 
struction of  the  Academy’s  new  wing  providing 
that  a rent  acceptable  to  both  the  Society  and 
the  Academy  can  be  agreed  upon. 

President  Baker:  You  have  heard  the  read- 
ing of  this  resolution.  Do  I hear  a motion  that 
it  be  accepted? 

(A  motion  was  made  and  seconded.) 

President  Baker:  All  those  in  favor  say  “Aye”. 

(The  motion  was  carried.) 

President  Baker:  We  have  another  resolution. 

Dr.  Cannon:  I would  like  to  preface  this  a 

little  bit.  The  House  of  Delegates  had  voted  an 
annual  contribution  to  the  Academy  of  Medicine 
of  $1,000  a year.  The  Council  had  recommended 
during  the  year  that  the  Medical  Society  of  Dela- 
ware contribute  $10,000  to  the  building  fund  of 
the  Academy.  That  was  a large  sum  of  money  for 
the  Council  to  spend,  especially  since  it  is  your 
money,  and  we  would  like  to  recommend  that  this 
contribution  be  official  by  the  House  of  Delegates 
but  that  the  yearly  contributions  to  the  Academy 
be  discontinued.  We  will  be  paying  rent,  more 
rent  than  we  are  paying  now,  and  we  felt  that  a 
$10,000  contribution  plus  the  rental  would  be 
more  desirable  than  continuing  this  annual  con- 
tribution. 

President  Baker:  You  have  heard  the  resolu- 
tion as  read.  Do  I hear  a motion  that  we  accept 
it? 

(A  motion  was  made  and  seconded.) 

President  Baker:  All  those  in  favor  say  “Aye”. 

(The  motion  was  carried.) 

Dr.  Cannon:  We  have  obtained  as  legal  coun- 
sel for  the  Society  David  Anderson,  and  he  has 
provided  us  with  a lot  of  service  during  the  pa.st 
year,  and  the  Council  voted  to  present  him  with 
an  honorarium  of  $200,  which  represented  the 
funds  that  had  been  allocated  to  the  Committee 
on  Public  Laws.  They  did  not  use  the  $200,  and 
we  sent  a check  to  Mr.  Anderson  as  an  honor- 
arium in  that  amount. 

He  sent  us  a nice  letter  and  the  check  back 
thanking  us  very  much  for  the  idea,  but  he  de- 
clined the  honorarium,  and  we  would  like  a reso- 
lution passed  by  the  House  of  Delegates  that  it 
express  its  sincere  thanks  and  appreciation  to  Mr. 
David  F.  Anderson,  counsel  to  the  Medical  So- 
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ciety  of  Delaware,  for  services  during  the  past 
year. 

(A  motion  was  made  and  seconded.) 

President  Baker:  All  those  in  favor  say  “Aye”. 

(The  motion  was  carried.) 

President  Baker:  Next  we  have  communica- 

tions. We  have  one  from  the  Delaware  State 
Pathology  Society. 

September  16,  1958 

Medical  Society  of  Delaware 
c/'o  Mr.  Lawrence  C.  Morris 
621  Delaware  Avenue 
Wilmington,  Delaware 

In  recent  years  the  Delaware  State  Board  of 
Health  has  been  extending  free  coverage  for  physi- 
cians’ private  patients  for  cytological  examinations 
of  fluids  and  secretions  from  the  body.  We  be- 
lieve this  service  to  indigent  patients  is  commend- 
able, however,  such  a coverage  has  always  been 
provided  by  the  pathologists  of  the  state  on  re- 
quest. We  do  not  bflieve  that  such  use  of  tax 
money  for  private  patients  is  desirable  as  long  as 
there  is  private  physician  coverage  in  all  of  the 
pathology  laboratories  in  the  state. 

We  therefore  recommend  that  the  State  Medi- 
cal Society  suggest  to  the  State  Board  of  Health 
and  organizations  concerned  with  their  activities 
that  the  State  Laboratory  offer  free  cytological 
diagnoses  to  indigent  patient  only  and  that  the 
physicians  of  the  state  society  be  encouraged  to 
utilize  the  facilities  of  their  associates,  the  pathol- 
ogists, throughout  the  state. 

For  the 

Delaware  State  Pathology  Society 
John  W.  Howard,  M.D.,  President 
Joseph  W.  Abbiss,  Councilor 

cc:  Dr.  Harold  A.  Tarrant 

From  the  Floor:  Does  that  apply  to  the 

Papanicolaou  smears  we  were  talking  about? 

Dr.  Abbiss:  That  is  right. 

Dr.  Hudson:  I would  like  the  privilege  of  the 
floor  for  a minute.  I would  like  to  cite  the  history 
of  this  thing. 

I just  found  out  this  was  going  to  be  taken  up, 
on  Friday,  and  I called  tbe  medical  members  of 
tbe  board,  tbe  ones  I could  get.  They  asked  me 
to  remind  the  Society  that  this  was  begun  because 
of  the  interest  of  practitioners  asking  the  Board 
of  Health  if  they  could  not  do  this  service  for 
them.  The  matter  came  up  before  the  New  Castle 
County  Medical  Society  with  your  pathology 
group  presenting  these  same  arguments  about 
seven  years  ago,  and  the  Society  at  that  time 
asked  the  State  Board  of  Health  to  go  on  and 
provide  this  service  for  private  physicians. 

Now,  the  Board  has  instructed  me,  or  the  mem- 
bers that  I contacted  — this  is  not  an  official  ac- 
tion of  the  board  — that  the  Board  of  Health  does 
not  wish  to  get  any  phase  that  is  i)roperly  that 
of  private  practitioners.  If  the  pathologists  in  the 
State  can  handle  this  situation  and  do  a good  job, 
they  are  perfectly  willing  to  drop  the  whole  thing 
and  let  them  carry  it.  It  is  up  to  the  Society  as 
to  what  the  Board  of  Health  will  do,  whatever  you 
pa.ss  here.  However,  the  members  of  the  board  to 
whom  I talke'd  asked  me  to  [joint  out  that  Cancer 
is  a [jretty  large  [jroblem  and  a jjublic  health 
problem  and  that  the  Board  could  not  in  all  truth 
get  out  of  the  Cancer  business  entirely  from  a 
case  finding  and  early  finding  of  cases  point  of 
view. 

J’he  Board,  I believe,  considers  that  these  Pa[)a 
nicolaou  smears  are  part  of  a case  finding  [)ro- 


gram.  We  do  not  enter  into  any  actual  diagnosis, 
or  treatment  of  these  cases.  These  are  referred 
back  to  the  private  physicians. 

However,  whatever  the  Society  wishes  the 
Board  of  Health  to  do,  they  will  try  to  carry  it 
out. 

Dr.  Washburn:  May  I speak  to  that,  Mr. 

President? 

As  you  may  or  may  not  recall  or  be  aware,  tbe 
Delaware  division  of  tbe  American  Cancer  Society 
has  recently  changed  its  policy,  discontinuing  the 
policy  which  has  been  in  operation  for  several 
years  of  conducting  cancer  detection  centers,  and 
in  connection  with  that  decision  to  discontinue 
those  centers  and  to  emphasize  the  importance  or 
the  fact  that  the  proper  place  for  the  detection  of 
cancer  was  in  the  office  of  the  members  of  the 
medical  profession,  I addressed  a letter  to  each 
of  the  four  hospitals  in  Wilmington  asking  if  they 
would  be  willing  to  establish  cancer  detection  pro- 
grams in  the  out-patient  departments  of  those 
hospitals  in  Wilmington  for  indigent  patients.  At 
a meeting  of  the  Staff  Executive  Committee  of  the 
Memorial  Hospital  held  within  the  last  few  days 
the  Committee  voted  to  authorize  or  request  that 
the  gynecological  service  in  the  out-patient  de- 
partment be  authorized  and  requested  to  pick  up 
the  cases  that  might  be  referr^  as  indigent  pa- 
tients, but  they  would  be  subject  to  scrutiny  or  to 
screening  to  which  all  out-patient  clinics  are  sub- 
jected, as  to  their  financial  status,  the  theory  be- 
ing that  we  are  prepared  to  take  care  of  the  medi- 
cally indigent,  and  I thought  this  was  important 
made  so  far  as  the  Delaware  division  is  concernrHl 
to  provide  a means  of  caring  for  the  medically  in- 
digent in  cancer  detection  in  the  City  of  Wil- 
mington. 

President  Baker:  Is  there  any  further  discus- 
sion? 

Dr.  Layton:  Mr.  President,  I object  to  the  fact 
that  the  pathologists  want  the  State  Board  to 
take  over  the  indigent  patient  because  they  want 
to  continue  in  the  private  practice,  their  field.  Why 
don’t  they  also  take  on  like  the  rest  of  us  the 
indigent  patient?  Most  of  the  pathologists  have  a 
salary  and  work  on  a salary  or  commission  basis 
and  their  living  is  assured.  Why  can't  they  do  it 
for  the  indigent  just  as  well? 

Dr.  Abbiss:  I think  if  you  read  that  more  care- 
fully, it  says  we  do  take  care  of  indigent  [jatients 
for  nothing.  We  always  bring  that  point  out.  The 
letter  so  states. 

Dr.  Cannon:  We  believe  this  service  to  the 
indigent  patient  is  commendable.  However,  such 
a service  is  always  covered  by  the  pathologists. 

Dr.  Hudson:  The  load  of  slides  that  come  in, 
actually  this  year  we  will  have  in  the  neighbor- 
hood of  1,000  a month,  a little  over  12,000  slides 
at  the  end  of  the  year  to  examine,  if  it  continues 
as  it  has  in  the  past  few  months.  It  takes,  say, 
15  or  20  minutes  for  the  average  technician,  each 
one.  Maybe  a [jathologist  can  do  it  faster,  I don't 
know,  but  it  takes  that  long  to  screen  an  individual 
slide,  and  that  is  a [jretty  big  load.  If  that  load 
continues  to  go  from  the  jjrivate  [jhysicians  to 
the  pathologists,  it  is  a [jretty  big  load  to  assume, 
even  for  the  [lathologists  we  have  in  the  State. 
I mean,  there  are  only  about  five  or  six,  aren  I 
there? 

Dr.  Abbiss:  Ten. 

Dr.  Hudson:  That  is  not  too  had.  It  will  give' 
them  one  thousand  aiiiece. 

President  Baker:  Well,  you  have  heard  the 
discussion  and  you  have*  lu“ard  the*  letter  read. 
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I)k.  Cannon:  May  I just  read  that  the  Dela- 
ware State  Pathology  Society  recommends  that 
the  State  Society  suggest  to  the  State  Board  of 
Health  and  organizations  concerned  with  their 
activity  that  the  State  Laboratory  offer  free  cy- 
tological  tests  to  indigent  patients  only  and  that 
the  physicians  of  the  State  Society  be  encouragt^l 
to  use  the  facilities  of  their  associates,  the  patho- 
logists, throughout  the  State. 

Dk.  (iLIWA:  I don't  think  that  the  State  Board 
of  Health  sh{)uld  he  saddled  with  the  responsibility 
of  determining  indigency  on  these  slides  that  are 
coming  in.  I think  it  is  up  to  the  practicing 
physician.  If  he  feels  he  wants  the  State  Board 
of  Health  to  do  it,  of  course  the  State  Board  of 
Health  would  |)rohahly  do  it,  hut  I don't  think 
the  State  Board  should  determine  indigency,  that 
it  is  up  to  each  individual  practicing  physician. 

Dk.  AbbisS:  We  prefer  to  do  them  without 
dealings  all  throughout  the  State. 

Dr.  McGi’IRE:  May  I just  come  back  to  some 
fundamentals,  if  I may  he  so  imprudent,  and  that 
is  this:  Here  we  are  again  coming  back  to  the 
State  and  asking  for  things.  W'e  have  been  asking 
too  long,  and  this  is  a fundamental  thing  that 
we  are  constantly  asking  for,  freedom  of  choice, 
fretniom  of  action,  free  medicine,  and  so  on.  We 
startt^  when  Dr.  Hudson  was  younger  and  I was 
younger,  when  the  only  thing  the  State  Board  of 
Health  handled  was  syjjhilis,  gonorrhea  and  the 
inner  tuberculosis  patient.  Since  then  we  have 
gotten  into  Lord  knows  how  many  areas. 

This  comes  back  to  the  fundamental  thesis,  are 
we  supposed  to  give  something  in  the  practice  of 
medicine  every  once  in  a while?  I know  our  cur- 
rent view  is  that  a doctor  is  supposed  to  be  paid 
for  everything  he  does.  If  that  is  so.  then  my 
philosophy  is  wrong.  I think  the  pathologists 
should  share  in  doing  free  work  the  same  as  every- 
body else,  and  I think  this  comes  back  to  the 
fundamental  philosophy  of  the  invasion  and  the 
requesting  on  the  one  hand  of  the  State  to  do 
more  and  comjjlaining  on  the  other  hand  because 
taxes  are  so  high.  We  have  gotten  ourselves  in  a 
very  vulnerable  position,  as  to  this  business  of  the 
viral  laboratory,  which  I would  be  brave  enough 
to  predict  that  will  be  one  of  the  big  problems 
in  medical  practice  witbin  the  next  ten  years,  are 
we  going  to  the  State  and  ask  for  it  or  are  we 
going  to  do  it  by  the  public,  private  enterprise 
practice  of  medicine. 

So  this  comes  back  to — I agree  with  Dr.  Gliwa 
that  the  State  Board  of  Health  should  not  de- 
termine indigency.  I also  agree  that  the  patholog- 
ist has  as  much  a right  to  do  something  for  nothing 
as  I have  to  go  see  a baby  with  measles.  So  this 
again  comes  back  to  the  thing  that  happened  in 
Britain,  that  happend  in  Scandinavia  and  Italy 
and  all  the  other  places,  that  eventually  they 
kept  asking  for  more  and  more.  Of  course  this 
letter  says,  private  patients.  So  the  responsibility 
lies  with  the  individual  fellow  who  knows  his 
patient  better  than  anybody  else  as  to  their  in- 
digency. But  I W'ould  hope  that  somewhere  along 
the  line  we  w'ould  get  some  consistency  about 
these  things.  We  are  complaining  on  the  one  hand 
and  grasping  on  the  other. 

Dr.  Pollak:  The  cleavage  is  quite  clear  to  me. 
The  State  Board  of  Health  has  cancer  clinics, 
cancer  clinics  in  New  Castle,  Kent  and  Sussex 
Counties,  and  they  do  not  ask  if  the  patient  is 
indigent  or  can  pay.  These  smears  go  to  the  State 
Board,  and  I suppose  they  should  go  in  the  future 
as  long  as  the  State  Board  of  Health  has  these 
clinics. 

Smears  from  the  private  physicians,  from  his 
office  are  a horse  of  another  color.  There  a 


physician  can  determine  whether  a patient  can 
pay  or  not,  and  all  these  smears  should  go  to 
the  pathologist  with  the  proper  comment  that  a 
IJatient  can  pay  for  it  or  that  the  patient  is  in- 
digent. And  I am  sure  that  the  pathologist  can 
cope  with  it. 

But  the  situation  is  becoming  more  complicated, 
and  will  become  more  so.  As  Dr.  Washburn 
pointed  out,  by  February  1st  the  Cancer  Society 
in  Wilmington  is  going  out  of  business  as  far  as 
the  clinics  are  concerned.  Now  the  indigent 
I)atients  I presume  will  go  to  hospitals  and  the 
pathologists  will  get  all  those  smears,  free  smears. 
But  the  smears  from  private  offices  will  go  to  the 
Board  of  Health. 

The  way  the  Board  of  Health  has  difficulties 
with  personnel — and  maybe  I shouldn’t  speak 
about  it,  but  as  long  as  we  are  laying  the  cards 
on  the  table,  I will  lay  them  on  the  table — only 
last  week  I got  a phone  call  from  the  State  Board 
of  Health,  whether  I would  look  at  400  slides  for 
Dr.  Capana,  and  I know  that  other  men  of  our 
Society  had  the  same  request.  And  the  number  of 
slides  will  increase  in  tbe  future,  and  it  will  be- 
come more  and  more  difficult  for  the  State  Board 
of  Health  to  cope  with. 

So  I think  it  would  be  to  the  mutual  advantage 
of  everyone  if  this  would  be  solved  in  the  direc- 
tion of  the  pathologists,  as  has  been  suggested. 

Dr.  Hudson:  I would  like  to  spea  koff  the  rec- 
ord. (Dr.  Hudson  then  spoke  off  the  record.) 

President  Baker:  If  there  is  no  further  dis- 
cussion, we  have  before  us  the  recommendation  in 
the  letter,  or,  if  you  have  an  alternative,  please 
suggest  it.  If  not,  we  will  accept  a motion. 

Dr.  Hall:  I think  it  should  be  pointed  out  that 
if  this  is  accepted  and  we  decide  that  all  these 
should  go  to  the  pathologist,  we  are  not  going  to 
handle  that  many,  our  case  finding  is  going  to 
drop  very  considerably  and  cancer  is  going  to  in- 
crease, so  that  when  a patient  comes  into  your 
office,  you  can  get  a serology  for  them,  a cancer 
summary,  in  addition  to  a complete  physical  and 
a history,  you  have  to  worry  about  whether  you 
can  pass  by  a chest  x-ray  and  some  of  these  things 
that  are  supported. 

I think  the  important  point  here  is  whether  we 
are  going  to  decrease  our  case  finding  by  this,  and 
I think  the  answer  is  yes,  that  if  we  charge  these 
people  five  dollars  apiece,  many  of  us  who  do  it 
routinely  are  going  to  stop  doing  it  routinely 
because  we  have  to  consider  the  patient’s  pocket- 
book  as  well  as  their  future  welfare.  The  pick-up 
that  I have  had  in  four  years  has  been  two  cases, 
and  I don't  know  how  many  I have  done,  but  it 
has  been  over  300. 

Dr.  Frelick:  I think  this  is  an  important  point. 
I think  it  is  unfortunate  in  some  respects  that 
this  has  come  up  when  the  American  Cancer 
Society  is  trying  to  get  to  this  change-over.  I 
think  in  time  this  will  take  care  of  itself.  I think 
that  as  patients  and  physicians  understand  that 
they  can  get  better  and  more  rapid  service  from 
pathologists  and  educate  their  patients  in  this  that 
the  patients  will  accept  it  and  the  physicians  will 
accept  it.  I think  if  we  try  to  tell  the  State  Board 
of  Health  to  go  out  of  the  service  completely  it  is 
going  to  be  difficult  to  persuade  many  of  the 
patients,  at  least  initially,  that  they  should  pay 
this  extra  five  dollars.  Many  will  be  willing.  I have 
conducted  a personal  survey  the  last  several  weeks 
on  this,  and  about  70%  of  our  patients  are  willing 
to  pay  the  extra.  Some  feel  they  would  rather  not 
have  the  smear  than  pay  this  extra  money.  I think 
we  have  to  remember  that  in  this  business  of  in- 
digency it  is  difficult  sometimes  that  persons  may 
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still  be  able  to  pay  an  ordinary  office  fee  and  not 
be  able  to  pay  the  five  dollars  extra,  or  be  able  to 
pay  the  five  dollars  extra  and  not  the  office  fee. 
There  are  many  people  who  don’t  have  the  extra 
five  dollars  but  still  are  private  patients  and  we 
still  should  have  I think  some  leeway  some  place 
for  these  borderline  patients,  these  patients  who 
perhaps  cannot  afford  this  extra  money,  and  I 
don’t  think  we  should  accept  this  resolution  in 
this  respect,  because  I think  time  and  education 
will  take  care  of  the  problem. 

Dr.  Reardon:  I think  you  have  a public  re- 
lations problem  here.  People  will  say,  the  doctor 
has  enough  money  now — and  when  we  need  their 
support  when  the  Legislature  meets  down  here 
in  Dover,  we  don’t  want  to  have  them  antagonistic. 

Dr.  Whitney:  May  I speak  briefly  on  behalf 
of  the  American  Cancer  Society. 

Dr.  Frelick  indicates  there  is  a large  program 
starting  now  until  the  first  of  the  year  trying  to 
educate  the  public  to  deviate  from  the  detection 
centers  to  the  private  physician’s  office.  I think 
from  a historical  standpoint  we  are  grateful  to  the 
Board  of  Health  for  carrying  this  load  of  cytologi- 
cal  diagnoses  when  actually  adequate  facilities 
were  not  available  elsewhere  to  have  it  done. 

The  American  Cancer  Society  is  anxious  to 
provide  training  for  cytologists  to  make  avail- 
able to  the  State  of  Delaware  sufficient  cytologists 
for  screening  smears.  I think  the  time  must  come 
when  this  work  is  done,  as  all  other  private  work 
is  done,  in  our  local  institutions. 

Dr.  Washburn:  May  I make  one  comment  and 
it  is  this:  I agree  with  the  doctor  here  who  speaks 
about  this  as  a public  relations  problem,  among 
other  things,  and  I think  that  we  have  failed  to 
lay  emphasis  upon  the  fact  that  many,  many 
times  we  who  are  practicing  medicine,  there  is  a 
question  as  to  whether  this  patient  properly 
should  be  asked  to  pay  both  the  office  fee  and  the 
fee  for  the  pathologist,  that  the  doctor  should 


forego  his  fee,  not  only  in  terms  of  public  rela- 
tions, but  in  the  mission  that  we  are  really  en- 
gaged in,  our  first  obligation  is  to  find  these  case.® 
of  early  or  unsuspected  malignancy,  and  our  obli- 
gation is  always  there  rather  than  in  the  direction 
of  our  own  pocketbook. 

President  Baker:  If  there  is  no  further  dis- 
cussion, we  have  this  recommendation  which  we 
can  either  accept,  reject,  or  we  can  receive.  Do 
I hear  a motion  for  one  or  the  other? 

Dr.  Hall:  I move  we  reject  it  at  this  time. 

(The  motion  was  seconded.) 

President  Baker:  All  in  favor  say  “Aye”. 

(There  was  a chorus  of  “Ayes”.) 

All  opposed,  “No”. 

(There  was  a chorus  of  “No’s”.) 

President  Baker:  That  sounded  about  even. 
Shall  we  have  a hand  vote  on  that  or  shall  we 
just  go  ahead  and  table  this? 

Dr.  Cannon:  I would  like  to  read  these  words 
again:  This  is  a suggestion  to  the  State  Board  of 
Health  and  we  are  encouraged  to  do  it;  this  is  not 
committing  anyone  to  any  definite  course  of  action. 

Dr.  Hall:  May  I change  my  motion.  I move 
we  defer  any  action  at  this  time. 

(The  motion  was  seconded.) 

President  Baker:  It  has  been  moved  that  we 
accept  it  without  any  action.  All  in  favor  say 
“Aye”. 

(The  motion  was  carried.) 

The  Committees  on  Scientific  Work,  National 
Defense,  and  Hospital-Physician  Relationship  did 
not  meet  during  the  year. 

The  Meeting  of  the  House  of  Delegates  ad- 
journed at  six  thirty. 
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IN  DEBILITATING  DISEASE 


Patients  receiving 

NILEVAK 

Eat  more... 

Feel  better... 

Recover  faster 


Compared  to  control  patients,  those  receiving  Nilevar 
(brand  of  norethandrolone)  have  repeatedly  demon- 
strated more  rapid  and  more  complete  recovery  from 
serious  acute  illness  and  increased  comfort  and  well- 
being in  chronic  illness. 

A multitude  of  case  histories  are  now  adding  indi- 
vidual clinical  color  to  the  earlier  controlled  investiga- 
tions which  defined  the  actions  of  Nilevar  as  an  effec- 
tive aid  in  reversing  negative  nitrogen  balance  and  in 
building  protein  tissue. 

In  typical  case  reports  such  gratifying  comments  as 
these  appear; 

Underweight —“Appetite  considerably  increased 
within  one  week.  Sense  of  well-being  and  vigor  in- 
creased along  with  increased  appetite.” 

Prematurity  (Birth  weight:  2 pounds,  4 ounces)  — 
“Gradual  improvement  in  appetite  and  capacity  for 
formula.  . . . Excellent  progress  and  weight  gain  for  a 
very  immature  infant.” 


Carcinoma  of  the  Uterus  —“Within  four  days  appe- 
tite became  excellent,  took  full  diet. . . . More  ambition 
while  on  Nilevar.  Enjoys  life.  Takes  part  in  church  and 
other  social  affairs.” 

Third  Degree  Born  — “.  . . soon  began  eating  all  that 
was  offered.  . . . Began  to  show  signs  of  hope  for  re- 
covery. . . . Perhaps  one  of  the  greatest  changes  was  in 
the  appearance  of  his  wounds  which  were  so  very 
much  improved.” 

The  dosage  for  adults  is  20  to  30  mg.  daily  in  single 
courses  no  longer  than  three  months.  For  children  the 
daily  dosage  is  0.5  mg.  per  kilogram  of  body  weight, 
in  single  courses  no  longer  than  three  months. 

Nilevar  is  supplied  in  tablets  of  10  mg.  and  ampuls 
of  25  mg.  ( 1 cc.). 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Research 
in  the  Service  of  Medicine. 
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to  relieve 


CHLOROTHIAZIDE 


FINNERTY,  F.  A.,  Buchholz,  J.  H.  and  Tuckman,  J.:  J.A.M.A.  166:141, 

Jan.  11, 1958. 

DIURIL  (Chlorothiazide)  given  alone  to  85  patients,  ". . . caused  an  excellent 

diuresis,  with  reduction  of  edema,  weight,  blood  pressure,  and  albuminuria 

The  average  effective  dose  was  found  to  be  1 Gm.  per  day  by  mouth The  usually 

excellent  response  coupled  with  the  absence  of  significant  toxicity  and  lack  of 
development  of  drug  resistance  makes  chlorothiazide  ideal  for  the  prevention 
and  treatment  of  toxemia.” 

DOSAGE:  one  or  two  500  mg.  tablets  of  DIURIL  once  or  twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  DIURIL  (chlorothiazide); 
bottles  of  100  and  1,000. 


OlURiL  is  a trademark  of  Merck  & Co.,  tnc. 


01958  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


caused  an  excellent 
diuresis,  with 
reduction  of  edema, 
weight,  hlood  pressure, 
and  aihuminuria....” 


ANY  INDICATION  FOR  DIUR€SIS  IS  AN  INDICATION  FOR  DIURIL 


iJU  **-*-~* 


HELP  US  KEEP  THE  ’ 
THINGS  WORTH  KEEPING 


One  of  the  most  precious 
American  Heritages  is  the 
right  to  worship  as  you 
please.  But  protecting  our 
American  heritages  costs 
money — because  peace  costs 
money. 

It  takes  money  for 
strength  to  keep  the  peace. 
Money  for  science  and  edu- 
cation to  help  make  peace 
lasting.  And  money  saved 
by  individuals. 

Your  Savings  Bonds,  as  a 
direct  investment  in  your 
country,  make  you  a Part- 
ner in  strengthening  Amer- 
ica’s Peace  Power. 

The  chart  below  shows 
how  the  Bonds  you  buy  will 
earn  money  for  you.  But 
the  most  important  thing 
they  earn  is  peace.  They 
help  us  keep  the  things 
worth  keeping. 

Think  it  over.  Are  you 
buying  as  many  Bonds  as 
you  might? 


HOW  YOU  CAN  REACH  YOUR  SAVIN6S  GOAL 
WITH  SERIES  E BONDS 
(in  just  8 years,  II  months) 


If  you 
want  o6ouf 

J2,500 

$5,000 

$10,000 

each  week, 
save 

$4.75 

$9.50 

$18.75 

This  shows  only  a few  examples.  You 
can  save  any  sum,  buying  Bonds  by 
Payroll  Savings  or  where  you  bank. 
Start  your  program  now! 


HELP  STRENGTHEN  AMERICAS  PEACE  POWER 

BUY  U.  S.  SAVINGS  BONDS 


The  U.S.  Goivrnmenl  does  not  pay  for  this  advertising.  The  Treasury  Department  lhan/cs, 
for  their  patriotic  donation.  The  Advertising  Council  and  this  magazine. 


Relieve  moderate  or  severe  pain 
Reduce  fever 

Alleviate  the  general  malaise  of 
upper  respiratory  infections 


•Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


EMPIRAL 


^Subject  to  Federal  Narcotic  Regulations 


fi’om  mild  pain  complicated  by  tension  and  restlessness. 


Phenobarbital gr.  % 

Acetopbenetidin gr.  2‘A 

Aspirin  ( Acetylsalicylic  Acid) gr.  3W 


from  moderate ^to  s^ere  pain  coi 


Codem^rnospnat^ 
Phenobarbital  . . 
Acetopbenetidin 
Aspirin  ( Acetylsalicyl 


Codeine  Phosphate 
Phenobarbital  . 
Acetopbenetidin 
Aspirin  (Acetylsalicyl 

■,  V ' A 


from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold, 

TABLOID’ 


EMnRIlf  COMPOUND 


Acetopbenetidin gr.  214 

Aspirin  (Acetylsalicylic  Acid)  gr.  3!4 

Caffeine  . . ' gr.  ’4 


in  Rheumatoid  Arthritis 


*Using  combined  drug  therapy  with 

-.-C; or  Aralen®  as  maintenance  then 

With  Plaquenil  or  Aralen  alone  62%  grade  I and  II 
improvement.  (Scherbel,  A.L.;  Harrison,  J.W.,  and 
Atdjian,  Martin:  Cleveland  Clin.  Quart.  25:95, 

April,  1958.  Report  on  805  patients  with 
rheumatoid  arthritis  or  related  diseases.) 

Reasons  for  Failure: 

1.  Treatment  discontinued  too  soon  (percentage  of 
patients  improved  increases  substantially 
after  first  six  months). 

2.  Patients  in  relapse  after  prolonged  steroid  therapy 
are  resistant  to  Plaquenil  or  Aralen  treatment 

for  several  months. 

Plaquenil  sulfate  is  supplied  in  tablets 
of  200  mg.,  bottles  of  100. 

Dose:  Initial  — 400  to  600  mg. 

(2  or  3 tablets)  daily. 

Maintenance  — 200  to  400  mg. 

(1  or  2 tablets)  daily. 

Write  for  Booklet. 

New  York  18.  N.  Y. 


lien  (brand  of  chloroquine)  and  Plaquenil 

and  of  Hydroxychloroquine),  trademarks  reg.  U.S.  Pat.  OfF. 
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G-E  molded  cassettes  cost  less  — 

last  far  longer! 

Molded-rubber  frame  cushions  jolts,  keeps  front  and  bock  of 
cassette  in  true  alignment.  Built-in  gloss-fiber  pod  gently  squeezes 
screens  and  film  for  uniform  contact  always.  “Slide-easy"  latches 
release  at  light  finger  pressure,  resist  accidental  opening.  Molded- 
rubber  seal  prevents  entry  of  light.  Exclusive  rubber  hinge  — 
thoroughly  proved  in  Vz-million  flexings  that  left  it  bonded  as 
firmly  as  at  time  of  manufacture! 


PRICES:  5x7— $14.00 


6V2X  8i/2-$16.50 
7x17— $23.50 


8x10— $18.00 
10x12— $20.00 


11x14— $23.25 
14x17— $25.25 


Your  one-stop  direct  source  for  the 

FINEST  IN  X-RAY 

apparatus . . . service . . . supplies 


BALTIMORE 

301 2 Greenmount  Ave.  • HOpkins  7-5340 


DIRECT  FACTORY  BRANCHES 

PHILADELPHIA 

Hunting  Pk.  Ave.  at  Ridge  • BAldwin  5-7600 


ECKERD’S 

DRUG  STORES 


COMPLETE 

DRUG  SERVICE 


FOR 


PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 


900  Orange  Street 


5 1 3 Market  Street 
Fairfax 
Manor  Park 
Merchandise  Mart 


723  Market  Street 
3002  Concord  Pike 
DuPont  Highway 
Gov.  Printz  Blvd. 


e 


PROTECTION  AGAINST  LOSS  OF  IN- 
COME FROM  ACCIDENT  & SICKNESS 
AS  WELL  AS  HOSPITAL  EXPENSE 
BENEFITS  FOR  YOU  AND  ALL  YOUR 
ELIGIBLE  DEPENDENTS. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment 
Book  sent  to  you  FREE  upon  request. 


II  rm 


f you  \\  ere  to  examine  these  patients 


Ufohn 


could  you 
detect 

the  uveitis  patient  on 

*P 

• Probably  not.  Not  without  a history. 

First,  because  he’s  more  than  likely  symptom-free. 

Second,  because  he  shows  none  of  the  disturbing  changes  in  appearance, 
behavior  or  metabolism  sometimes  associated  with  corticotherapy. 

Even  vour  practiced  clinical  eve  would  find  it  difficult 
to  spot  someone  else’s  Aledrol  patient. 

But  in  your  own  patients,  vou  could  see  the  advantages 
of  Aledrol  right  away.  Why  not  try  it? 


1 


Ipjohn  Company,  Kalamazoo,  Michigan 


*TRAOEMARK,  REG.  U.  S.  PAT.  OFF.  — METHYLPREON tSOLONE,  UPJOHN 
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FAST-ACTING  ORAL  BROAD-SPECTRUM  THERAPY  ■ The  modern  blue  and  yellow 

ACHROMYCIN  V Capsules,  combining  equal  parts  of  pure  crystalline  ACHROMYCIN  Tetracycline  HCI  and  Citric  Acid,  provide 
unsurpassed  orai  broad-spectrum  therapy. 

Speed  of  absorption  adds  new  emphasis  to  the  benefits  of  true  broad-spectrum  action,  minimum  side  effects  and  wide  range 
effectiveness  that  have  established  ACHROMYCIN  as  an  antibiotic  of  choice  for  decisive  controi  of  infection. 


REMEMBER  THE  y WHEN  SPECIFYING  ACHROMYCIN  V.  New  blue  and  yellow 

capsules  (sodium-free)— 250  mg.  with  250  mg.  citric  acid,  and  100  mg.,  with  100  mg.  citric  acid. 


ACHROMYCIN  V dosage;  Recommended  basic  oral  dosage  is  6-7  mg.  per  ib.  body  weight  per  day.  In  acute,  severe  Infections 
often  encountered  In  Infants  and  children,  the  dose  should  be  12  mg.  per  Ib.  body  weight  per  day.  Dosage  In  the  average  adult 
should  be  1 Gm.  divided  Into  four  250  mg.  doses. 


ACHROMYCIN’  V 


CAPSULES 

Tetracycline  HCI  and  Citric  Acid  Lederf 


LEOERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  New  York 
♦roq.  U.  8.  Pat.  Off. 
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Delectavjtes 


New  vitamin-mineral  supplement 
in  delicious  chocolate-like  nuggets 


^ ^ Each  nugget  eonUins. 

J Vitamin  A- 5.000  Units* 

f \ 9^”  I ViUmin  0 1.000  Units* 

- 14'' Vitamin  C 75  mg. 

fj-  ' 4 ViUmin  E. 2 Unitsf 

/y^'  »“  / ^ ViUm.n8-l 2.5  mg. 

/ ‘"■'O^  V/V  ^ ViUmin  B-2 -...2.5  mg. 

i / ,-•  ViUmin  B-6, - 1 mg. 

" //  • ViUmin  B-12  Activity J meg. 

Panthenol 5 mg. 

Nicotinamide 20  mg. 

There’s  nothing  easier  to  give 

. Rutin 12  mg. 

or  tSK0  ”■  Calcium  Carbonate 125  mg. 

. Boron - 0.1  mg, 

than  Delectavites.  cobait  o.i  m*. 

Fluorine 0-1  mg. 

A real  treat . . . ? * 

Magnesium 3.0  mg. 

the  children’s  favorite . , . Z 

tops  with  adults,  too.  'iZ\n.h 


WHITE  LABORATORIES,  INC., 
KENILWORTH.  N.J. 


Dase:One  Nugget  per  day 
Supplied  Boxes  of  30-one 
month's  supply 
Boxes  of  90-three 
months'  supply  or 
family  package. 


Faster  rehabilitation  ir 


Uoint  Inflammation  and  muscle  spasm 
are  the  two  elements  most  responsible 
for  disability  in  rheumatic-arthritic  dis- 
orders— and  MEPROLONE  is  the  one 
agent  that  treats  both. 

MEPROLONE  suppresses  the  Inflammatory 
process  and  simultaneously  relieves  aching 
and  stiffness  caused  by  muscle  spasm,  to  pro- 
vide greater  therapeutic  benefits  and  a shorter 
rehabilitation  period  than  any  single  antlrheu- 
matic-antiarthritic  agent. 


MEPROLONE-2  Is  Indicated  In  cases  of  severe 
involvement,  yet  often  leads  to  a reduction  of 
steroid  dosage  because  of  its  muscle-relaxant 
action.  When  Involvement  Is  only  moderately 
severe  or  mild,  MEPROLONE-1  may  be  Indicated. 

SUPPLIED:  Multiple  Compressed  Tablets  In 
th  ree  formu  las  : MEPROLONE-2  — 2.0  mg.  pred- 
nisolone, 200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel  (bottles  of  lOO). 
MEPROLONE-1  supplies  1.0  mg.  prednisolone 
in  the  same  formula  as  MEPROLONE-2  (bot- 
tles of  100).  M EPROLON E-5 — 5.0  mg.  predniso- 
lone. 400  mg.  meprobamate  and  200  mg.  dried 
aluminum  hydroxide  gel  (bottles  of  30). 


Because  muscles  move  Joints, 
both  muscle  spasm  and  Joint 
inflammation  must  be 
considered  In  treating  the 
rheumatic-arthritic  patient  . . « 


MERCK  SHARP  & DOHME  Division  o(MERCK&CO..INC..Phil«delphiil,P*. 


Rheumatoid  Arthritis 


rnultiple  compressed  tablets 

MEROUME 


ME  FIRST  MEPRO  BAMATE-pREDNISOCONE  TMERAPY 


MEPROLONE  Is  a trade-mark  of  Merck  & Co.,  Inc. 


MEPROLONE  Is  the  one 
antlrheumatic*antiarthritlc  that 
exerts  a simultaneous  action  to 
relax  muscles  In  spasm  and 
to  suppress  joint  inflammation  . « • 


c 

Therefore,  MEPROLONE  does 
more  than  any  single  agent  to 
help  the  physician  shorten  the 
time  between  disability  and 
employability. 
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LEDERLE  LABORATORIES,  a Divllion  of  AMERICAN  CYANAMIO  COMPANY. 
Pearl  River,  New  York 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRAQS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


Baynard  Optical 
Company 

Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


BAYNARD  BUILDING  MEDICAL  CENTER 

5th  & Market  Sts.  1003  Delaware  Avenue 

Wilmington,  Delaware 
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(4cc.)  coiMiM 


piTU^nephrlneS  hydrochloride 5.0  mg. 

ThenfadilS  hydrochloride 4.0  mg. 

Oihydrocodcinone  bitartrate fa33  mg. 

Potassium  guaiacol  sulfonate 70.0  mg. . 

Ammonium  chloride 70.0  mg. 

Menthol  1.0  mg. 

Chioroform  0.02  cc. 

■ ' Alcohol  8% 

Bottles  of  16  fl.  oz. 


eXEMPT  NARCOTiC 


Both 


PHERAL 


CowhiAUi : 


Muon 


LABORATORIES 


ANTITUSSIVE  • DECONGESTANT  • A N T I H I STA M I N I C 


in  very  special  cases 
a very  superior  brandy 
specify 

★ ★ ★ 


84  Proof  I Schieffelin  A.  Co.,  New  York 


Todays  Health 

ouBi.isH.eo  sv  TME  V Amorictini  A.ssoc'iation 


FOR  THE  AMERICAN  FAMILY 

in 

^^^ublic  ‘^^^elaticn^ 

Place  it  in  your  reception  room 

Today’s  Health  is  published  for 
the  American  Family  by  the 
American  Medical  Association,  535 
N.  Dearborn  St.-Chicago  10,  Illinois 


Give  your  subscription  order  to  a member  of 
your  local  Medical  Society  Woman's  Auxiliary, 
who  can  give  you  Special  Reduced  Rates. 


j.  ^ 


1 r. 


&‘ 


ni 


(PanmjfJ 


ba 


(os^teTpIus  Albamycin**) 


oad-spectrum 
intibiotic 
first  resort 


esistant  s 


ImOable  forms: 

t.  RMtallH  Capsules,  bottles  of  16  and  100 
ales.  Each  capsule  contains: 
amycin  phospbate  (tetracycline  phosphate 
liex)  equivalent  to  tetracycline  hydro- 

250  mg. 

amyoin  (as  novobiocin  sodium). . .125  mg. 

KU-ft  Flavored  Cranules.  When 
is  added  to  fill  the  bottle, 
(5  cc.)  contains: 

[Hidiai  yi  liiii ) equivalent  to  tetra- 

125  mg. 

calcium).  .62.5  mg. 
100  mg. 


iS'2!  eaimiles  q.ijf. 

Of  .moderately  acute  infec- 
od  children,  the  recom- 
1 tCBSpoonful  per  15  to 
^igiit  per  day,  administered 
oecs.  Severe  or  prolonged 
tf|her  doses.  Dosage  for 
46aespeonfuls  3 or  4 times  daily, 
and  severity  of  the  in- 
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IN  OFFICE  SURGERYt 


XYLOCAINE®  HCI  SOLUTION 

(brand  of  lldoeaine*) 

as  a local  or  topical  anesthetic 

Xylocaine  is  routinely  fast,  profound  and  well  tol- 
erated. Its  extended  duration  insures  greater 
postoperative  conifoi’t  for  the  patient.  Its 
potency  and  diffusibility  render  reinjec- 
tion virtually  unnecessary.  It  may  be  in- 
filtrated through  cut  surfaces  permitting 
pain-free  exploration  and  longer  suturing  time. 


Astra  Pharmaceutical  Products,  Inc.,  Worcester  6,  Massachusetts,  U.  S.  A. 


ELECTIVE  AND  TRAUMATIC 

use 


t warts;  moles;  sebaceous  cysts;  benign  tumors;  wounds;  lacerations;  biop- 
sies; tying  superficial  varicose  veins;  minor  rectal  surgery;  simple  frac- 
tures; compound  digital  injuries  (not  involving  tendons,  nerves  or  bones) 


*U  S.  PAT.  NO.  2.441,498  MADE  IN  U.S.A> 


FRAIM'S  DAIRIES 

^io€/<uc£i 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


PATRONIZE 

THE 

ADVERTISERS 
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■ prompt,  aggressive 
antibiotic  action 

■ a reliable  defense  against 
monilial  complications 


for  a direct  strike  at  infection 

Mysteclin-V  contains  tetracycline  phosphate  complex 

II  provides  a direct  strike  at  all  tetracycline-susceptible  organisms  (most  pathogenic  bacteria,  certain  rickett- 
sias,  certain  large  viruses,  and  Endamoeba  histolytica) . 

It  provides  the  new  chemical  form  of  the  world’s  most  widely  prescribed  broad  spectrum  antibiotic. 

It  provides  unsurpassed  initial  blood  levels  — higher  and  faster  than  older  forms  of  tetracycline  — for  the  most 
rapid  transport  of  the  antibiotic  to  the  site  of  infection. 

for  protection  against  monilial  complications 
Mysteclin-V  contains  Mycostatin 

It  provides  the  antifungal  antibiotic,  first  tested  and  clinically  confirmed  by  Squibb,  with  specific  action  against 
Candida  (.Monilia)  albicans. 

It  acts  to  prevent  the  monilial  overgrowth  which  frequently  occurs  whenever  tetracycline  or  any  other  broad 
spectrum  antibiotic  is  used. 

It  protects  your  patient  against  antibiotic-induced  intestinal  moniliasis  and  its  complications,  including  vaginal 
and  anogenital  moniliasis,  even  potentially  fatal  systemic  moniliasis. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 


Capsules  (2S0  mg./250.000  u.),  bottles  of  16  and  100.  Half -strength  Capsules  (125  mg./125.000  u.).  bottles  of  16  and  100. 
Suspension  (125  mg.f  125,000  u.  per  5 cc.)  60  cc.  bottles.  Pediatric  Drops  (100  mg.f  100,000  u.  per  cc.).  10  cc.  dropper  bottles. 


’sWMTCiN*®"  AMO  ***T«©STATIH*®  ARE  SQUIOB  TRACEMARKS 


SoyiBB 


Squibb  Quality  — the  Priceless  Ingredient 


"Much  better- 
thank  you,  doctor” 

Proven  in  research 

1.  Highest  tetracycline  serum  levels 

2.  Most  consistently  elevated  serum  levels 

3.  Safe,  physiologic  potentiation  (with  a natural  human  metabolite) 

And  now  in  practice 

4.  More  rapid  clinical  response 

5.  Unexcelled  toleration 


COSA-TETRACYN 


* 


GLUCOSAMINE-POTENTIATED  TETRACYCLINE 


CAPSULES 

(black  and  white) 

250  mg.,  125  mg. 

(for  pediatric  or  long- 


ORAL  SUSPENSION 

( orange-flavored ) 

125  mg.  per  tsp.  (5  cc.) 
2 oz.  bottle 


NEW!  PEDIATRIC  DROPS 

(orange-flavored)  5 mg.  per 
drop,  calibrated  dropper, 

10  cc.  bottle 


COSA-TETRACYDIN* 


term  therapy) 

COSA-TETRASTATIN* 

glucosamine-potentiated  tetracycline  with  nystatin 

Antibacterial  plus  added  protection  against 
monilial  super-infection 

CAPSULES  (black  and  pink)  250  mg.  Cosa-Tetra- 
cyn  (with  250,000  u.  nystatin) 

ORAL  SUSPENSION  125  mg.  per  tsp.  (5  cc.) 
Cosa-Tetracyn  (with  125,000  u.  nystatin),  2 oz. 
bottle 


glucosamine-potentiated  tetracycline-analgesic- 
antihistamine  compound 

For  relief  of  symptoms  and  malaise  of  the 
common  cold  and  prevention  of  secondary 
complications 

CAPSULES  (black  and  orange)  —each  capsule  con- 
tains: Cosa-Tetracyn  125  mg. ; phenacetin  120  mg.; 
caffeine  30  mg.;  salicylamide  150  mg.;  buclizine 
HCl  15  mg. 


references:  1.  Carlozzi,  M.:  Antibiotic  Med.  & Clin.  Therapy  5:146  (Feb.)  1958.  2.  Welch,  H.;  Wright, 
W.  W.,  and  Staffa,  A.  W.:  Antibiotic  Med.  & Clin.  Therapy  5:52  (Jan.)  1958.  3.  Marlow,  A.  A.,  and 
Bartlett,  G.  R. : Glucosamine  and  leukemia,  Proc.  Soc.  Exp.  Biol.  & Med.  84:41,  1953.  4.  Shalowitz,  M.: 
Clin.  Rev.  1:25  (April)  1958.  5.  Nathan,  L.  A.:  Arch.  Pediat.  75:251  (June)  1958.  6.  Cornbleet, T. ; Chesrow, 
E.,  and  Barsky,  S.:  Antibiotic  Med.  & Clin.  Therapy  5:328  (May)  1958.  7.  Stone,  M.  L.;  Sedlis,  A., 
Bamford,  J.,  and  Bradley,  W. : Antibiotic  Med.  & Clin.  Therapy  5:322  (May)  1958.8.  Harris,  H.:  Clin.  Rev. 
1:15  (July)  1958. 


Science  for  the  world’s  well-being 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


*Trademark 
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OTITIS 

EDIA 
or 

FRACTURED 

TIBIA? 


ACCELERATE  THE 
RECOVERY 
PROCESS  WITH 


VARIDASE 

StRtPTOKINASt-STIISPIODOliNISf  LtCtRU 


LEDERIE  LABORATORIES,  a Division  ol  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  Notional  Bakers  Services,  Inc.,  Chicago 


We  maintain 

prompt  city-wide 
delivery  service 
for  prescriptions. 


CAPPEAU’S,  INC, 

PHARMACISTS 
Wilminglort,  Del. 


AS  NEAR  AS  YOUR  TELEPHONE 


Delaware  Ave. 
& Dupont  St. 
Dial  OL  6-8537 


Ferris  Rd.  & 
W,  Gilpin  Drive 
Willow  Ron 
WY  4-3701 
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1 Ladeez  and  gentlemen: 

learn  all  about  new  viterra  pediatric, 

a good  supplement 

in  a great  new  package. 


\ ' 

\ First,  S 

^ see  what  happens  when  ' 
you  push  the  metered  plunger.', 


5 On  your  right, 
see  Flo-pack’s  tight 
seal  No  risk  of 
contamination. 


Infants 

Chililren 

5000  U.S.P.  Units 

333% 

167% 

1000  U.S.P.  Units 

250% 

250%  ' 

1 mg. 

400% 

133% 

1 mg. 

167% 

110% 

1 mg. 

ft 

tf 

min)  1 meg. 

H 

tt 

50  mg. 

500% 

250% 

10  mg. 

200% 

133% 

2 mg. 

C (Ascorbic  Acid) 

Niacinamide 
Panthenol 

In  a d sorbitoi  base  for  better  vitaminBia  absorption 
ftMinimum  daily  requirement  has  not  been  estab- 
lished. 

DOSAGE:  0.6  cc.  or  as  directed  by  physician. 

in  50  cc.  bottles  ^ 

no  refrigeration  needed  * 


3 Aha! 

An  exact  0.6  cc. 
comes  out  this  spout. 
Never  more,  never  less. 


4 And  notice  — 
no  drip,  no  waste, 
no  sticky  bottle. 


6 Let’s  take  a minute 
to  admire  the  formula. 


7 That  means 
no  hot-weather 
loss  of  potency. 


8 Now  for  a farewell  treat,  a 
taste  of  delicious,  orange-y 
VITERRA  PEDIATRIC.  HoW  will 
you  have  it  — in  fruit  juice? 
On  cereal?  Straight  from  the 
spoon? 


VITERRA*  PEDIATRIC 

Special  note  to  doctors  who  took  this  tour: 

Problems  of  over-  and  under-dosage,  spillage,  spoil- 
age or  leakage  disappear  with  viterra  pediatric’s 
new  metered  Flo-pack.  Why  not  consider  these  ad- 
vantages when  you  recommend  a vitamin  supplement? 


e METERED 
FLO-PACK 


NEW  YORK  17.N.Y. 


Hi 
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ToK'^Xii  Paul ..  .give  real  relief: 


A.P.  C. 


WITH 


Demerol 


Doi^: 


Aspirin  200  mg.  (3  grains) 

Phenacetin  150  mg.  (2 Vz  grains) 

Caffeine  30  mg.  (Vz  grain) 

Demerol  hydrochloride  . 30  mg.  (Vz  grain) 


1 or  2 tablets. 
Narcotic  blank  required. 


Potentiated  Pain  Relief 

WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 


Of  course, 


women  like  “Premarin” 


Therapy  for  the  menopause  syndrome 
should  relieve  not  only  the  psychic 
instability  attendant  the  condition,  but 
the  vasomotor  instability  of  estrogen 
decline  as  well.  Though  they  would  have 
a hard  time  explaining  it  in  such  medi- 
cal terms,  this  is  the  reason  women 
like  “Premarin.” 


Doctors,  too,  like  “Premarin,”  because 
it  really  relieves  the  symptoms  of  the 
menopause.  It  doesn’t  just  mask  them  — 
it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

“PREMARIN;’ 

conjugated  estrogens  (equine) 


Ayerst  Laboratories  • New  York  16,  New  York  • Montreal,  Canada 


5840 
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TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  for  treatini^  common 
upper  respiratory  infections,  particularly  during  respira- 
tory epidemics;  when  bacterial  complications  are  ob- 
served or  are  likely;  when  patient's  history  is  positive 
for  recurrent  otitic,  pulmonary,  nephritic,  or  rheumatic 
involvement. 


TABLETS  (sugar  coated) 
Each  Tablet  contains: 

Achromycin®  Tetracycline 

Phenacetin  

Caffeine 
Salicylamide 
Chlorothen  Citrate 


125  mg. 
120  m„. 
30  mg. 
150  mg. 
25  mg. 


Checks  Symptoms:  Includes  traditional  components  for 
rapid  relief  of  the  traditional  nonspecific  nasopharyn- 
gitis. symptoms  of  malaise,  chilly  sensations,  inconstant 
low-grade  fever,  headache,  muscular  pain,  pharyngeal 
and  nasal  discharge. 

Available  on  prescription  only. 

Adult  dosage  for  Achrocidin  Tablets  and  new  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 


Hottles  of  24  and  100. 

SYRUP  (leinon-linie  flavored) 

Each  teaspoonful  (5  cc.)  contains: 

Achromycin®  Tetracycline 
equivalent  to  tetracycline  HCl 
Phenacetin 

Salicylamide  

Ascorbic  Acid  (C)  

Pyrilamine  Maleate  

Methylparaben  

Propylparaben  

Bottle  of  4 oz. 


125  mg. 
120  mg. 
150  mg. 
25  mg. 
15  mg. 
4 mg. 
1 mg. 


adenitis 
• sinusitis 


• bronchitis 
• pneumonitis 


preven 


multifarious  sequelae 


I 

I 


LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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in  cases  of  tension 


(Reserpine,  Vale) 


. . . the  preferred  drug  where  anxiety  or  emotional  agitation 
must  be  controlled 


provides  sedation  without  hypnosis,  o sense 
of  relaxed  well  being  and  tranquility 

effects  a graduol  and  sustained  lowering  of 
elevated  blood  pressure  in  patients  with 
mild,  labile  or  essential  hypertension 


0.1  mg.  ond  0.25  mg.  tablets  in  bottles  of  100, 
500  and  1000,  or  on  prescription  ot  leading 
pharmacies 


KAUWOLFIA 

SERPENTIN.^ 

in  cases  of  hypertension 

Rauval 

(RauwolRa  Serpentina,  Vale) 

. . . double  assayed  to  insure  optimal  therapeutic  effect 

tested  chemkeUy  to  tmvre  total  ^kaloid  content 
tested  bidotkany  to  insnre  uniform  hy^tensive  action 

. . . ideal  therapy  in  labile  and  moderate  hyper- 
tension or  as  adjunctive  ^therapy  in  severe 
hypertension 

. , . achieves  gradual  lowering  of  the  blood  pressure, 
gentle  sedation,  tranquiliiation  with  prolonged 
effect  even  after  cessation  of  therapy 

supplied:  50  mg.  and  100  mg.  tablets  in  bottles  of  100  and 
1000,  or  on  prescription  at  leading  pharmacies 


THE  VALE  CHEMICAL  COMPANY.  INC.  allentown,  pa. 


Pharmaceuticals 
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Cremomycim  is  a trademark  of  Merck  & Co.,  Ino* 
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Nott>-All  cold  symptoms 
can  be  controlled 


This  new  timed-release  tablet  provides: 

• , . the  superior  decongestant  and  antihistaminic 
action  of  Triaminic 

• • . non-narcotic  cough  control  as  effective  as  with 

codeine,  but  without  codeine’s  drawbacks 

,,,an  expectorant  to  help  the  patient  expel 
thickened  mucus 

• • . the  specific  antipyretic  and  analgesic  effect 

of  well-tolerated  APAP 

. . . the  prompt  and  prolonged  activity  of 
timed-release  medication 


Each  Tussagesic  Tablet  contains: 


TRIAMINIC® 50  mg. 

(phenylpropanolamine  HCl  ....  25  mg.; 

pheniramine  maleate 12.5  mg.; 

pyrilamine  maleate 12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr)  . . 30  mg. 

Terpin  hydrate 180  mg. 

APAP  (N-acetyl-p-aminophenol)  . . . 325  mg. 


Tussagesic  timed-release  tablets  provide 
relief  in  minutes,  which  lasts  for  hours 

first— 3 to  4 hours  of 
relief  from  the 
outer  layer 

thsn-3  to  4 more  hours 
of  relief  from 
the  inner  core 


Also  available: 

for  those  who  prefer  liquid  medication  — 

Tussagesic  suspension 

In  each  5 ml.:  Triaminic,  25  mg.;  Dormethan, 
15  mg.;  terpin  hydrate,  90  mg.;  APAP,  120  mg. 


Dosage:  1 tablet  in  the  morning,  mid-afternoon, 
and  evening,  if  needed.  Should  be  swallowed 
■whole  to  preserve  the  timed-release  action. 
Suspension:  Adults— 1-2  tsp.  every  3-4  hours; 
Children  6-12  years  old— 1 tsp.  every  3-4  hours; 
Children  under  6— dosage  in  proportion. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 
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Many  such 
hypertensives  have 
been  on  Rauwiloid 
for  3 years 
and  more* 


Enhances  safety  when  more  potent  drugs 
are  needed. 

Rauwiloid®  + Veriloid® 


for  Rauwiloid  IS  better  tolerated... 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.” 


*Ford,  R.V.,  and  Moyer,  J.H.:  Ran- 
wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad.  Med.  23-41 
(Jan.)  1958. 


alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hyprertension. 


After  full  effect 
one  tablet  suffices 


Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride 
dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  tablet  q.i.d. 

Both  combinations  in  convenient 
single-tablet  form. 


CALIFORNIA 


Compazine 


nausea 


and  vomiting 


—from  virtually  any  cause 


% 


• in  pregnancy  — pre-  and  postoperative  states — 
gastroenteritis — alcoholism — cancer  and  chronic 
diseases 


• control  is  achieved  with  low  dosage — usually 
15  to  20  mg.  daily — and  often  within  a half 
hour  after  the  first  oral  dose 


‘Compazine’  is  remarkable  for  its  freedom  from  drowsiness.  Patients 
carry  on  normal  activities  and  often  experience  an  actual  alerting  effect. 


. . .for  immediate  control  of  severe  vomiting: 

Ampuls,  2 cc.  {5  mg./cc.) 

NEW:  Multiple  dose  vials, 

10  cc.  (5  mg./cc.) 

Also  available: 

Tablets,  $,  lo  and  25  mg.,  in  bottles  of  50  and  500. 

Spansiile'^  capsules,  10,  15  and  30  mg.,  in  bottles  of  30  and  250. 

Suppositories,  5 and  25  mg.,  in  boxes  of  6. 

Syrup,  5 mg. /teaspoonful  (5  cc.),  in  4 fl.  oz.  lightproof  bottles. 

Smith  Kline  & French  Laboratories,  Philadelphia 


★T.M.  Rck.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K..F. 

+T.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules.  S.K.F. 


